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REGIONAL  ANESTHESIA  IN  SURGERY  OF  THE  PROSTATE  GLAND 

AND  BLADDER* 

By  William  R.  Meeker,  M.D.  \ 

Section  on  Anesthesia,  Mayo  Clinic  ' 

ROCHESTER,  MINNESOTA 


With  regard  to  the  question  of  whether  any 
given  operation  is  a  suitable  one  in  which  to 
employ  local  anesthesia,  it  may  be  prescribed  as 
a  fundamental  priciple  that  only  such  operations 
should  be  performed  under  local  anesthesia  as 
can  be  carried  out  painlessly  to  the  end.  The 
patient  has,  in  the  present  status  of  the  science 
and  art  of  anesthesia,  the  right  to  be  operated 
on  painlessly,  and  the  risks  of  general  anesthesia 
which  are  rarely  very  great  should  not  be  unduly 
exaggerated.  Clinical  experience  indicates  that 
a  general  anesthetic  may  be  administered  with 
impunity  to  the  patient  who  is  in  good  general 
condition ;  but  in  cases  in  which  the  usual  com¬ 
plications  of  an  enlarged  prostate  or  malignant 
growths  of  the  bladder  are  present,  the  advisa¬ 
bility  of  eliminating  the  extra  burden  imposed 
on  the  vital  organs  by  a  general  anesthetic  is 
quite  obvious. 

Certain  factors  must  be  considered  in  prosta¬ 
tectomy  which,  as  a  rule,  are  not  concerned 
in  other  surgical  procedures.  The  advanced  age 
of  the  patient  is  usually  attended  by  associated 
conditions  that  must  be  kept  constantly  in  mind 
as  influencing  the  risk  in  anesthesia.  The  reserve 
strength  of  the  vital  organs  has  been  diminished 
so  that  the  older  the  patient,  the  less  likely  he 
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is  to  survive  the  shock  of  operation  and  the  post¬ 
operative  complications  due  to  confinement  in 
bed.  The  aged  are  more  susceptible  to  compli¬ 
cations  of  the  cardiorenal  and  pulmonary  type. 
Atrophic  emphysema  and  chronic  bronchitis  are 
not  uncommon,  and  varying  degrees  of  arteri¬ 
osclerosis,  hypertension,  and  myocarditis  are 
present. 

In  most  of  these  cases  the  effects  of  chronic 
obstruction  of  the  urinary  tract  are  present. 
Blood  urea  is  relatively  high,  and  the  renal 
function  relatively  low.  Urinalysis  reveals  the 
presence  of  albumin,  pus,  and  casts.  Chronic 
nephritis  is  often  present,  and  pyelonephritis 
may  be  superimposed,  due  to  the  back  pressure 
of  residual  urine.  In  other  cases  there  are  at¬ 
tacks  of  acute  urinary  retention  and,  in  nearly 
all,  varying  amounts  of  residual  urine.  In  such 
cases  as  these  it  requires  no  argument  to  establish 
the  desirability  of  local  anesthesia  in  order  to 
leave  the  vital  functions  of  the  body  as  nearly 
as  possible  in  the  same  condition  as  before 
operation. 

Since  terminal  infiltration  was  the  first  method 
of  local  anesthesia  practiced  to  any  great  extent 
it  is  not  surprising  that  this  method  was  the  first 
local  anesthesia  technic  to  be  applied  to  prosta¬ 
tectomy.  As  a  result  of  these  efforts  the  method 
of  anesthesia  by  periprostatic  injections  through 
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the  cavity  of  the  bladder  was  developed.  In 
this  technic  the  abdominal  wall  is  first  infiltrated 
with  novocain-adrenalin  solution  as  for  a  cysto¬ 
tomy,  and  the  cavity  of  the  bladder  exposed. 
With  long  needles  injections  are  made  through 
the  mucosa  of  the  bladder  around  the  prostate, 
as  much  as  possible  between  the  true  and  false 
sheaths,  as  it  is  in  this  plane  that  the  solution 
must  diffuse  around  the  gland  (Fig.  1).  The 


Fig.  1.  Local  anesthesia  by  periprostatic  infiltration 
through  the  bladder. 

needle  is  then  passed  into  the  urethral  lumen, 
the  lateral  walls  pierced  low-  in  the  prostatic  por¬ 
tion,  and  injections  made  at  these  points. 

Obviously,  the  success  of  this  method  will 
depend  considerably  on  the  gentleness  of  the 
operator  m  enucleation  and  the  ease  with  which 
the  prostate  may  be  shelled  from  its  capsule. 
The  difficult  cases  are  those  in  which  there  is 
no  definite  cleavage  plane.  The  pulling  and 
tearing  necessary  in  enucleation  of  such  prostates 
is  transmitted  beyond  the  anesthetized  area  suf¬ 
ficiently  to  cause  intolerable  pain.  On  the  other 
hand,  in  the  absence  of  cystitis  and  prostatitis, 
and  with  a  very  definite  cleavage  plane,  enuclea¬ 
tion  may  be  performed  in  good  subjects  without 
prostatic  anesthesia. 

If  it  is  necessary  to  explore  the  vesical  cavity, 
or  if  there  is  also  a  lesion  of  the  bladder,  intra¬ 
vesical  anesthesia  is  always  desirable  and  often 
necessary.  In  many  instances  the  anesthesia 


technic  is  itself  exceedingly  painful,  and  in 
others,  particularly  in  the  second  stage  prosta¬ 
tectomy,  it  cannot  be  accurately  performed  be¬ 
cause  of  insufficient  exposure.  Because  of  this 
a  method  of  prostatic  anesthesia  by  injections 
through  the  perineum  was  devised. 

In  periprostatic  anesthesia,  by  injections  through 
the  perineum  (Fig.  2)  the  abdominal  wall  is 


Fig.  2.  Local  anesthesia  by  periprostatic  infiltration 
through  the  ijerineum  (modified  from  Spalteholz). 

infiltrated  as  usual  for  cystotomy.  The  patient 
is  then  placed  in  the  lithotomy  position.  The 
index  finger  of  the  left  hand  is  inserted  into  the 
rectum,  and  palpates  the  hypertrophied  gland. 
A  needle  is  introduced  anterior  to  the  anus  and 
pushed  upward  between  the  rectum  and  the 
prostate,  the  anesthetic  solution  being  constantly 
injected  while  the  needle  is  guided  by  a  finger  in 
the  rectum  (Fig.  3).  All  tissures  between  the  in¬ 
ferior  rami  of  the  ossa  ischii  and.  the  prostate 
in  front,  and  the  rectum  and  anus  behind  are 
infiltrated  in  this  manner  by  fanwise  injections 
from  the  central  point.  About  80  to  100  c.c.  of 
0.5  per  cent  solution  is  distributed  around  the 
prostate  so  that  it  is  enclosed  behind  and  on 
the  two  sides  by  a  plane  of  anesthetic  solution. 

Block  of  the  pudic  nerve  has  been  attempted, 
besides  the  perineal  infiltration.  The  point  of 
election  along  the  course  of  this  nerve  is  on  the 
dorsal  surface  of  the  ischial  spine,  where  it  lies 
close  to  the  bone  in  loose  connective  tissue.  A 
long  needle  is  introduced  a  little  to  the  ventral 
side  of  the  anus  and  about  2.5  cm.  from  the 
median  line.  Guided  by  a  finger  in  the  rectum. 
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the  needle  is  advanced  until  it  strikes  the  ischial 
spine.  It  is  then  slightly  retracted,  its  point  de¬ 
pressed  and  again  pushed  onward  until  it  passes 
to  the  dorsal  surface  of  the  spine  at  which  point 
10  to  15  c.c.  of  1  per  cent  solution  are  injected. 
Periprostatic  fanwise  injections  as  described  are 
also  made. 

A  method  of  blocking  the  sacral  nerve  trunks 
at  their  exits  from  the  anterior  sacral  foramina, 
termed  parasacral  anesthesia,  has  also  been  em¬ 
ployed.  With  the  patient  also  in  the  lithotomy 
position,  two  points  of  injection  1.5  to  2  cm. 
from  the  median  line  at  the  level  of  the  sacro¬ 
coccygeal  articulation  are  marked  by  dermal 
wheals.  A  longer  needle  is  then  introduced, 
and  the  way  felt  past  the  sacrum  and  along  the 
anterior  surface  of  the  bone  parallel  to  the 
median  plane  to  the  height  of  the  second  sacral 
foramen.  This  distance  is  injected  with  20  c.c. 
of  1  per  cent  solution.  A  longer  needle  is  then 
reinserted  at  an  angle  more  anteriorly  toward  the 
line  of  the  innominate  bone,  and  still  parallel 
to  the  median  plane.  After  advancing  much 


deeper  than  before,  it  strikes  the  promontory 
of  the  sacrum  close  to  the  first  sacral  foramen 
where  20  c.c.  of  solution  are  injected.  The  same 
technic  is  employed  on  the  opposite  side,  after 
which  an  injection  of  5  c.c.  is  made  between 
coccyx  and  rectum,  100  c.c.  in  all  being  used. 
Twice  this  amount  of  0.5  per  cent  solution  may 
also  be  employed. 

Parasacral  nerve-block  has  not  been  widely 
employed,  partly  because  of  its  technical  diffi¬ 
culty  and  consequently  undependable  results. 
Incomplete  anesthesia  occasionally  occurs  in 
superficial  operations  on  the  perineum  and  ter¬ 
minal  rectum,  necessitating  additional  infiltration 
of  the  operative  field.  No  doubt  the  percentage 
of  failures  would  be  higher  in  prostatectomy. 
Most  operators  employing  this  method  also  in¬ 
filtrate  locally  so  that  the  efficiency  of  the  para¬ 
sacral  block  alone  is  difficult  to  estimate. 

The  passage  of  needles  through  the  perineum 
in  periprostatic  infiltration,  pudic  nerve  block 
or  parasacral  nerve  block  is  not  without  an  ele¬ 
ment  of  danger.  The  rectum  or  seminal  vesicles 
might  be  punctured,  especially  when  the  rela¬ 
tions  of  pelvic  viscera  to  each  other  have  been 
changed  by  a  marked  prostatic  hypertrophy  and 
associated  changes  or  by  pathologic  changes  in 
other  pelvic  viscera.  Infection  might  be  spread 
by  the  needle  in  traversing  a  septic  area,  and 
there  is  also  danger  of  transmitting  infection  by 
introduction  of  the  finger  into  the  rectum  even 
with  the  most  careful  observance  of  aseptic 
technic. 

A  better  quality  of  anesthesia  without  the 
inconvenience  and  decreased  asepsis  of  perineal 
infiltration  may  be  obtained  by  sacral  blocking 
with  periprostatic  infiltration  through  the  bladder 
when  necessary.  By  this  method  an  injection 
into  the  epidural  space  through  the  sacral  hiatus 
is  made.  Various  formulas  have  been  employed 
in  this  injection,  from  120  c.c.  of  0.5  per  cent 
to  30  c.c.  of  a  2  per  cent  solution.  In  the  ex¬ 
perience  of  the  Clinic  the  best  results  are  ob¬ 
tained  with  from  35  to  40  c.c.  of  1.5  per  cent 
or  50  to  60  c.c.  of  a  1  per  cent  novocain  solution 
and  10  mm.  of  adrenalin  for  each  100  c.c.  of 
solution.  This  method,  even  in  the  hands  of  the 
expert,  is  accompanied  by  from  10  to  15  per 
cent  failures  for  operative  work,  in  which  case 
the  anesthesia  must  be  supplemented  by  general 
narcosis,  or  ])eriprostatic  infiltration. 

In  general,  the  methods  of  anesthesia  thus  far 
discussed  do  not  create  as  favorable  operative 
conditions  as  general  narcosis,  nor  are  these 
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methods  equally  applicable  to  all  surgical  con¬ 
ditions  of  the  bladder  and  prostate.  Advocates 
of  local  anesthesia  often  insist  that  an  essentially 
different  technic  must  be  employed  than  when 
operating  under  general  anesthesia.  Blunt  dis¬ 
sections,  heavy  sponging  and  sudden  pulling 
must,  as  a  rule,  be  avoided.  In  prostatectomy, 
however,  pulling,  and  tearing  are  necessary,  as 
well  as  heavy  handed  sponging  in  a  deep  cavity. 
Traction  cannot  be  avoided  even  in  the  most 
favorable  cases,  and  knife  and  scissors  can  only 
occasionally  be  substituted  for  the  finger  enu¬ 
cleation. 

Of  the  methods  of  technic  thus  far  described, 
the  sacral  is  the  only  one  in  which  the  bladder 
is  anesthetized  before  it  is  opened,  and  by  this 
method  anesthesia  is  often  insufficient  for  oper¬ 
ative  work.  Sensation  may  be  dulled  to  a  degree 
that  will  permit  manipulative  work  only.  If 
the  bladder  is  irritable  it  may  happen  that  grasp¬ 
ing  the  edges  of  the  incision,  or  touching  the 
mucosa  with  sponges  and  instruments,  or  by 
digital  exploration,  will  cause  pain.  If  the  pa¬ 
tient  is  to  derive  the  full  benefit  of  local  anes¬ 
thesia  all  pain  must  be  eliminated  during  the 
course  of  the  operation.  An  inefficient  local 
anesthesia  in  which  the  patient  has  considerable 
pain  may  i)roduce  shock  considerably  greater 
than  that  of  a  general  anesthetic. 

A  still  more  efficient  operative  anesthesia  of 
the  entire  pelvic  floor  and  viscera  is  produced 
by  sacral  nerve  block  through  the  posterior 
sacral  foramina  called  the  transsacral  method, 
(Fig.  4).  In  the  Mayo  Clinic  this  method  has 
been  modified  by  the  addition  of  a  very  low 


method;  shaded  area  represents  extent  of  anesthesia. 


epidural  injection  for  the  fifth  sacral  and  anococ¬ 
cygeal  nerves,  with  transsacral  nerve  block  of  the 
upper  four  pairs  of  sacral  nerves.  A  low  epidural 
injection  of  from  20  to  25  c.c.  of  1  per  cent  pro- 
cain-adrenalin  solution  is  first  made,  as  described, 
after  which  the  lateral  foramina  are  injected. 
These  foramina  bear  a  constant  relationship  to 
certain  bony  prominences  which  are  almost  al¬ 
ways  definitely  palpable.  A  dermal  wheal  placed 
just  below  and  lateral  to  the  sacral  cornu  marks 
the  sacral  notch  at  the  lower  margin  of  the  sacrum 
in  which  the  fifth  sacral  nerve  lies.  Another 
wheal  placed  a  centimeter  medial  and  a  half 
centimeter  below  the  posterior  superior  spine  of 
the  ilium  marks  the  position  of  the  second  sacral 
foramen.  This  distance  divided  into  three  equal 
parts  by  two  more  wheals  marks  the  third  and 
fourth  foramina.  The  first  foramen  lies  the 
same  distance  above  the  second  and  in  the  same 
straight  line.  From  these  points  needles  are 
])assed  downward  in  a  direction  thought  to  be 
perpendicular  to  the  tangent  of  the  sacrum  at 
that  point,  the  foramen  usually  being  easily  lo¬ 
cated  with  a  small  amount  of  'search.  The 
distance  the  needle  should  be  advanced  into  the 
foramina  varies,  since  the  sacrum  diminishes  in 
anteroposterior  thickness  from  above  downward. 
It  is  desirable  to  make  the  injection  anterior  to 
the  midpoint  of  each  foramen,  moving  the  needle 
somewhat  to  and  fro  as  the  injection  is  com¬ 
pleted. 

The  amount  and  strength  of  the  solution  varies 
with  the  size  and  general  resistance  of  the  pa¬ 
tient.  For  greatly  debilitated  patients  and  for 
relatively  poor  surgical  risks  0.5  per  cent  strength 
is  used.  The  amount  is  then  gauged  more  or 
less  on  the  probable  size  of  the  sacrum.  From 
20  to  40  c.c.  of  the  solution  ape  injected  into  the 
sacral  canal  and  the  sacral  foramina,  according 
to  their  size  and  the  size  of  the  nerve  trunk 
to  be  blocked.  The  greatest  amount  should  thus 
be  injected  into  the  first  foramen  and  the  quan¬ 
tity  reduced  for  each  successive  foramen,  that 
is,  7,  6,  5,  4,  and  3  c.c.,  respectively.  From 
75  to  140  c.c.  of  the  0.5  per  cent  solution  have 
given  uniformly  complete  anesthesia.  W'hen  1 
per  cent  strength  is  employed,  as  in  the  average 
case,  20  to  25  c.c.  are  injected  into  the  sacral 
canal,  and  the  posterior  foramina  are  injected  in 
the  same  ratio  as  with  the  0.5  per  cent  solution. 
From  60  to  90  c.c.  of  a  1  per  cent  solution  have, 
in  all  cases,  produced  complete  physiologic  block. 

SUPRAPUBIC  FIELD  BLOCK 

For  the  suprapubic  incision  a  field  block  of  the 
abdominal  wall  is  employed  so  that  greater  re- 
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laxation  results  than  when  infiltration  of  the 
line  of  incision  is  employed.  This  feature  facili¬ 
tates  the  use  of  retractors,  resulting  in  better 
exposure.  Moreover,  it  is  just  as  applicable  in 
the  second  stage  in  which  the  suprapubic  sinus 
is  to  be  dilated,  as  in  the  preliminary  cystostom}\ 
Wheals  are  placed  above  each  pubic  spine, 
then  along  the  outer  margins  of  the  rectus  ab¬ 
dominis  muscle,  usually  three  on  each  side. 
After  piercing  the  skin  at  the  lowest  wheal, 
deep  injections  are  made  in  the  same  straight 
line  at  the  outer  margins  of  the  rectus  sheath 
(Fig.  5).  Perforation  of  the  aponeurosis  is 


Fig.  5.  Suprapubic  fleki  block  and  resulting  area  of  anes¬ 
thesia.  The  dots  mark  the  position  of  dermal  wheals  from 
which  deeper  injections  are  made. 


easily  recognized  by  the  increased  resistance  to 
the  advancement  of  the  needle.  The  aponeurosis 
is  only  perforated  and  the  needle  advanced  no 
farther;  an  injection  of  1  or  2  c.c.  of  the  solution 
is  made  at  this  point.  (Fig.  6).  Successive  per¬ 
forations  and  injections  are  made  in  this  manner 
almost  as  high  as  the  umbilicus.  After  com¬ 
pletion  of  the  deep  injections,  subcutaneous  fan- 
wise  injections  are  made  in  the  same  plane 


joining  the  wheals  togUher.  The  same  proced¬ 
ure  is  then  repeated  on  the  opposite  side.  A 
longer  needle  is  passed  obliquely  downward 
toward  the  middle  line,  behind  the  symphysis 
into  the  space  of  Retzius  where  an  injection  of 
10  c.c.  is  made.  For  suprapubic  field  block  in¬ 
duced  in  this  manner,  from  125  to  175  c.c.  of 
0.5  per  cent  procain-adrenalin  solution  are  neces¬ 
sary,  depending  on  the  size  and  obesity  of  ’the 
patient. 

The  anesthesia,  by  this  method,  is  more  nearly 
complete  than  can  be  obtained  by  other  methods 
of  local  anesthesia  with  the  possible  exception 
of  spinal.  All  patients  are  placed  in  the  Tren¬ 
delenburg  position  and  the  same  retractors  and 
other  instruments  employed  as  are  used  with 
other  methods  of  anesthesia,  and  the  operation 
is  performed  in  a  similar  manner.  Anesthesia 
is  very  rarely  insufficient  for  the  conclusion  of 
the  operation,  and  then  in  such  cases  as  would 
require  intraperitoneal  anesthesia,  as  in  trans- 
peritoneal  resection  of  the  bladder,  or  the  re¬ 
section  of  a  large  bladder  diverticulum.  Dis¬ 
tress  is  sometimes  experienced  in  a  difficult 
enucleation  of  the  prostate,  but  it  is  usually 
well  tolerated. 

There  are  very  few  complications  and  after¬ 
effects.  The  pain  of  induction  of  anesthesia 
is  probably  the  most  objectionable  feature,  yet 
old  persons  usually  tolerate  such  pain  very  well 
so  that  deep  preliminary  hypodermic  narcosis 
is  not  necessary.  The  general  effects  of  the 
local  anesthetic  itself  are  practically  nil.  Palpi¬ 
tation  and  tachycardia  are  quite  often  com¬ 
plained  of,  but  these  are  not  severe  and  may 
be  obviated  by  a  slower  introduction  of  the  anes¬ 
thetic  solution.  Nausea  is  occasionally  experi¬ 
enced  and  rarely  vomiting.  But,  as  a  rule,  if 
there  is  no  contra-indication,  patients  are  able  to 
partake  of  drink  or  light  food  on  returning  to 
their  rooms  after  the  operation. 

It  is  difficult  to  point  out  any  actual  disad¬ 
vantages  of  local  anesthesia  in  these  cases  when 


Fig.  G.  Cross  section  of  abdominal  wall  below  semicircular  line  of  Douglas  showing  deep  injections  made  at  the  margin 
of  the  rectus  sheath. 
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properly  handled.  The  technical  difficulty  and 
time  consumed  in  the  execution  of  this  method 
of  anesthesia  may  be  obviated  by  having  the 
anesthesia  induced  in  a  separate  room  especially 
equipped  for  the  purpose,  and  the  injections 
performed  by  an  assistant  skilled  in  this  branch 
of  work.  Pain  and  tenderness  at  the  site  of 
the  sacral  injections  are  usually  present  for  four 
of  five  days  and  are  aggravated  by  the  fact  that 
the  patient  must  bear  his  weight  on  the  sacral 
region.  In  addition  to  the  effect  of  pressure 
is  occasional  soiling  of  the  sacral  region  with 
urine,  features  which,  if  not  guarded  against, 
might  result  in  infection  and  sloughing.  This 
danger  may  be  obviated  by  routinely  placing  an 
air  cushion  under  the  buttocks,  thus  taking  the 
weight  off  the  traumatized  sacral  region. 

Postoperative  pneumonia  should  be  less  com¬ 
mon  after  local  than  after  general  anesthesia, 
as  there  is  not  the  bronchial  irritation  and  ex¬ 
cessive  mucus  formation  so  common  with  gen¬ 
eral  anesthesia,  and  consequently  there  is  less 
danger  of  the  patient  aspirating  foreign  ma¬ 
terials  into  the  lungs.  There  is  a  notable  absence 
of  symptoms  of  shock  and  depression,  and  as 
a  result  patients  are  able  to  be  up  earlier.  It 
is  a  great  satisfaction  to  all  concerned  to  have 
these  patients  return  from  the  operating  room 
as  bright  and  cheerful  as  when  they  entered  it. 

SUMMARY 

Surgery  of  the  prostate  and  bladder  by  the 
suprapubic  route  can,  in  most  cases,  be  satis¬ 
factorily  performed  under  local  anesthesia.  In¬ 


filtration  gives  adequate  anesthesia  for  the  supra¬ 
pubic  incision,  although  field  block  affords  better 
relaxation  and  is  better  adapted  for  secondary 
prostatectomy  in  which  there  is  a  persistent  sinus 
from  preliminary  cystostomy.  For  anesthesia  of 
the  prostate  a  choice  may  be  made  from  the 
following  methods ; 

1.  Periprostatic  infiltration  through  the  wall 
of  the  bladder. 

2.  Periprostatic  infiltration  through  the  per¬ 
ineum. 

3.  Pudic  nerve  block  and  periprostatic  infil¬ 
tration  through  the  perineum. 

4.  Parasacral  nerve  block  and  periprostatic 
infiltration  through  the  perineum. 

5.  Epidural  anesthesia  and  occasional  peri¬ 
prostatic  infiltration  through  the  bladder  when 
necessary. 

6.  Transsacral  nerve  block  associated  with  a 
low  epidural  injection. 

The  last  method  affords  complete  anesthesia 
of  the  bladder  and  prostate  before  the  beginning 
of  the  operation,  so  that  lesions  of  this  organ, 
as  well  as  those  of  the  prostate,  can  be  treated. 
In  removal  of  the  prostate,  anesthesia  of  the 
entire  pelvic  floor  permits  forceful  enucleation 
in  the  difficult  cases,  and  facilitates  packing  of 
the  prostatic  capsule  or  insertion  of  the  Pilcher 
bag.  While  the  operator  must  be  skilled  in  the 
induction  of  anesthesia  by  this  method,  I  be¬ 
lieve  that  after  some  experience  with  local 
anesthesia,  he  will  consider  the  transsacral  method 
the  one  of  election. 


PUERPERAL  INVERSION  OF  THE  UTERUS:  THREE  ^CASES* 

By  James  P.  Aylen,  M.D. 

FARGO,  NORTH  DAKOTA 


Relative  frequency. — Edgar’s  “Obstetrics,” 
third  edition,  page  591,  refers  to  this  occurrence 
in  maternity  work  as  the  “rarest  of  all  compli¬ 
cations  of  labor,”  occurring  once  in  200,000 
cases. 

William’s  “Obstetrics,”  edition  of  1903,  page 
730,  states :  “According  to  Beckmann  not  a 
single  case  occurred  in  250,000  labors  in  the 
St.  Petersburg  Lying-In-Hospital ;  while  Madden 
noted  it  only  once  in  190,833  deliveries  in 
Dublin.”  Many  obstetricians  in  large  practice 
have  never  seen  a  case. 

*Pre.sented  at  the  thirty-sixth  annual  meeting  of  the 
North  Dakota  State  Medical  Association  at  Grand  Forks, 
N.  D.,  May  31  and  June  1,  1923. 


Jellet  and  Madill,  in  their  “Manual  of  Mid¬ 
wifery,”  edition  of  1921,  write:  “Frequency.- — 
Inversion  of  the  puerperal  uterus  is  a  rare  acci¬ 
dent.  Churchill  stated  that  it  had  occurred  only 
once  in  190,000  deliveries  in  the  Rotunda  Hos¬ 
pital,  but  we  doubt  that  this  is  even  an  approx¬ 
imately  correct  proportion.  We  have  ourselves 
met  with  three  cases  in  the  Extern  Department 
of  the  Rotunda  Hospital,  and  Purefoy  showed 
before  the  British  Gynecological  Society  other 
cases  which  had  occurred  during  his  Master¬ 
ship.” 

Causes. — Many  causes  are  given  for  the  pro¬ 
duction  of  this  condition,  but  the  accepted  me- 
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chanics  seem  to  be  that  there  is  a  dimpling  of 
the  fundus,  which  is  gradually  grasped  by 
uterine  contractions  and  the  inversion  produced. 
It  seems  that  the  condition  is  found  more  fre¬ 
quently  in  first  labors,  at  least  it  appeared  so 
in  my  cases  and  also  in  the  experience  of  other 
men. 

Case  1. — Mrs.  L.  G.,  Plains,  Montana.  Diag¬ 
nosis  :  Puerperal  inversion  of  the  uterus.  Ad¬ 
mitted  February  24,  1913,  died  February  26, 
1913.  Aged  25;  occupation,  housewife;  nation¬ 
ality,  American.  Operation  February  25,  1913. 
Referred  by  Dr.  H.  H.  Hattery  now  of  Pendle¬ 
ton,  Oregon. 

Present  complaint :  Delivered  of  a  normal 
first  child  December,  1912,  after  a  normal  labor. 
No  instruments  used,  no  traction  on  the  cord 
or  expression  of  placenta.  Hemorrhage,  severe 
at  first,  later  pale  and  not  so  profuse  and  noticed 
a  mass  partly  protruding  through  vulva.  Con¬ 
sulted  Dr.  Hattery  who  diagnosed  uterine  inver¬ 
sion.  Had  usual  diseases  of  childhood  with  full 
recovery;  family  history,  negative. 

Physical  findings:  Well-nourished  woman, 
skin  pale,  chest  negative,  tongue  tremulous,  pale 
but  not  coated.  Abdomen,  flat  and  not  tender 
at  any  point.  Mass  the  size  of  a  large  pear 
covered  with  pinkish  discharge,  was  protruding 
from  the  vagina,  cervix  grasping  base  of  mass 
tightly.  Temperature,  97° ;  pulse  while  in  re¬ 
cumbent  position  115. 

On  February  25,  1913,  assisted  by  Dr.  Paul 
Sorkness,  of  Fargo,  Haultain’s  operation  for 
inversion  of  the  uterus  was  performed.  Effort 
was  first  made  to  reduce  by  taxis  and  to  dilate 
ring  by  vaginal  route,  but  without  success.  The 
vagina  and  uterus  were  painted  with  iodine 
before  operation.  Median  abdominal  incision 
above  pubes.  Posterior  incision  of  contracting 
ring  about  one  and  one-quarter  inches  long. 
Traction  made  on  tubes  and  round  ligaments  and 
reduction  easily  completed.  Wound  and  uterus 
closed  with  catgut,  two  sutures  deeply  placed. 
Abdomen  closed  with  catgut  by  layers  and 
dressed  dry  without  drain. 

Case  2. — Miss  M.  W.,  December  28,  1915, 
entered  hospital;  discharged  January  14,  1916; 
recovered.  Diagnosis :  inversion  of  uterus,  puer¬ 
peral.  Aged  17;  occupation,  none;  nationality, 
American.  Operation  December  29,  1915.  Re¬ 
ferred  by  J.  B. 

Present  complaint:  December  5,  1915,  gave 
birth  to  a  male  child.  A  week  after  returning 
home  from  hospital  noticed  that  discharge  con¬ 
tinued  and  could  feel  a  mass  in  the  vagina,  and 
later  the  mass  protruded  through  the  vulva. 


There  was  not  much  bleeding  after  labor,  but 
the  hemorrhage  has  continued  ever  since.  This 
was  her  first  child,  and  it  was  born  out  of 
wedlock.  No  traction  on  the  cord  or  instruments 
used  at  delivery.  Personal  history  could  not  be 
obtained;  family  history  not  given.  Physical 
findings  :  Fairly  well  nourished,  but  pale ;  heart 
and  lungs,  negative.  Skin  dry  and  cool ;  tongue 
and  conjunctiva,  pale;  abdomen,  flaccid  and  not 
tender  excepting  on  pressure  above  pelvic  brim. 
LTine :  albumin,  a  trace ;  otherwise  negative. 
Mass  presenting  at  vulva  covered  with  pinkish 
discharge  and  small  blood  clots ;  cervical  ring, 
tense.  Mass  could  not  be  reduced  by  taxis. 
Temperature,  99° ;  pulse,  108.  December  29, 
assisted  by  Dr.  P.  Sorkness,  anesthetic  ether, 
Dobbin’s  operation  for  inversion  of  the  uterus 
was  performed.  Operation  began  10:15  and 
ended  11:10.  Median  incision  from  umbilicus 
to  pubes.  With  scissors  contracting  ring  of  the 
anterior  margin  of  inversion  funnel  was  incised 
through  the  thickness  of  the  uterine  wall.  The 
bladder  was  partially  loosened  from  the  uterus, 
and  the  incision  extended  until  replacement  pos¬ 
sible  by  traction  on  adnexia,  after  an  attempt 
had  been  made  to  dilate  the  ring.  Wound  closed 
with  three  sutures  of  No.  1  formalized  catgut, 
abdomen  closed  by  layers  with  No.  0  chromic  gut 
except  the  skin,  which  was  closed  with  No.  00 
formalized  pyoktanin  catgut.  Wound  was 
dressed  dry  without  drain.  Uterus  and  vagina 
were  painted  over  with  two  per  cent  iodine  solu¬ 
tion  before  any  operative  measures  were  taken. 

Ca.se  3. — This  case  occurred  in  the  practice  of 
Dr.  Skelsey,  of  Fargo,  and  I  am  indebted  to 
him  for  the  following  report : 

Mrs.  R.  G.  K.,  aged  29,  American.  Primipara. 
No  previous  illness.  Patient  in  fine  physical  and 
mental  condition.  Health  of  husband  excellent. 
November  6,  1920,  5  :30  a.  m.  admitted  to  hospi¬ 
tal.  Labor  stated  to  have  begun  about  2  :00  a.  m. 
of  that  date.  On  entering  the  hospital,  there 
were  moderate  pains,  about  40  minutes  apart. 
Doctor  called  about  noon.  Os  then  was  dilated 
about  one-third.  R.  O.  A.  Blood  pressure,  122; 
pulse,  70-80;  urine,  negative  findings.  Bag  of 
waters  stated  to  have  ruptured  spontaneously 
about  2  :00  a.  m.  of  that  date,  or  at  least  before 
entering  hospital.  6:00  p.  m.  November  6,  1920. 
First  real  bearing-down  pains  apparent,  about  20 
minutes  apart.  7 :30  p.  m.  same  date ;  slight 
amount  of  chloroform,  only  to  obstetrical  degree. 
A  living  baby  born  spontaneously.  No  forceps 
nor  manipulations.  As  bleeding  more  than  norm¬ 
al,  a  hypo,  of  1  c.c.  ergot  was  given  after  the 
spontaneous  delivery  of  the  placenta.  A  little 


THE  JOURNAL-LANCET 


8 

later,  patient  complaining  of  some  faintness  and 
moderate  distress  drinks  a  cup  of  tea  and 
apparently  is  doing  well.  9:00  p.  m.  same  date; 
complains  of  decided  pain  in  abdomen.  Shock 
intervenes.  Uterus  seems  well  above  pubes  and 
reasonably  high  and  firm.  No  bleeding.  Nothing 
detected  vaginally.  Pulse,  140.  Strychnine, 
1/30.  Heat;  coffee  per  rectum.  Rallies  some¬ 
what.  Complains  of  intense  thirst.  November 
7,  1920,  1 :30  a.  m.  very  restless.  Decided  shock. 
Pulse  continues  high,  140  and  above.  Strych¬ 
nine  1/30,  hypo.  November  7,  2:30  a.  m.  De¬ 
cided  bearing-down  pains,  once  or  twice,  then 
the  sudden  and  violent  expulsion  of  the  entire 
uterus  inverted.  Profound  shock.  Attempted 
to  give  oxygen,  but  some  delay  on  account  of  the 
apparatus  not  working  perfectly.  Dr.  Aylen 
present.  Vaginal  replacement  by  taxis  of  the 
uterus,  by  Dr.  Aylen.  No  anesthetic  given  as 
patient  was  in  profound  shock.  November  7, 
3  :30  A.  M.  patient  expired. 

Remarks :  I  do  not  believe  that  the  first  case 
would  have  died  had  we  not  contributed  largely 
to  shock  by  attempting  vaginal  reduction,  and 
the  third  case  evidently  bled  to  death  into  her 
own  splanchnic  vessels,  as  the  reduction  was 
very  quickly  and  easily  obtained. 

The  three  cases  occurred  during  or  following 
the  delivery  of  the  first  child  without  instru¬ 
mentation,  traction  on  the  cord,  or  expression 
of  placenta,  and  there  was  no  uterine  tumor 
present  in  any  case.  Excessive  hemorrhage  was 
not  marked  in  any  of  the  three  cases,  but  there 
was  a  continual  drainage  over  some  weeks  in 
the  first  two  cases  with  consequent  secondary 
anemia. 

In  future  neglected  cases,  where  the  uterus 
has  been  prolapsed  for  some  time,  I  would  use 
the  Haultain  operation,  as  it  is  easier  to  do,  is 
safer,  and  should  not  produce  much  shock. 

Quoting  from  Crossen :  “Hippocrates  wrote 
clearly  of  this  condition ;  and  up  to  the  modern 


era  inversion  of  the  uterus  was  treated  princi¬ 
pally  by  elevation  of  the  lower  part  of  the  body 
and  pressure  on  the  protruding  mass,  that  is, 
by  posture  and  taxis.”  “As  early  as  50  B.  C. 
Themison  suggested  amputation  of  the  bleeding 
and  sloughing  corpus  uteri  and  one  hundred  and 
fifty  years  later  the  suggestion  was  put  into 
practice  by  Soranus,  who  amputated  a  gan¬ 
grenous  uterus,  and  the  patient  survived.  From 
that  time  amputation  of  the  bleeding  corpus 
uteri  was  the  usual  treatment  in  those  cases 
which  resisted  non-operative  measures.”  “In 
some  of  these  patients,  particularly  those  past 
the  age  of  35,  amputation  or  hysterectomy  is 
the  best  treatment.  In  other  patients,  especially 
in  younger  women,  sacrifice  of  the  uterus  is 
not  the  best  treatment.” 

In  brief  the  operations  for  the  reduction  of 
the  inverted  uterus,  as  related  by  Crossen,  have 
been  as  follows : 

1.  Multiple  incisions  into  the  constricting 
cervical  ring,  per  vaginam,  (Aran,  Sims,  Barnes, 
1861.) 

2.  Dilatation  of  constriction-ring  by  dila¬ 
tor  introduced  through  an  abdominal  incision, 
(Thomas,  1869,  with  incisions;  Everke,  1899.) 

3.  Dilatation  of  constriction-ring  by  dilator 
introduced  through  incision  in  fundus  uteri,  per 
vaginam,  (Browne,  1883.) 

4.  Division  of  constriction-ring  and  adjacent 
uterine  wall  and  cervix,  posteriorly,  per  vaginam, 
(Kustner,  1893.) 

5.  Complete  division  of  posterior  uterine 
wall  and  cervix,  per  vaginam,  (Piccoli,  Morisani, 
1896.) 

6.  Complete  division  of  anterior  uterine  wall 
and  cervix  (Spinelli,  1900.) 

7.  Division  of  the  constriction-ring  posteriorly 
through  an  abdominal  incision,  (Haultain,  1901.) 

8.  Division  of  the  constriction-ring  anteriorly 
through  an  abdominal  incision,  (Dobbin,  1905.) 


STREPTOCOCCIC  THROAT:  A  CASE  REPORT^ 

By  a.  D.  McCannel,  M.D. 

MINOT,  NORTH  DAKOTA 


Case  1. — Dr.  L.  V.  P.,  aged  39;  American. 
History :  December  5,  while  opening  peri¬ 
tonsillar  abscess,  the  patient  coughed  in  his  face ; 
twenty-four  hours  afterwards  he  began  to  feel 

‘Presented  at  the  thirty-sixth  annual  meeting  of  the 
North  Dakota  State  Medical  Association  at  Grand  Forks. 
N.  D.,  May  31  and  June  1,  1923. 


grippy,  and  the  throat  became  sore ;  was  seen 
by  family  Doctor  and  usual  treatment  given  him. 
Swab  of  throat  taken;  report  next  day  strep¬ 
tococci  and  staphylococci.  Did  not  rest  well  and 
following  day  temperature  100.2° ;  pulse,  104 ; 
respiration,  22 ;  throat  very  sore ;  was  remo^■ed 
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to  St.  Joseph’s  Hospital.  On  admission  temper¬ 
ature  102°;  pulse,  110;  respiration,  22.  I  saw 
him  the  following  evening.  He  complained  of 
throat  being  very  sore,  difficulty  in  swallowing, 
and  very  restless,  and  complaining  of  not  being 
able  to  sleep  since  the  onset  although  he  had 
been  given  morphine  on  different  occasions. 

Examination :  Patient  looked  very  ill,  had  a 
very  apprehensive  look ;  eyes  heavy ;  tempera¬ 
ture,  101.2°;  pulse,  110;  respiration,  24;  throat, 
very  much  inflamed;  tonsils,  slightly  inflamed, 
enlarged.  No  exudate.  Posterior  pharyngeal 
bands  were  very  congested  and  stood  out  like 
cords,  the  whole  pharynx  having  a  very  deeply 
congested  appearance.  Larynx,  normal;  no  evi¬ 
dence  of  the  inflammatory  process.  Both  sides 
of  neck  were  enlarged  and  slightly  tender,  but 
no  glands  could  be  palpated. 

Treatment:  Cleansed  throat  with  alkaline 

spray  and  swabbed  with  5  per  cent  silver  nitrate ; 
was  given  one-fourth  morphine  9  o’clock  p.  m. 
Next  day  no  change  in  appearance  of  throat 
(swab  again  taken  and  culture  made  which 
again  showed  streptococci  and  staphylococci),  but 
the  patient  had  had  a  very  poor  night,  very 
little  sleep;  temperature,  100°;  pulse,  102;  re¬ 
spiration,  20.  Patient  still  looked  very  sick  and 
was  very  worried  as  to  his  recovery,  asking  me 
if  I  thought  he  could  make  it. 

Progress :  Condition  next  two  days  remained 
the  same  and  appearance  of  throat  did  not  alter, 
although  he  seemed  to  have  more  difficulty  in 
swallowing  and  talked  with  a  very  muffled  voice, 
still  asking  if  I  thought  he  could  make  it. 

On  Saturday  evening,  temperature  was  99.2° ; 
pulse,  78 ;  respiration,  20 ;  less  soreness  in  throat. 
Folowing  morning  temperature,  101° ;  pulse, 
108;  respiration,  20;  did  not  sleep  well,  although 
he  had  been  given  one-half  grain  of  morphine. 
Appearance  of  throat  the  same,  probably  a  little 
more  swelling  of  posterior  pharyngeal  bands  and 
faucial  pillars.  Called  at  9  p.  m.,  and  on  ex¬ 
amining  throat  found  a  thin  transparent  exudate 
over  both  posterior  pharyngeal  bands.  I  asked 
the  nurse  if  the  patient  had  been  drinking  milk 
recently,  and  on  getting  a  negative  reply  took 
another  swab  and  made  culture.  While  I  was 
taking  it  he  remarked,  “You  will  not  find  diph¬ 
theria;  it  is  strep.” 

Dr.  Wheelon  called  at  10:30  p.  m.,  when  he 
found  the  patient  taking  a  swab  of  his  own 
throat  and  had  nurse  stain  them  and  he  examined 
them  himself,  and  he  and  Dr.  Wheelon  decided 
that  the  organism  was  very  suspicious  of  diph¬ 
theria,  so  Dr.  Wheelon  gave  70,000  iipits  of 


antitoxin  at  once.  I  was  called  three  hours  later 
as  the  patient  was  having  great  difficulty  in 
breathing  and  was  very  apprehensive  and  feared 
an  intubation  would  be  necessary,  but  I  found 
on  examination  that  larynx  was  perfectly  clear; 
thin  membrane  had  spread  to  posterior  pillars, 
and  was  thicker  than  six  hours  before.  We  de¬ 
cided  his  breathing  difficulty  was  due  to  toxemia 
and  slight  antiphylactic  shock. 

At  eight  o’clock  a.  m.,  the  membrane  had 
spread  over  the  entire  pharynx,  and  a  small  area 
the  size  of  a  pin-head  near  tip  of  the  uvula. 
We  decided  to  give  him  50,000  units  more  of 
antitoxin.  This  was  at  8  o’clock  a.  m.  His  diffi¬ 
culty  in  breathing  became  markedly  worse,  heart 
became  very  irregular,  digitalin,  etc.,  was  given 
him,  but  he  gradually  became  worse  and  at 
twelve  o’clock  noon  I  examined  the  throat  and 
found  membrane  over  entire  uvula  and  pharynx 
but  none  in  larynx.  At  1:30  p.  m.,  he  died. 

That  afternoon  C.  K.  Allan  examined  the 
cultures  taken  the  night  before,  but  could  find 
no  organism  that  looked  like  diphtheria,  but 
streptococci  and  staphylococci  were  numerous. 

In  company  with  Dr.  A.  J.  McCannel  we  called 
on  the  patient  who  had  the  peritonsillar  abscess 
opened  and  found  him  perfectly  well  and  want¬ 
ing  to  go  to  work.  Wound  in  throat  healed; 
and  there  was  no  increase  of  temperature. 

I  then  turned  over  the  cultures  to  C.  K.  Allan, 
and  he  has  made  a  very  exhaustive  study,  using 
different  media,  and  inoculating  mice  and  guin¬ 
ea-pigs,  and  his  conclusion  was  that  the  organ¬ 
ism  was  a  very  virulent  strain  of  streptococcus 
pyogenes  hemolyticus. 

The  very  interesting  points  of  this  case  are 
the  following: 

1.  Mode  of  infection. 

2.  The  overwhelming  toxemia  from  the  onset, 
with  sleeplessness,  low  temperature,  and  pulse. 

3.  The  apprehension  on  the  part  of  the  pa¬ 
tient. 

4.  The  appearance  of  membrane  which  sim¬ 
ulated  in  a  small  degree  a  diphtheritic  membrane, 
its  late  appeai*ance  and  rapid  spread  after  it  did 
appear. 

5.  The  appearance  of  a  diphtheroid-looking 
organism  at  the  same  time  as  the  membrane 
which  cultural  growth  and  experimental  inocu¬ 
lation  did  not  prove  to  be  diphtheria. 

Case  2. — Another  interesting  case  was  a  woman 
who  said  she  had  a  silver  dollar  in  her  throat. 
She  was  a  Russian  woman  and  could  not  talk 
Epglish,  but  on  examination  I  fpund  that  her 
statement  was  trup,  ^pd  by  meaps  of  the  esoph- 
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agoscope  I  removed  the  dollar  without  difficulty. 

The  interesting  thing  was  how  the  dollar  got 
there.  She  was  the  mother  of  several  children 
and  was  unable  to  get  any  money  from  her 
husband.  She  finally  managed  to  save  enough 
to  get  this  dollar,  and  when  her  husband  dis¬ 
covered  her  with  it  she  at  once  placed  it  in  her 
mouth.  He  chocked  her  in  an  effort  to  take 


it  away  from  her,  and  the  dollar  slipped  into 
the  esophagus.  Being  afraid  of  her  husband 
she  let  it  remain  in  her  throat  for  three  months, 
when  her  throat  became  so  painful  she  con¬ 
sulted  her  family  doctor,  who  referred  the  case 
to  me.  As  you  see  the  dollar  was  lodged  behind 
the  manubrium  in  the  upper  third  of  esophagus 
(exhibiting  dollar  and  roentogram.) 


HYPOTHYROIDISM,  WITH  SPECIAL  REFERENCE  TO  THE  MINOR 

THYROID  DEFICIENCIES'^ 

By  E.  L.  Gardner,  M.D. 

MINNEAPOLIS,  MINNESOTA 


A.  Physiological  hypothyroidism. 

Thyroid  function  influenced  by: 

1.  Age:  infancy,  childhood,  puberty,  and  old  age. 

2.  Menstruation,  pregnancy,  climacteric,  and  sex¬ 

ual  life. 

3.  Diet  and  nutrition. 

4.  Temperature  and  season. 

5.  Physical  and  nervous  activity. 

B.  Primary  or  congenital  hypothyroidism. 

1.  Congenital  athyroidism. — Embryonic  absence 

of  thyroid  development. 

2.  Cretinism. 

a.  Endemic. 

b.  Sporadic. 

3.  Congenitally  deficient  thyroid  glands,  associ¬ 

ated  with  minor  thyroid  deficiency. 

a.  Infantile. 

b.  Adult. 

C.  Secondary  or  acquired  hypothyroidism. 

1.  Infantile  and  juvenile  hypothyroidism  and 

myxedema. 

2.  Adult  hypothyroidism  and  myxedema. 

a.  Surgical. 

(1.)  Following  thyroidectomy,  radium,  Ront- 
gen  ray,  etc. 

(2.)  Following  operation  on  other  endocrine 
glands. 

b.  Following  hyperplasias  of  the  thyroid. 

c.  Thyroid  degeneration  following  infections 

and  toxemias. 

d.  Associated  with  disease  of  other  endocrine 

glands. 

Our  knowledge  of  thyroid  function  began 
with  Gull’s  report,  in  1874,  when  he  published 
a  study  of  five  cases  of  a  disease  in  women 
characterized  by  a  condition  which  we  now 
know’  as  myxedema.  The  Reverdin  brothers 
(1882)  and  Kocher  (1883)  described  similar 
findings  following  thyroidectomy,  but  the  picture 
was  confused  by  symptoms  of  parathyroid  de¬ 
ficiency  until  after  Gley,  in  1891,  anatomically 

‘Presented  in  part  before  the  Interurban  Academy  of 
Medicine,  Duiutli,  Minn.,  July,  1923,  and  before  the  Minne¬ 
sota  Academy  of  Medicine,  November,  1923 


demonstrated  the  parathyroids  as  distinct  from 
the  thyroid  gland.  The  literature  has  been  con¬ 
fusing  until  within  recent  years.  The  majority 
of  physiologists  and  clinicians  now  believe  the 
parathyroids  and  thyroids  have  very  little  rela¬ 
tion  to  each  other,  and  the  functions  of  each 
are  clearly  defined.  The  thyroid  is  abundantly 
supplied  with  blood  vessels  and  nerves ;  and  its 
anatomical  structure  allows  rapid  variations  in 
size.  A  direct  secretory  control  has  not  been 
demonstrated,  but  the  functions  of  the  gland 
depend  to  a  greater  extent  upon  sympathetic 
influence. 

Baumann,  in  1895,  showed  that  iodine  in 
organic  combination  existed  in  normal  mam¬ 
malian  thyroids.  He  isolated  a  substance  which 
he  called  “iodothyrine,”  and  it  was  marketed  as 
“thyroidin.”  Oswald  (1899)  showed  that  iodine 
was  in  combination  with  and  varied  with  the 
amount  of  visible  colloid.  Hyperplastic  glands 
were  shown  to  be  rich  in  globulin  and  nearly 
iodine  free.  This  work  was  enlarged  upon  by 
Marine  and  his  co-workers,  who  conclude  “that 
the  iodine,  store  in  the  thyroid  varies  in  general 
with  the  amount  of  stainable  colloid,  inversely 
with  the  degree  of  active  hyperplasia,  and  in 
extreme  degrees  of  active  hyperplasia  seen  in 
cretinoid  states  in  man  and  animals  the  iodine 
store  may  be  entirely  exhausted.”  Kendall  has 
recently  (1916)  recovered  from  the  thyroid 
gland  a  crystalline  substance,  “thyroxin,”  which 
contains  65  per  cent  iodine  and  has  the  same 
pharmacological  action  as  thyroid  gland. 

Thyroid  function  has  been  studied  by  two 
methods:  (1)  by  thyroid  excision;  (2)  by  feed¬ 
ing  thyroid  gland  or  its  products.  Thyroid¬ 
ectomy,  if  complete,  always  produces  definite 
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effects  in  mammals,  but  the  result  varies  with 
the  age  of  the  individual.  There  is  a  most 
marked  reduction  of  the  total  metabolism  in  all 
cases  which  b,egins  in  six  to  eight  days  and 
reaches  a  maximum  in  thirty  days.  The  metab¬ 
olism  reaches  a  constant  of — 35  per  cent  to — 40 
per  cent,  the  “myxedema  level.”  Extirpation  of 
the  thyroid  in  young  animals  causes  an  extreme 
retardation  of  physical,  mental,  and  sexual  de¬ 
velopment  ;  the  osseous  system  fails  to  grow ; 
there  are  myxedematous  changes  of  the  skin ; 
and  idiocy.  Half-grown  animals  become  apath¬ 
etic,  their  movements  slow  and  awkward,  and 
all  physical  activity  becomes  a  burden.  IMental 
development  fails,  and  the  animals  do  not  sexu¬ 
ally  mature. 

Adult  animals  show  a  reduction  of  metabolism, 
subnormal  temperature,  dryness  and  thickening 
of  the  skin,  falling  out  of  the  hair,  and  usually 
a  gain  in  weight.  The  signs  of  thyroid  deficiency 
appear  very  slowly,  and  several  months  or  a 
year  may  elapse  before  myxedema  can  be  rec¬ 
ognized.  The  first  symptoms  may  appear  after 
some  infection  or  intoxication.  Adult  female 
animals  are  likely  to  be  sterile,  abort  if  preg¬ 
nant,  or  give  birth  to  thyroid  deficient  offspring. 

Thyroid  feeding  in  normal  and  thyroidecto- 
mized  animals  has  given  much  information  con¬ 
cerning  thyroid  function.  Murray,  in  1891, 
showed  the  effects  of  thyroid  feeding  in  a 
myxedematous  patient.  Since  then  an  enormous 
amount  of  research  has  been  done  in  man  and 
other  animals. 

Thyroid  material  has  been  found  to  speed  up 
all  metabolic  processes,  an  action  which  has 
bgen  used  by  Gudernatsch  in  the  tadpole  test 
for  the  pharmacological  activity  of  thyroid  ex¬ 
tracts.  In  tadpoles  thyroid  extract  of  iodine 
causes  a  rapid  loss  of  weight  with  metamorphosis 
in  a  few  days.  In  normal  mammals  the  re¬ 
spiratory  exchange  and  total  metabolism  is  in¬ 
creased.  Thyroidectomized  animals  do  not  de¬ 
velop  signs  of  thyroid  deficiency  if  fed  the  active 
iodine  of  thyroid  gland. 

Branch!,  Jacobi,  Wassermann,  and  others  be¬ 
lieve  that  the  blood  serum  of  thyroidectomized 
animals  has  a  diminished  bactericidal  action. 
Antitoxin  formation  is  less  (Houssay  and  Sor- 
delli,  Clevers,  and  others)  ;  and  Koopman  re¬ 
cently  reports  an  increase  of  ambocepter  in 
rabbits  by  thyroid  feeding.  Many  observers  have 
noticed  that  myxedematous  patients  are  marked¬ 
ly  susceptible  to  infections.  On  the  other  hand, 
Marine  believes  that  “results  obtained  do  not 


warrant  any  direct  association  of  the  thyroid 
with  antibody  formation.  The  reaction  to  in¬ 
fections,  as  shown  by  a  reduction  in  the  iodine 
store  and  a  tendency  to  hypertrophy  and  hyper¬ 
plasia,  clearly  indicate  the  thyroid  is  an  important 
indirect  factor  in  resistance  to  infections.”  Mc- 
Garrison  believes  that  the  thyroid  (1)  “governs 
the  growth  of  cells  and  sustains  their  functional 
activity;  (2)  controls  calcium  metabolism;  (3) 
is  a  profound  catabolic  stimulant ;  and  (4)  exer¬ 
cises  a  protective  antitoxic  and  immunizing  action, 
defending  the  body,  not  only  against  toxic  pro¬ 
ducts  of  its  own  metabolism,  but  against  invasion 
by  disease-producing  micro-organisms  and  in¬ 
jury  by  their  products.”  Various  observers  have 
suggested  that  the  thyroid  controls  phosphorus, 
arsenic,  and  sulphur  metabolism,  but  experimen¬ 
tal  evidence  is  uncertain. 

In  the  light  of  the  more  recent  work  (Kendall, 
Marine,  and  others)  it  seems  most  likely  that 
abnormal  combustion  in  the  body  tissues  second¬ 
arily  produces  all  the  findings  of  thyroid  dys¬ 
function  and  that  the  active  principle  in  the 
thyroid  gland  has  a  comparatively  simple  phar¬ 
macological  action.  Marine  has  recently  sum¬ 
marized  our  knowledge  of  thyroid  function  as 
follows ;  “All  we  know  of  its  function  indicates 
that  it  provides  the  means  for  maintaining  a 
higher  level  of  metabolism  and  for  varying  its 
rate.” 

The  mechanism  for  the  control  of  thyroid 
secretion  is  a  sensitive  one  in  order  to  care  for 
demands  varying  from  time  to  time.  During 
fetal  life  the  developing  thyroid  is  susceptible 
to  maternal  influences.  Dietary  influences,  in¬ 
fections,  or  intoxications  in  the  mother  cause 
profound  abnormalities  in  the  fetus,  as  evidenced 
by  hypertrophy,  hyperplasia,  or  fibrosis  of  the 
fetal  thyroid.  The  thyroid  of  the  normal  fetus 
and  young  infant  contains  very  little  iodine  for 
the  first  few  months ;  maternal  iodine  is  obtained 
through  the  placenta  or  by  lactation.  The  iodine 
function  in  the  young  is  stimulated  when  solid 
food  is  taken.  Cow’s  milk  contains  very  little 
iodine  since  the  calf  supplements  its  milk  diet 
with  other  food  and  does  not  need  maternal 
aid,  hence  an  iodine-deficient  food  for  infants. 
The  th3a'oid  is  active  at  the  time  of  second 
dentition  and  of  puberty  at  which  periods  tox¬ 
emias  or  other  strains  may  produce  deficiency 
symptoms.  The  sexual  act  and  marriage  cause 
more  or  less  instability.  Brooks  has  called  at¬ 
tention  to  what  he  calls  physiological  hyperthy¬ 
roidism,  especially  in  young  women  during  peri- 


12 


THE  JOURNAL-LANCET 


ods  of  emotional  output,  such  as  in  the  active 
phase  of  an  artistic  career,  courtship,  early 
months  of  marriage,  menstruation,  and  preg¬ 
nancy;  it  may  occur  in  young  men  who  are 
under  the  severe  strain  of  competitive  athletics. 
He  especially  emphasizes  that  these  are  often 
only  physiological  variations  and  need  only  causal 
therapy.  The  climacteric  and  old  age  may  be 
followed  by  su])pression  of  thyroid  function. 

The  iodine  store  of  the  thyroid  varies  with 
the  season,  being  lowest  in  the  spring  months. 
This  has  repeatedly  been  shown  in  the  thyroid 
glands  obtained  from  cattle,  hogs,  and  sheep. 
Hibernating  animals  are  said  to  have  the  great¬ 
est  seasonal  variation,  accounting  partially  for  ■ 
the  subnormal  temperature  during  winter  months. 

The  iodine  content  may  he  influenced  by  diet. 
Baumann  has  shown  (1896)  that  in  dogs  fresh 
meats  cause  hypertrophy  and  hyper])lasia  of  the 
thyroid,  while  sea  fish  increase  the  iodine  store. 
McGarrison  has  shown  that  fats  also  deplete 
the  iodine  store  of  the  thyroid  gland.  Any 
iodine-deficient  diet  may  lead  to  thyroid  defi¬ 
ciency,  hyperplasia,  and  enlargement  of  the 
gland.  Salmon  and  trout  raised  in  hatcheries 
and  fed  liver  often  develop  goiters,  which  may 
be  prevented  by  iodine  feeding.  In  the  Yellow¬ 
stone  River  valley  millions  of  pigs  and  many 
colts,  calves,  and  lambs  are  lost  each  year  be¬ 
cause  of  thyroid  deficiency.  Smith,  Hart,  and 
Steenbach  have  shown  that  the  birth  of  ])igs 
in  a  hairless  condition  may  be  prevented  by  feed¬ 
ing  the  pregnant  sows  potassium  or  sodium 
iodine.  In  man  goiter  and  evidence  of  iodine 
deficiency  are  common  in  regions  where  there  is 
likely  to  be  little  iodine  in  the  food.  Marine 
and  Kimball  have  shown  conclusively  that  the 
administration  of  small  amounts  of  sodium  io¬ 
dide  ])revented  thyroid  hyperplasia  in  school 
girls  at  Akron,  Ohio.  In  adults  heavy  meat 
eaters  have  higher  basal  metabolism  than  vege¬ 
tarians  ;  and  in  starvation  and  malnutrition  the 
metabolic  level  is  definitely  below  the  normal. 

A  definite  relationship  exists  between  the  thy¬ 
roid  and  sex  glands,  as  shown  by  thyroid  en¬ 
largement  with  menstruation,  puberty,  pregnancy, 
and  sometimes  at  menopause.  Some  recent  ex¬ 
periments  show  that  the  suprarenal  cortex  has 
an  inhibitory  control  oyer  thyroid  function.  In¬ 
jury  to  the  suprarenal  cortex  causes  definite 
changes  in  the  thyroid  and  also  in  other  tissues. 
There  is  a  partial  destructipn  of  the  suprarenal 
cortex  of  infants  about  three  weeks  of  age  at 
the  time  when  the  thyroid  activity  begins.  Sup¬ 


pression  of  sexual  function  or  removal  of  the 
sex  glands  usually  causes  slight  depression  of 
thyroid  function.  The  basal  metabolism  is  in¬ 
creased  before  menstruation  and  slightly  drops 
following  it. 

Individuals  of  nervous  temperament  or  engag¬ 
ing  in  severe  physical  strain  are  more  likely  to 
have  higher  rates  than  sedentary  phlegmatic 
types,  but  this  is  not  always  true.  There  is 
probably  some  indirect  relationship  between  hy¬ 
pophyseal  and  thyroid  function,  but  experimental 
evidence  is  conflicting. 

The  human  thyroid  iodine  content  probably 
should  not  exceed  25  mgm.  at  any  one  time, 
averaging  1  mgm.  per  gram  of  dried  substance. 
Kendall’s  thyroxin  contains  65  per  cent  iodine, 
and  Plummer  estimates  that  about  1  mgm.  daily 
is  sufficient  for  normal  activity. 

Researches  of  Kendall,  and  of  Marine  and 
Pozoff  show  that  iodine  has  great  affinity  for  col-_ 
loid  material  but  that  it  is  only  slowly  converted 
into  active  thyroxin.  An  optimum  amount  of 
thyroxin  functioning  in  the  body  at  one  time  is 
about  15  mgm. ;  any  more  or  any  less  is  likely  to 
produce  symptoms.  Kendall  suggests  that  the 
action  of  thyroxin  may  be  that  of  a  catalase  and 
may  be  used  over  and  over  with  little  waste. 

In  any  consideration  of  thyroid  physiology 
we  must  remember  the  thyroid  function  in  health 
is  not  a  constant,  but  varies  from  time  to  time, 
depending  upon  the  demands  of  metabolism  and 
outside  influences. 

The  simplicity  and  reliability  of  the  estimation 
of  basal  metabolism  has  stimulated  a  new  in¬ 
terest  in  thyroid  function.  This  interest  has  been 
especially  concentrated  on  the  so-called  hyper¬ 
thyroid  states.  Cretinism  and  typical  myxedema 
may  be  easily  recognized  clinically,  but  often 
times  the  minor  thyroid  deficiencies  can  only  he 
suspected ;  it  is  here  that  basal  metabolism  esti¬ 
mations  are  of  inestimable  value.  Minor  thyroid 
deficiencies  may  be  due  to  various  causes  but 
the  symptoms  are  much  the  same,  varying  mostly 
according  to  the  age  of  the  patient.  If  in  a 
suspected  case  of  thyroid  deficiency  the  basal 
rate  curve  is  subnormal,  we  can  probably  say 
the  patient  is  subthyroid,  but  a  positive  thera¬ 
peutic  test  makes  the  diagnosis  conclusive.  The 
estimation  of  basal  metabolism  has  made  the 
diagnosis  much  mqre  eprtain,  but  not  infalli¬ 
ble.  Lqwered  miCtabolic  rates  are  common, 
but  the  statppient  that  they  run  parallel  with 
thyroid  function  prpbaUy  is  not  justifiable. 
The  greatest  discrepancies  appear  thrpugl)  slight 
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errors  in  technic,  but  other  factors  may  materi¬ 
ally  affect  the  results.  The  majority  of  myxe¬ 
dematous  patients  have  a  rate  of  20  per  cent 
to  40  per  cent  below  the  normal,  but  some  mal¬ 
nutrition  cases  will  reach  20  per  cent  below 
normal.  Some  patients  with  symptoms  and  find¬ 
ings  suggesting  minor  hypothyroidism  will  show 
a  curve  only  by  repeated  examinations  which  is 
definitely  below  the  normal  limits. 

We  have  looked  over  275  cases  that  have  had 
a  basal  metabolic  rate  varying  from  0  to  40  per 
cent.  Most  of  the  patients  were  ambulatory, 
in  whom  we  suspected  some  thyroid  or  other  en¬ 
docrine  gland  disturbance.  About  40  per  cent 
of  the  cases  were  10  lbs.  or  more  underweight 
and  probably  should  be  classed  as  “malnourish¬ 
ed,”  which  would  therefore  materially  affect  the 
basal  metabolic  readings.  We  have  found  that 
normally  nourished  well  individuals  rarely  fall 
below-5  per  cent. 

In  the  above  subnormal  group  exclusive  of 
the  undernourished  cases  females  outnumber 
males  6  to  1.  Thitry-four  patients  were  un¬ 
der  twenty  years  of  age ;  the  majority  of  these 
had  goiters  of  adolescence,  a  few  were  girls 
with  various  nervous  symptoms  associated  with 
delayed  menstruation,  and  the  others  had  multiple 
endocrine  gland  disturbances.  All  of  these  young 
girls  showed  improvement  after  the  administra¬ 
tion  of  iodine  or  thyroid  extract,  with  the  ex¬ 
ception  of  some  of  the  multiple  endocrine  gland 
cases.  One  child  suffering  from  polycythemia 
associated  with  large  spleen  and  cirrhotic  liver 
showed  marked  improvement  after  feeding  with 
thyroid  extract. 

Malnutrition  caused  a  lowered  metabolic  rate 
in  40  per  cent  of  all  the  cases  studied.  Of  53 
patients  in  the  third  decade  of  life,  all  except 
five  had  to  be  placed  in  this  undernourished 
group ;  two  of  the  five  had  had  a  previous  thy¬ 
roid  operation,  two  ovariectomy,  and  one  a  pre¬ 
mature  menopause  of  unknown  cause.  Myxe¬ 
dema  and  minor  hypothyroidism  appeared  most 
commonly  in  the  fourth,  fifth,  and,  less  often, 
in  the  sixth  decades  of  life.  Malnutrition  was 
only  one-half  as  common  in  these  decades;  but 
menstrual  disturbances,  pelvic  operations,  multi¬ 
ple  pregnancies,  and  disturbances  near  the  meno¬ 
pause  occurred  more  often.  Several  cases  first 
showed  symptoms  after  ovariectomy  or  removal 
of  fibroids.  Only  14  cases  were  over  sixty 
years  of  age,  and  only  six  of  these  showed  signs 
of  diminished  thyroid  function,  the  other  eight 
were  undernourished.  Ten  cases  of  the  entire 
series  showed  typical  myxedema. 


The  condition  of  the  thyroid  was  noted  in 
the  majority  of  the  cases.  In  myxedema  and 
definite  thyroid  deficiency  the  gland  often  shows 
signs  of  atrophy  or  sclerosis.  In  many  of  the 
minor  cases,  especially  in  young  people,  there  was 
slight  or  moderate  enlargement.  About  50  per 
cent  of  the  entire  series  had  thyroids  which 
clinically  could  not  be  differentiated  from  the 
normal. 


Patient  5078  May  20,  1919 

1.  Periods  of  marked  auricular  flutter. 

2.  Aborization  block. 

3.  Inverted  T. 

In  a  separate  series  of  cases  we  have  repeatedly 
found  lowered  basal  metabolic  rates  following 
infectious  diseases,  such  as  pneumonia,  acute 
tonsillitis,  typhoid  fever,  acute  rheumatic  fever, 
etc.  Convalescence  very  often  was  tedious,  and 
improvement  was  apparently  faster  in  those 
whose  metabolism  quickly  returned  to  normal 
limits.  Many  of  the  symptoms  of  convalescence, 
such  as  subnormal  temperature,  slow  pulse,  lack 
of  endurance,  susceptibility  to  cold,  tendency  to 
atony  of  striated  and  non-striated  muscles,  rapid 
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gains  in  weight  etc.,  might  be  attributed  to 
lowered  thyroid  function,  as  a  result  of  a  tox- 
emial  of  all  the  cells  of  the  body,  the  thyroid 
included.  Much  of  the  old  treatment  of  post- 
infective  cases  was  directed  towards  increasing 
muscle  tone  and  stimulating  metabolism’.  No 
sharp  line  can  be  drawn  between  physiological 
depression  of  thyroid  function  and  real  path¬ 
ological  degeneration  of  the  gland. 

Diagnosis  of  hypothyroidism.— It  is  not  pos¬ 
sible  in  all  cases  to  decide  whether  the  thyroid 
depression  is  the  cause  of  the  symptoms,  or 
whether  it  is  a  part  of  the  generally  lowered 
metabolism;  malnutrition  and  post-infective  ca¬ 
ses  probably  belong  to  the  latter  group.  The 
following  symptoms  and  signs  justify  the  sus¬ 
picion  that  subthyroidism  may  exist  and  that 
basal  metabolic  studies  should  be  made.  (It  is 
often  difficult  to  elicit  symptoms  from  subthy¬ 
roid  patients;  and  they  do  not  volunteer  infor¬ 
mation  because  of  their  mental  state.)  : 

1.  Lack  of  endurance  and  sense  of  fatigue, 
especially  in  the  latter  part  of  the  day. 

2.  Mental  depression  and  loss  of  power  of 
concentration. 

3.  Susceptibility  to  infections. 

4.  Secondary  anemias  without  apparent  cause. 

5.  Changes  in  the  skin,  especially  increased 
sensitiveness  to  cold,  formation  of  pads,  tender¬ 
ness  upon  pressure,  and  less  often  dryness  or 
loss  of  hair  (eye-brow  sign  of  Hertoghe). 

6.  Unexplained  menstrual  disorders. 

7.  Any  of  the  symptoms  associated  with 
myxedema  may  appear  singly  or  in  groups,  but 
the  above  symptoms  are  most  common  in  the 
early  cases.  No  one  or  no  group  of  signs  is 
infallible;  the  therapeutic  test  sometimes  must 
be  employed. 

True  myxedema  may  produce  symptoms  which 
may  be  referred  to  any  part  of  the  body,  and  the 
same  may  be  said  for  all  hypothyroid  cases. 

Thyroid  therapy. — Thyroid  extract  or  thyroxin 
forms  only  a  part  of  the  treatment.  It  is  need¬ 
less  to  say  that  all  possible  causative  factors 
should  be  corrected.  Definitely  infectious  foci 
should  be  removed;  the  proper  diet  should  be 
prescribed  to  build  up  the  malnutrition  (often 
visceroptotic)  patients,  and  the  food  should  con¬ 
tain  sufficient  iodine  and  vitamine  principles. 
Thyroid  extract  often  acts  as  a  stimulant  to  the 
appetite  and  to  the  glandular  and  muscular 
activities  in  the  malnutrition  type  of  patient. 
Many  conditions  have  been  attributed  to  the 
minor  thyroid  deficiency  where  the  signs  and 


Patient  No.  5078.  June  8,  1923. 

Rate  CO-70. 

Marked  Sinus  Arrhythmia. 

P.  R.  — .16  Second. 

P.  3  inverted. 

T.  3  inverted  (No  digitalis). 

Left  ventricular  preponderance. 

The  change  to  this  type  of  cardiogram  was  gradual  over 
a  period  of  four  years. 

results  did  not  warrant  such  conclusions ;  the 
history,  physical  findings,  basal  metabolism  and 
the  therapeutic  test  must  all  be  given  proper 
consideration  before  a  diagnosis  is  made,  but 
thyroid  extract  is  a  powerful  agent  “to  fan  up 
the  fires  when  they  are  smoldering”  until  the 
body  has  a  fresh  chance.  A  few  of  the  follow¬ 
ing  conditions  which  may  be  helped  by  thyroid 
therapy  if  thyroid  insufficiency  is  a  cause  of 
the  cellular  changes : 

/  1.  Lowered  metabolism  with  atonicity  of 

muscles,  striated  and  non-striated,  producing  a 
multitude  of  indefinite  symptoms.  Subnormal 
temperature  is  not  constant  in  these  cases. 

2.  Trophic  condition  of  the  skin,  hair,  nails, 
and  teeth.  There  is  no  evidence  to  prove  that 
any  skin  diseases  are  primarily  due  to  subthy¬ 
roidism.  Subthyroid  cases,  upon  contracting 
skin  diseases  may  improve  more  rapidly  if  the 
subthyroid  state  is  corrected. 

3.  Secondary  anemia  and  occasionally  hem¬ 
orrhagic  states. 

4.  Low  blood  pressure  and  low  pulse  pres- 
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sure.  Occasionally  high  blood  pressure  occurs 
in  hypothyroid  states  and  will  respond  nicely  to 
iodine  or  thyroid  extract.  The  viscosity  of  the 
blood  is  said  to  be  increased  in  subthyroid  states 
and  iodine  is  supposed  to  decrease  viscosity. 

5.  Heart  disease :  In  myxedema  the  heart 
action  is  often  slow  and  feeble,  the  heart  is  en¬ 
larged  to  the  right  and  to  the  left,  and  the  electro¬ 
cardiogram  shows  signs  of  myocardial  disease. 
The  same  may  be  true  in  minor  cases.  We  have 
repeatedly  noted  patients  who  clinically  and  by 
electrocardiograms  showed  evidence  of  serious 
myocardial  degeneration,  and  yet  showed  rapid 
gains  and  improvement  of  the  electrocardiogram 
after  thyroid  feeding,  even  after  removal  of 
focal  infection,  treatment  of  toxemia,  and  other 
procedures  directed  toward  improvement  of  the 
heart  muscle  had  already  failed ;  and  then  again 
seen  relapses  when  the  thyroid  therapy  was  dis¬ 
continued. 

6.  Susceptibility  to  respiratory  infections. 

7.  Gastro-intestinal :  Suppression  of  the  se¬ 
cretions,  atony,  constipation,  and  intestinal  auto¬ 
intoxication  may  be  helped.  Cases  of  achylia 
or  hypoacidity  are  common  and  may  improve 
with  the  general  condition  of  the  patient. 

8.  Albuminuria  and  occasionally  casts  (Com¬ 
mon  in  myxedema). 

9.  Enuresis  in  children  is  sometimes  helped 
by  thyroid  therapy. 

10.  Menorrhagia  without  other  cause  or  de¬ 
creased  menstruation,  especially  in  young  adults. 

11.  Early  sterility,  especially  with  premature 
menopause,  are  said  to  be  thyroidal  in  origin. 
We  have  had  several  rates  which  were  low, 
but  no  definite  improvement  after  thyroid  ex¬ 
tract,  except  in  the  occasional  case. 

12.  Eye  infections  (and  by  one  observer,  cat¬ 
aracts  in  dogs)  are  common  in  sub  thyroid  ani¬ 
mals.  In  men,  keratitis  punctata  and  slowly 
healing  corneal  ulcers  are  said  sometimes  to 
heal  more  quickly. 

13.  Tinnitus  and  deafness  due  to  subthyroid- 
ism. 

14.  Retardation  of  mental  processes ;  irritab¬ 
ility  of  temper;  and  mental  depression.  There 
is  no  evidence  that  various  nervous  diseases  and 
many  psychoses  are  directly  due  to  thyroid  hypo- 
function.  If  such  occur  in  a  subthyroid  pa¬ 
tient  improvement  may  be  noted. 

15.  Developmental  abnormalities. 

16.  Pregnancy;  Hypothyroidism  may  length¬ 
en  pregnancy,  and  fetal  athyroidism  or  subthy- 
roidism  may  result. 


17.  Chronic  arthritis  is  occasionally  helped. 
This  condition  must  be  differentiated  from  myxe¬ 
dematous  infiltration  about  the  joints. 

18.  Slow  convalescence  following  infections. 

Much  conflicting  evidence  occurs  in  the  litera¬ 
ture,  but  the  above  outline  seems  to  be  warranted 
from  a  review  of  the  literature  and  clinical  ob¬ 
servations.  Pathology  does  not  offer  much  help. 
Only  gross  anatomical  changes,  such  as  atrophy 
and  sclerosisi'  can  be  observed.  Degenerations 
and  inflammations  occur  in  the  thyroid  similar 
to  other  glandular  tissue  in  the  body,  but  minor 
hypothyroid  states  do  not  show,  as  a  rule,  gross 
pathological  changes.  The  clinician  must  deter¬ 
mine  when  abnormal  physiology  exists. 

Dosage  of  thyroid  extract. — Thyroid  extract 
dosage  must  be  controlled  by  clinical  symptoms 
and  by  the  basal  metabolic  rate,  which  should 
not  be  allowed  to  go  above  normal.  Physio¬ 
logical  hypothyroid  cases  are  often  very  sensitive 
to  small  doses.  “Thyroxin”  has  a  more  con¬ 
stant  potency,  but  is  not  necessary;  the  thyroid 
extract  on  the  market  is  usually  active,  but  is 
variable.  A  large  number  of  tablets  may  be 
prescribed,  and  the  dosage  determined  for  the 
patient.  After  a  few  months  experience  the  pa¬ 
tients  very  often  can  determine  what  their  opti¬ 
mum  dosage  is  by  their  sensations  when  the 
basal  rate  is  within  normal  limits.  When  once 
the  optimum  amount  of  “thyroxin”  is  present  in 
the  body,  small  doses,  in  many  cases,  will  main¬ 
tain  the  desired  effect,  but  in  some  patients  the 
principle  disappears (  or  its  action),  so  that  re¬ 
latively  large  doses  are  necessary.  One  grain 
of  the  usual  extract  (we  have  used  Armour’s 
and  Parke,  Davis  and  Co.’s)  per  day  is  often 
sufficient  in  the  minor  cases.  Some  deteriora¬ 
tion  of  the  extract  occurs  when  standing  and 
exposed  to  the  air. 

What  are  the  results  of  thyroid  therapy? 
Many  of  the  most  grateful  patients  are  those 
who  have  been  helped.  They  have  been  treated 
for  first  one  symptom  and  then  another  or  not 
treated  at  all  because  they  are  “neurasthenics.” 
The  results  sometimes  are  disappointing,  but  the 
atempt  is  always  justifiable.  Patients  with  nor¬ 
mal  cellular  activity  are  better  candidates  for 
good  health  than  those  with  abnormal,  but  the 
pathological  changes  in  the  body  are  sometimes 
so  permanent  that  nothing  will  do  much  good. 
All  other  methods  for  improving  the  patient’s 
health  should  be  employed,  such  as  hygienic, 
dietary,  and  corrective ;  thyroid  principle  is  only 
an  additional,  although  a  very  important,  aid. 
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ILLUSTRATIVE  CASES 

Case  1.  (Patient  No.  587). — Fir.st  visit,  February 
4,  1919;  female;  aged  40;  married;  had  two  children 
by  a  former  husband.  The  family  history  was  un¬ 
important  /except  that  one  brother  was  “feeble¬ 
minded.”  The  patient  had  had  no  illness  except  the 
common  children’s  diseases.  Four  years  ago  she  had 
one  ovary,  the  appendix,  and  hemorrhoids  removed. 
She  says  she  has  not  been  well  since  her  last  child 
was  born,  eleven  years  ago.  Has  felt  weak,  tired  and 
sleepy.  Arises  in  the  morning  feeling  fairly  well, 
but  by  noon  is  exhausted  and  sleeps  much  of  the 
afternoon.  Was  not  relieved  by  her  operation  four 
years  ago.  One  j'^ear  ago  (1918)  began  to  have 
profuse  menstruation  once  a  month;  no  menstrua¬ 
tion  now  for  three  months,  and  has  hot  and  cold 
flashes.  She  states  that  her  flesh  feels  tender,  and 
there  are  some  indefinite  aching  pains  throughout 
her  body.  In  recent  years  has  gained  several  pounds 
in  weight.  The  patient  states  she  mentally  becomes 
depressed,  is  irritable,  and  memory  is  poor.  The 
history  was  hard  to  obtain  because  the  patient  did 
not  volunteer  much  information. 

The  patient  was  a  large  woman  of  good  nutri¬ 
tion  but  flabby.  The  skin  felt  thick  and  was  slightly 
tender  especially  about  the  breasts  and  abdomen, 
and  there  was  a  tendency  to  dryness.  There  was 
a  slight  positive  Dalyrymple  sign,  but  the  thyroid 
could  not  be  palpated.  The  blood  pressure  at  first 
examination  was  150-90.  The  heart,  abdomen,  and 
pelvis  were  negative.  The  nervous  examination 
showed  nothing.  The  blood  and  urine  were  entirely 
normal. 

Comment:  This  case  shows  an  early  myxedema 
case  following  climacteric  in  a  patient  who  possibly 
always  had  poor  thyroid  reserve.  Therapeutic  re¬ 
sults  good. 

BASAL  METABOLISM.  PATIENT  NO.  587 


Date  R. 

Q.  Rate  Pulse  Tiiyroid  Comment 

1919 

Feb.  4 

.75 

—30 

60 

gr.  per. 

(lay 

April  9 

.91 

—21 

66 

% 

April  30 

.71 

-fll 

81 

1 

Slig-ht  tremor — Normai  men¬ 
struation. 

June  20 

.74 

-t-11 

80 

% 

July  19 

.79 

—  5 

77 

Vs 

May  29 

.72 

+  4 

75 

Vs 

Sept.  17 

.79 

—  8 

63 

Vs 

Oct.  1 

.78 

-fio 

68 

Disc. 

Some  toxic  signs. 

Nov.  13 

.75 

-f  8 

62 

Vs 

1920 

Jan.  14 

.82 

+14 

70 

1/12 

Slight  .  hyperthyroici  signs. 
\V.  b.  c.,  7,300. 

April  5 

.75 

—15 

64 

1/12 

June  3 

.85 

—22 

68 

Vs 

\V.  b.  c.  5,300.  P.  m.  n.  65%. 

July  21 

.83 

—  2 

70 

Vi 

1921 

Jan.  1 

.75 

—12 

70 

Vi 

March  24 

.73 

—36 

64 

Vi 

Inactive  extract — Signs  of 
hypothyroidism. 

Sept.  13 

.73 

—  6 

68 

Vi 

1922 

Feb.  21 
March  15 

1923 

March  15 

.85 

—10 

66 

Vi 

Vi 

Vi 

Feeling  fine;  good  endurance. 
Skin  moi.st.  B.  p.,  120-80. 

Good  endurance;  Skin  moist. 

No  loss  of  weight.  No 
skin  tenderness. 


This  chart  also  shows  the  effects  of  an  inactive 
extract.  The  patient  at  present  time  continues  taking 
an  extract  and  reports  once  in  six  months.  She 
controls  the  dose  by  symptoms. 

Case  2.  (Patient  No.  5078). — Female;  single; 
aged  39.  Was  first  seen  May  5,  1919,  with  all  the 
signs  of  cardiac  decompensation.  Mother  died  of 
heart  disease  at  57.  Father  is  living  and  well,  and  two 
brothers  are  healthy.  Patient  had  never  been  strong 
Has  had  rheumatic  fever  twice  with  heart  com¬ 
plications  so  that  she  was  confined  to  bed  for  two 
winters.  She  injured  her  back  and  fractured  pelvis 
in  1904,  the  uterus  and  left  ovary  were  removed 
in  1907,  the  right  ovary  and  appendix  in  1908,  and 
had  an  operation  for  adhesions  and  intestinal  ob¬ 
struction  in  1913.  She  has  gained  thirty  pounds 
since  1913.  Some  swelling  of  feet  and  ankles  has 
appeared  off  and  on  for  past  seven  years.  She  has 
not  menstruated  since  the  operation  in  1907.  She 
has  had  repeated  infections  in  respiratory  tract  and 
“gall-bladder.”  She  has  had  chronic  “heart  trouble” 
with  palpitation,  swelling  of  feet,  and  dyspnea  since 
1911.  In  July,  1917,  she  had  an  “infected  gall¬ 
bladder”  with  cyanosis  and  very  slow  pulse  which 
was  said  to  be  thirty  per  minute;  was  in  bed  sev¬ 
eral  weeks.  Since  then  has  frequently  had  a  “heart 
attack”  after  exertion,  or  infections.  At  times  the 
patient  has  become  unconscious  for  a  few  minutes 
at  the  time  of  the  attacks.  Lately  she  has  spells 
of  vertigo  for  a  few  seconds,  recurring  every  half 
hour.  She  thinks  this  is  related  to  cardiac  irregu¬ 
larity. 

In  1918,  after  severe  pain  in  the  head,  she  lost 
the  vision  of  the  right  eye;  the  eyeball  ’’protruded 
and  became  blue;”  this  was  associated  with  one  of 
her  “heart  attacks.”  This  blindness  lasted  only 
an  hour  and  disappeared.  The  last  attack  of  cardiac 
irregularity,  vertigo,  and  temporary  unconscious¬ 
ness  began  four  months  ago  while  the  patient  was 
in  California.  It  was  thought  she  would  succumb, 
and  she  was  sent  home  with  diagnosis  of  myocardial 
degeneration,  with  the  probability  of  an  early  death. 

Upon  examination  on  May  5,  1919,  we  found  a 
very  nervous  women  with  temperature  of  99°  and 
pulse  of  68.  There  was  some  dyspnea  even  while 
lying  in  bed.  She  was  over-weight;  the  skin  was 
moist,  but  thickened  and  everywhere  tender  upon 
pressure.  Some  indefinite  pads  about  clavicles. 
Two  non-vital  teeth  were  suspicious  only.  The 
tonsils  were  small,  and  caseous  material  could  be 
expressed  from  crypts.  The  fauces  were  deeply 
injected.  The  thyroid  gland  was  slightly  enlarged. 
The  heart  was  enlarged,  both  to  left  and  right,  and 
of  globular  shape;  the  tones  were  hardly  audible; 
there  was  a  soft  systolic  murmur  localized  at  the 
apex.  The  abdomen  showed  many  scars,  and  there 
was  tenderness  over  the  liver. 

On  May  5,  1919,  the  patient  had  extreme  tachy¬ 
cardia,  irregular  pulse,  and  precordial  pain.  Very 
often  while  talking  tbe  patient  became  extremely 
flushed,  the  neck  vessels  engorged,  and  the  right 
eyeball  protruded;  the  patient  became  dazed  for 
a  few  minutes  and  then  continued  talking.  During 
this  period  the  pulse  was  very  irregular  and  rapid. 

The  laboratory  findings  showed  a  normal  hemo¬ 
globin  and  erythrocyte  count.  The  leucocytes  were 
never  above  8,800.  The  differential  showed  an 
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average  o£  45  per  cent  polyniorphonuclears  and  51 
per  cent  lymphocytes.  The  Wassermann  was  nega¬ 
tive,  and  the  nrine  normal  except  for  traces  of  al¬ 
bumin.  The  blood  pressure  was  150-90.  The  basal 
metabolism  was  — 15  per  cent  in  spite  of  the  fact 
she  had  a  temperature  of  99.° 

We  believe  we  had  three  factors  working  in  this 
patient: 

1.  Cardiac. 

2.  Infection?  (gall-bladder,  teeth,  tonsils?) 

3.  Endocrine  gland  disturbance. 

The  patient  was  given  six  grains  of  thyroid  ex¬ 
tract  a  day,  and  the  metabolism  has  been  kept  norm¬ 
al  ever  since  by  giving  one-half  grain  of  thyroid 
extract  three  times  a  day.  She  has  also  been  given 
a  few  doses  of  corpus  luteuni  each  month.  Later 
the  tonsils  and  two  non-vital  teeth  were  removed, 
but  there  was  no  evidence  of  infection.  Improve¬ 
ment  was  rapid. 

The  patient  is  now  doing  moderate  hill-climbing, 
looks  after  a  large  household,  and,  except  for  a  de¬ 
creased  cardiac  reserve,  appears  to  be  normal  as 
long  as  she  continues  to  take  an  active  thyroid 
preparation.  An  extreme  pulsation  of  both  arter¬ 
ies  and  veins  in  right  eye  fundus  has  entirely  dis¬ 
appeared.  The  heart  action  is  regular  and  the 
electrocardiogram  is  essentially  normal.  (See  trac¬ 
ings.) 

This  case  suggests  that  thyroid  deficiency  played 
a  very  important  part  in  the  patient’s  condition. 
Whether  the  symptoms  were  due  to  the  myxedema¬ 
tous  changes  alone  or  also  to  infections  is  uncertain. 
The  blood  picture  was  not  that  of  infection  and  at 
present  time  the  leucocyte  count  is  5,300,  with  a 
p.  m.  n.  count  still  less  than  the  lymphocyte. 

Ovariectomy  and  early  menopause  probably  in¬ 
fluenced  the  symptoms  and  cellular  changes. 

C.ASE  3.  (Patient  No.  A290). — Female,  aged  13. 
First  examination  November  6,  1920.  Her  mother 
had  had  manic  depressive  insanity.  Three  sisters 
and  father  were  living  and  well.  No  goiter  in  the 
family.  The  patient  had  always  been  robust.  Men¬ 
struation  started  five  months  before,  but  was  scanty 
and  irregular.  The  neck  began  to  enlarge  at  this 
time,  and  has  gradually  increased  in  size.  The  ex¬ 
amination  was  entirely  normal  except  for  the  slightly 
enlarged,  but  smooth,  thyroid.  The  leucocyte  count 
was  13,500,  and  the  differential  was  normal.  The 
basal  metabolism  w'as  — 21  per  cent.  Thyroid  ex¬ 
tract  was  given  in  doses  sufficient  to  raise  the  meta¬ 
bolic  rate  to  normal.  The  thyroid  enlargement 
disappeared,  and  menstruation  became  normal. 

This  case  illustrates  the  thyroid  enlargement  of 
adolescence,  which  was  so  exaggerated  as  to  worry 
the  patient  and  her  friends.  Marine  and  co-workers 
have  shown  that  goiter  may  be  prevented  or  cured 
in  school  girls  by  administering  2  grams  of  sodium 
iodide  each  year. 

C.^SF.  4.  (Patient  No.  A414). — Aged  58;  male; 
married;  physician;  first  seen  in  1914.  Had  typhoid 
fever  in  1890,  (following  which  he  gained  isixty 
pounds.  In  1904  he  had  a  nervous  breakdown.  Fol¬ 
lowing  this  he  continued  to  be  miserable,  nervously 
depressed,  and  had  attacks  of  vertigo,  which  caused 
him  to  fall  to  the  floor.  He  thought  he  had  heart 
disease  because  of  the  vertigo  and  sense  of  impend¬ 
ing  dissolution. 


The  skin  was  muddy  and  thick,  the  eyebrows  were 
thin,  and  the  pulse  slow.  He  was  then  (1914)  jjlaced 
on  thyroid  extract  with  rapid  loss  of  weight  and 
great  improvement.  He  was  again  examined  in 

1921.  He  had  taken  thyroid  extract  off  and  on  since 
1914.  He  was  now  worried  about  pains  in  the  joints 
and  muscles,  which  he  thought  were  rheumatic,  and 
for  which  he  had  recently  had  tonsillectomy  per¬ 
formed  without  improvement.  The  findings  sug¬ 
gested  thyroid  deficiency;  and  the  basal  metabolism 
was  — 15  per  cent  in  spite  of  the  fact  he  was  then 
taking  thyroid  extract.  With  increase  of  the  dos¬ 
age  the  symptoms  have  promptly  disappeared. 

This  is  probably  a  case  of  gradually  increasing 
hypothyroidism  following  the  toxemia  of  typhoid 
fever. 

Case  5.  (Patient  No.  A1460). — Aged  44;  married; 
no  children.  Came  to  office  November  24,  1922, 
complaining  of  (1)  pains  in  joints  and  extremities; 
(2)  loss  of  strength;  (3)  indefinite  abdominal  dis¬ 
tress;  (4)  susceptibility  to  cold;  (5)  excessive  sweat¬ 
ing;  (6)  nervous  depression;  (7)  weakness. 

The  family  and  past  history  are  not  important 
except  the  patient  states  she  always  chilled  easily 
and  had  many  “colds.”  Says  she  never  could  keep 
warm  enough  and  formerly  could  not  perspire. 
She  had  taken  a  cathartic  every  night  for  twenty 
years,  and  had  some  left  lower  abdomen  distress 
at  times.  Menstruation  has  always  been  irregular, 
but  otherwise  normal. 

For  three  or  four  years  has  had  “rheumatic  pains” 
without  swelling  or  redness  in  “joints  and  muscles.” 
This  greatly  increased  after  influenza  in  March, 

1922.  At  times  she  had  slight  fever,  she  thinks. 
Has  had  to  wear  woolen  clothes  and  bedding  even 
during  the  hottest  days.  Feet  chilly  all  the  time, 
although  they  often  perspired. 

The  examination  showed  a  greatly  mentally  de¬ 
pressed  woman,  fairly  well  nourished,  sallow  color, 
but  the  skin  was  moist,  due  to  several  layers  of  wool¬ 
en  coverings,  although  the  patient  was  in  bed  and 
the  room  at  80.°  The  skin  felt  thick,  and  the  pa¬ 
tient  complained  of  tenderness  upon  the  slightest 
pressure.  The  gums  were  spongy  and  congested. 
The  tonsils  were  questionable.  The  thyroid  was 
small  and  hard.  Blood  pressure,  80-40.  Nothing 
could  be  found  in  the  chest  except  muffled  heart 
tones.  The  skin  of  the  abdomen  was  tender,  and 
there  was  some  deep  tenderness  over  the  course 
of  the  colon.  The  pelvis  was  normal. 

The  urine  was  normal.  The  leucocytes  averaged 
10,200,  and  the  differential  was  normal.  There  was 
an  achylia  gastrica,  but  a  normal  .r-ray  examination 
of  the  gastro-intestinal  tract,  except  for  a  poorly 
haustrated  colon.  The  stools  contained  mucus.  The 
basal  metabolism  was  — 18  per  cent. 

Treatment. — Thyroid  extract  was  given  sufficient 
to  give  a  normal  metabolic  rate.  The  patient  was 
also  given  a  non-irritating  diet  until  the  stools  were 
normal. 

Results. — The  patient  dressed  like  other  women 
after  two  months  time,  the  pains  disappeared,  and 
mentally  her  husband,  who  is  a  physician,  says  she 
is  like  a  different  woman. 

Comment. — The  thyroid  seems  to  have  been  an 
important  factor  in  the  symptoms.  Focal  infection 
and  an  irritable  colon  may  have  played  a  part. 
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Case  6.  (Patient  No.  A1117). — Fii'st  examined 
September  26,  1919.  Aged  11;  female.  Came  be¬ 
cause  of  attacks  of  unconsciousness,  which  had 
been  diagnosed  as  epilepsy. 

At  four  years  of  age  she  began  to  throw  things 
while  at  the  table  and  walked  on  toes.  She  was 
thought  to  have  chorea  at  the  time,  and  the  tonsils 
were  removed  at  six  years  of  age  without  improve¬ 
ment.  Had  a  fever  for  two  months  after  tonsillec¬ 
tomy  without  apparent  cause.  At  seven  years  of 
age  the  child  had  an  attack  of  unconsciousness  and 
fell  backward  with  muscular  contractions.  These 
attacks  came  on  every  three  months,  and  at  eight 
years  of  age  she  was  treated  for  possible  epilepsy 
by  a  competent  neurologist.  The  last  attack  oc¬ 
curred  only  a  short  time  before  this  examination. 
The  patient  is  very  nervous  and  irritable  after  the 
attacks.  Now  shrugs  shoulders  and  is  always  mov¬ 
ing  hands  and  feet.  Never  has  had  headache,  vomit¬ 
ing  or  digestive  disturbances. 


Family  history:  Mother  died  during  a  simple  acute 
respiratory  infection,  and  is  said  to  have  had  status 
lymphaticus.  One  sister  (older)  is  said  to  have 
had  status  lymphaticus  during  childhood,  and  an 
aunt  (Case  2  of  this  scries)  had  endocrine  gland 
trouble. 

Examination:  An  unusually  bright,  active  child; 
but  nervous.  Well  developed.  Skin  dry  and  scaly. 
Skin  somewhat  transparent.  Increased  dullness 
under  upper  sternum.  Pulse  very  slow  (60).  The 
white  blood  count  shows  52.5  per  cent  lymphocy¬ 
tosis.  Leucocyte  count  average  12,000.  The  basal 
metabolism  was  repeatedly  — 30  per  cent.  The  sella 
turcica  was  slightly  irregular,  but  could  not  be  said 
to  be  abnormal.  X-ray  shadow  under  sternum  is 
widened. 

Results:  Patient  was  given  enough  thyroid  to 
make  the  metabolism  normal.  No  more  convul¬ 
sions.  Menstruation,  normal.  Is  now  in  second 
'  year  of  high  school  and  very  active. 


EXPLORATORY  THOROCOTOMY  IN  ALL  SEVERE  INJURIES  OF  THE 

CHEST* 

By  Karl  W.  Doege,  M.D.,  F.A.C.S. 

MARSHFIELD,  WISCONSIN 


Exploratory  abdominal  section  is  a  safe  and 
generally  recognized  procedure,  indicated  when¬ 
ever  serious  pathology  is  suspected  in  the  ab¬ 
domen,  yet  a  diagnosis,  through  failure  of  or¬ 
dinary  clinical  methods,  cannot  be  arrived  at. 
Combined,  however,  with  this  purely  diagnostic 
purpose  is  always  the  avowed  intention  of  sim¬ 
ultaneously  applying  such  corrective  surgical 
measures  as  the  conditions  found  would  require, 
and  as  safely  would  permit.  The  latter  intent 
is  the  moral  justification  for  the  procedure  and 
also  the  main  inducement  for  the  patient  to 
give  his  consent.  It  cannot  as  yet  be  said  with¬ 
out  fear  of  contradiction  that  the  operation  un¬ 
der  discussion, — exploratory  thoracotomy, — is 
universally  recognized  as  a  safe  surgical  oper¬ 
ation.  The  fear  of  fateful  consequences  that 
have  occasionally  followed  the  formation  of  a 
pneumothorax  is  in  the  minds  of  many  surgeons, 
and  has  acted  as  a  powerful  deterrant  in  the 
application  of  this  useful  and  often  very  neces¬ 
sary  operation.  I  feel  quite  convinced,  however, 
that  this  fear  is  very  much  exaggerated,  and  is 
quite  unfounded,  if  the  surgeon  performing  the 
operation  is  but  conversant  with  the  elementary 
technic  of  thoracic  surgery.  As  I  am.  addressing 
an  essemblage  of  railway  surgeons  it  cannot  be 
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my  purpose  to  advocate  the  performance  of 
exploratory  thoracotomy  in  thoracic  diseases  gen¬ 
erally,  but  I  shall  confine  my  remarks  to  its 
indication  and  technic  in  severe  traumatisms  of 
the  chest. 

Physiologists  have  stated  that  double  pneumo¬ 
thorax  always  is  fatal.  They  say  that,  when  a 
unilateral  pneumothorax  is  produced  and  the 
negative  intrathoracic  pressure  is  supplanted  by 
the  positive  atmospheric  pressure,  the  involved 
lung  collapses,  and  that  the  respiration  in  the 
other  side  is  so  interfered  with  as  to  lead  to 
dangerous  dyspnea  and  death.  We  know  that 
this  is  not  always  the  case.  Herman  Kuettner 
reports  three  cases  of  shell  wounds  of  the  chest 
with  unquestionable  double  pneumothorax  who 
recovered,  and  in  my  own  experience  I  have 
never  seen  any  embarrassment  of  respiration 
following  the  occurrence  of  accidental  or  pur¬ 
poseful  production  of  complete  unilateral  pneu¬ 
mothorax.  Observations  similar  to  my  own  are 
to  be  found  plentiful  in  the  literature,  and  the 
French  surgeons  regard  pulmonary  collapse  in 
thoracotomy  as  a  favorable  occurrence  rather 
than  otherwise.  That  unilateral  pneumothorax 
has  occasionally  produced  severe  respiratory  dis¬ 
turbances  and  death  there  can  be  no  doubt,  and 
it  is  necessary  clearly  to  understand  the  physics 
of  this  occurrence  in  order  to  avoid,  if  possible, 
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such  a  calamity  and  that  we  may  be  prepared 
to  deal  with,  and  to  combat  this  condition.  Only 
then  can  the  surgeon  attain  that  sense  of  con¬ 
fidence  and  security  in  this  branch  of  surgery 
that  is  necessary  for  its  further  development. 

That  the  mere  loss  of  function  of  one  lung, 
as  may  happen  in  unilateral  pneumothorax,  is 
not  responsible  for  the  respiratory  distress  al¬ 
luded  to,  must  be  evident  to  every  practitioner. 
He  knows  that  complete  one-sided  serothorax, 
closed  pneumothorax,  consolidation  of  one  lung, 
or  partial  consolidation  of  both  lungs,  as  in 
single  or  double  pneumonia,  are  entirely  compat¬ 
ible  with  life  and  afford  no  serious  discomfort 
as  long  as  physical  exertion  does  not  take  place. 
It  is  known  that  one-sixth  of  the  lung  tissue 
is  sufficient  to  carry  on  life.  There  must  be 
other  causes  leading  to  dyspnea  and  death. 

Surgical  experience,  as  well  as  physiological 
experiments,  has  proven,  that  the  suddenness 
with  which  a  pneumothorax  is  produced  is  a 
determining  factor  as  to  whether  distress  results 
or  not.  The  slow  accumulation  of  fluid  in  the 
thoracic  cavity,  as  in  serous  effusion  or  em¬ 
pyema,  causes  no  distress  whatever.  In  my 
own  experience  the  gradual  and  interrupted  en¬ 
trance  of  air  into  the  pleural  cavity  during 
thoracotomy  has  never  been  followed  by  dyspnea 
or  other  dangerous  symptoms.  Garre’s  experi¬ 
ments  have  proven  that  unilateral  pneumothor¬ 
aces  with  narrow  openings  do  not  endanger  life. 
Wide  openings,  considerably  larger  than  the 
main  bronchus,  are  apt  to  be  followed  by  great 
respiratory  and  other  disturbances.  When  a 
narrow  opening  exists,  and  during  quiet  breath¬ 
ing,  the  mediastinum  remains  in  nearly  a  normal 
position,  and  the  lung  still  takes  part  in  respira¬ 
tion.  Even  during  active  or  forced  respiration, 
the  negative  intrathoracic  pressure  on  that  side 
is  not  entirely  absent,  provided  the  pleural  open¬ 
ing  is  not  larger  than  the  diameter  of  the 
bronchus.  The  lung  then  expands  and  contracts 
regularly  with  each  expiratory  effort,  although 
in  a  lesser  degree. 

When  the  opening  into  the  pleura  is  large, 
negative  intrathoracic  pressure  is  lost,  the  lung 
collapses,  and  the  mediastinal  curtain  is  pushed 
over  to  the  healthy  side.  With  quiet  respiration 
I  have  even  then  seen  the  affected  lung  expand 
and  contract  to  a  pronounced  degree  and  take  part 
in  respiration.  Active  respiration  however,  when 
the  opening  is  wide,  is  accompanied  by  wide 
oscillations  of  the  mediastinal  curtain  and  usu¬ 
ally  results  in  serious  distress.  For  during  in¬ 


spiration  of  the  healthy  lung  the  mediastinum, 
moves  towards  it,  diminishes  its  intrathoracic 
pressure  and  lessens  the  intake  of  air.  During 
expiration  the  mediastinum  is  pushed  toward  the 
other  side  and  prevents  the  egress  or  air.  Any 
circumstance  that  limits  or  prevents  these  wide 
expiratory  and  inspiratory  excursions  of  the 
mediastinum  will  limit  or  entirely  prevent  serious 
results,  even  if  a  thoracotomy  with  a  wide  open¬ 
ing  has  been  made.  Thus  a  stabilized  or  rigid 
mediastinum,  as  is  produced  by  inflammatory 
thickening  as  in  empyema  or  a  lung  adherent 
to  the  costal  pleura,  prevents  pulmonary  col¬ 
lapse  and  holds  the  mediastinum  more  or  less 
rigidly  to  the  affected  side.  The  mediastinum 
will  not  be  able  to  oscillate  widely  or  encroach 
upon  the  function  of  the  healthy  lung.  Med¬ 
iastinal  fluttering  then  is  of  importance  in 
producing  severe  dyspnea,  although  in  itself  it 
is  probably  insufficient  to  account  for  the  cases 
of  almost  immediate  death  that  occasionally 
occur  in  wideopen  pneumothorax.  To  L.  Rehn 
belongs  the  credit  of  explaining  these  accidents 
in  a  very  plausible  manner.  He  draws  attention 
to  the  fact  that  during  inspiration  the  diaphragm 
and  the  heart  descend,  and  pull  upon  and  make 
tense  the  mediastinal  structure  and  large  vessels. 
He  agrees  with  other  investigators  and  also 
blames  the  changed  position  of  the  mediastinum 
as  causing  the  dyspnea,  not  in  the  sense,  though, 
that  it  interferes  with  the  various  respiratory 
phases  but  because  it  serves  to  diminish  the  lumen 
of  the  bronchi  leading  to  the  healthy  lung.  There 
is,  he  asserts,  a  definite  relationship  of  contact 
between  the  bronchi  and  the  arteries.  The  main 
branches  of  the  pulmonary  artery  wind  around 
the  larger  bronchi  in  such  a  way  that  only  the 
bronchus  of  the  right  apex  is  permitted  to  re¬ 
main  free.  The  aortic  arch  rests  upon  the  left 
bronchus  and  the  aorta  itself  is  the  most  sta¬ 
tionary  of  all  the  mediastinal  structures.  Now, 
we  notice  that  during  deep  respiration  in  a  wide- 
open  pneumothorax,  the  mediastinum  vigorously 
moves  to  the  healthy  side,  causing  a  tightening 
of  the  mediastinal  pleura.  The  fixed  hilus  of 
the  lung  cannot  follow  the  trachea  and  bronchi 
in  their  motion  to  this  side  and  a  narrowing  of 
the  air  tubes  results,  and  with  it  diminished 
intake  of  air,  severe  dyspnea,  and  possibly  death. 
This  hypothesis  explains  the  fact  why  right-sided 
pneumothorax  is  much  oftener  dangerous  than 
the  left-sided  one.  Thus  it  would  appear  that 
the  displacement  of  the  mediastinum  is  probably 
the  main  reason  for  the  severe  symptoms  that 
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occasionally  are  found  in  pneumothorax,  al¬ 
though  still  other  factors  may  enter.  Thus  reflex 
irritation  of  the  pleura  produced  by  the  inrush  of 
air  has  been  considered  a  cause,  although  its  phy¬ 
siological  explanation  is  not  as  yet  complete.  O. 
Bruns  has  approached  the  subject  from  a  different 
angle  and  has  shown  that  the  total  quantity  of 
blood  passing  through  both  the  healthy  and  the 
collapsed  lung,  is  definitely  smaller  than  under 
the  normal  condition,  thus  leading  in  the  aggregate 
to  deficient  absorption  of  oxygen  in  the  blood 
and  to  an  accumulation  of  CO2  resulting  in 
dyspnea.  Very  important  also  are  the  investiga¬ 
tions  of  V.  Speer  regarding  lung  tension.  Lung 
tension,  or  dilatation,  is  necessary  to  the  proper 
filling  of  the  auricles  and  heart.  The  moment 
the  lung  collapses,  especially  if  it  does  so  sud¬ 
denly,  the  lung  tension  or  elastic  pull  on  the 
vessels  and  heart  cease  at  once,  the  vessels  and 
.auricles  collapse,  and  the  amount  of  blood  going 
through  the  heart  is  diminished,  thus  again  pre¬ 
disposing  to  insufficient  aeration  and  dyspnea, 
and  aiding  possible  other  disturbances,  such  as 
cardiac  accident,  when  doing  a  thoracotomy. 
Bearing  all  this  in  mind  the  question  arises  what 
means  and  methods  do  we  possess  to  ward  off 
such  possible  calamities.  Primary  among  these 
are  the  differential  pressure  cabinets  of  Sauer- 
bruch,  Willy  Meyer,  Brauer,  and  Engelkin, 
which  are  of  unquestionable  value.  With  their 
use  thoracotomy  can  be  done  as  safely  as  explor- 
ator}'  laparotomy.  To  these  apparatuses  and 
methods  must  be  added  Auer’s  and  Meltzer’s  in¬ 
tratracheal  insufflation,  pharyngeal  insufflation, 
positive  pressure  by  the  use  of  nitrous  oxide  and 
oxAgen  gas  tanks,  and  other  apparatuses  that 
produce  inflation  of  the  collapsed  lung  at  will. 
However,  these  apparatuses  require  expert  hand¬ 
ling  and  are  at  the  disposal  of  but  very  few. 
The  question  is.  Do  we  possess  methods  outside 
of  those  dependant  upon  the  above-mentioned 
appliances  that  are  at  the  disposal  of  everybody 
and  are  sufficiently  safe  in  the  hands  of  an  ex¬ 
perienced  railway  surgeon  to  justify  him  in  doing 
an  exploratory  thoracotomy  in  serious  injuries 
to  the  chest?  I  think  we  do.  Bearing  in  mind 
that  the  violent  flapping  of  the  mediastinum 
must  be  prevented  or  minimized  at  all  hazards, 
we  resort  to  such  expedient  as  would  favor 
this  result.  Thus  the  placing  of  the  patient  on 
the  side  to  be  operated  on  permits  the  heart 
and  mediastinum  to  gravitate  to  that  side,  putting 
the  mediastinum  on  tension  and  minimizing  med¬ 
iastinal  oscillation.  The  difficulty  of  operating 


in  this  position  is  greatly  diminished  by  having 
the  afflicted  side  partly  overhang  the  edge  of 
the  operating  table.  Local  anesthesia  is  gen¬ 
erally  insufficient  and  contra-indicated  when  ex¬ 
tensive  exploration  of  the  pleural  cavity  is  de¬ 
sirable.  Quiet  even  breathing,  as  in  deep  anes¬ 
thesia,  is  essential,  since  violent  active  respira¬ 
tion  leads  to  greater  mediastinal  excursions  and 
initiates  dyspnea,  as  shown  by  the  experiments 
of  Garre.  Nitrous  oxide  oxygen  anesthesia  is 
preferable,  as  it  affords  the  means  of  increasing 
intrapulmonary  pressure,  if  this  were  desirable. 
My  own  cases  all  had  ether  anesthesia.  Com¬ 
plete  anesthesia  is  essential,  for  the  breathing 
then  is  quiet  and  not  agitated.  The  thoracotomy 
is  best  done  through  an  incision  in  the  sixth 
intercostal  space,  and  the  pleura  opened  very 
minutely  allowing  the  pneumothorax  to  form 
gradually.  Then  the  pleural  opening  is  enlarged 
at  will  and  the  ribs  spread  so  as  to  permit  the 
introduction  of  the  hand.  Should  dyspnea  arise, 
Mueller’s  method  of  grabbing  the  collapsed  lung 
with  an  instrument  or  with  the  hand  and  pulling 
it  into  the  wound  is  very  effective,  thus  pulling 
the  mediastinum  away  from  the  healthy  side  and 
preventing  its  violent  oscillations.  To  hold  it 
there  it  may  even  be  stitched  to  the  pleura.  In- 
trathoracic  exploration  is  then  made,  conditions 
dealt  with,  and  the  incision  closed  without  drain¬ 
age.  Before  the  last  stitches  are  tightened  an 
effort  is  made  to  partly  or  entirely  overcome  the 
pneumothorax.  If  nitrous  oxide  and  oxygen  is 
used  a  heavy  stream  of  gas  is  turned  on  until 
the  lung  is  completely  inflated,  when  the  last 
stitches  are  tied.  If  no  such  apparatus  is  at 
hand  forcible  compression  of  the  chest  wall  and 
immediate  closure  will  minimize  the  degree  of 
pneumothorax.  The  remaining  air  is  gradually 
absorbed  in  a  few  days. 

Believing,  as  I  do,  that  the  dangers  of  tho¬ 
racotomy  have  been  greatly  exaggerated  I  have 
no  hesitancy  in  advocating  exploratory  thoraco¬ 
tomy  in  serious  traumas  of  the  thorax.  In  those 
instances  where  trouble  does  arise  the  dangerous 
dyspnea  can  be  overcome  by  position  and  by 
Mueller’s  method  of  pulling  the  lung  into  the 
wound  to  prevent  excessive  action  of  the  med¬ 
iastinum.  The  shock  and  dyspnea  accompanying 
extensive  chest  injuries  is  often  severe  and  just 
because  it  is  so  profound,  the  dictum  not  to 
interfere  with  patients  in  shock  is  often  too  re¬ 
ligiously  followed.  Shock  may  be  due  to  a 
hemorrhage  from  a  torn  artery  and  will  of  course 
continue  as  long  as  the  hemorrhage  lasts.  It 
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may  be  due  to  the  constant  irritation  of  the  pleura 
when  the  sharp  edge  of  a  broken  rib  has  pierced 
the  lung.  It  may  follow  a  pneumothorax  from 
internal  rupture  of  the  lung,  producing  great 
intrathoracic  tension,  or  may  result  from  a  dia¬ 
phragmatic  hernia  due  to  the  trauma.  Corre¬ 
sponding  injuries  in  the  abdomen  would  be 
subject  to  exploratory  laparotomy  at  once,  and 
it  would  be  considered  the  only  legitimate  treat¬ 
ment.  In  the  thorax  one  hesitates  for  fear  of 
an  accident  resulting  from  the  pneumothorax, 
and  thus,  no  doubt,  often  permits  the  patients  to 
go  from  bad  to  worse.  I  can  readily  recall  from 
my  own  practice  a  number  of  cases  of  severe  chest 
injuries  (in  one  case  due  to  a  kick  of  a  horse,  in 
another  due  to  crushing  in  an  auto  wreck), 
where  undue  fear  of  causing  pneumothorax  pre¬ 
vented  me  from  ligating  two  bleeding  intercostal 
arteries  or  repairing  a  rent  in  the  lower  lobe 
of  the  lung,  both  cases  terminating  fatally  in 
two  and  three  days,  respectively.  The  absurdity 
of  such  action  was  recently  brought  home  to  me 
by  a  case  that  came  under  the  care  of  my  col¬ 
league,  Dr.  V.  A.  Mason,  who  has  kindly  per¬ 
mitted  me  to  relate  the  case. 

P.  F.,  a  farmer,  aged  about  55,  bad  fallen  into  a 
cellar,  fracturing  the  sixth  left  rib  in  the  midaxil- 
lary  line.  Because  of  sharply  localized  pains  and 
dyspnea  Dr.  Mason  suspected  injuries  to  the  lung, 
having  in  mind  the  possibility  of  the  lung  being 
pierced  and  hooked  up  upon  a  projecting  spicule  o^ 
rib.  Being  impressed  with  the  apparent  harmlesr 
ness  of  thoracotomy  in  several  previous  cases  occurr¬ 
ing  in  our  Clinic,  necessitating  the  opening  of  the 
pleural  cavity,  he  resolved  to  do  an  exploratory 
thoracotomy.  Under  ether  anesthesia  the  sixth  rib 
was  resected  and  a  pneumothorax  slowly  allowed 
to  take  place.  There  was  no  respiratory  distress 
whatever.  The  lung  collapsed  but  partially,  and 
respiratory  movements  of  the  lung  continued  unin¬ 
terruptedly  during  the  entire  operation.  The  lung 
had  not  been  injured,  but  there  was  a  tear  in  the 
dome  of  the  diaphragm  about  one  inch  in  length, 
through  which  the  omentum  from  the  abdomen 
protruded  to  the  size  of  a  small  egg.  The  omentum 
was  easily  pushed  back,  and  the  rent  in  the  dia¬ 
phragm  closed  with  a  catgut  suture.  .The  wound 
in  the  thorax  was  closed  without  drainage.  No  at¬ 
tention  was  paid  to  the  pneumothorax,  and  subse¬ 
quent  repeated  fluoroscopy  revealed  the  fact  that 
within  five  days  the  air  had  been  absorbed  from  the 
thoracic  cavity.  Recovery  was  uneventful. 

Another  fear  that  often  stays  the  hand  of  the 
surgeon  when  he  considers  the  advisability  of  a 
thoracotomy  is  the  apprehension  concerning  the 
possibility  of  pleural  infection  and  empyema. 
The  pleura,  like  the  peritoneum,  is  quite  able 
to  overcome  a  certain  amount  of  infection. 
Wieting  has  proven  that  the  hemothorax,  so  often 


permitted  to  absorb,  is  not  always  sterile.  Even 
infected  fluids,  like  pus,  can  disappear  spontane¬ 
ously.  Of  this  I  am  convinced  from  actual  ex¬ 
perience.  I  state  this,  not  that  I  should  advise 
one  to  wait  for  absorption,  but  just  to  show  the 
power  of  the  pleura  to  successfully  cope  with 
infection. 

When  infection  does  occur  the  opportunity 
of  treating  it  successfully  is  much  more  favorable 
in  the  chest  then  in  the  abdomen.  With  the  aid 
of  the  fluoroscope  we  readily  and  very  early  can 
recognize  an  effusion.  We  can  determine  its 
nature  by  puncture,  and,  if  infected,  we  can 
treat  it  by  aspiration,  lavage,  or  any  method  that 
we  determine  upon.  Personally,  I  would  favor 
repeated  aspiration,  or  aspiration  v.dth  lavage,  of 
the  pleural  cavity  with  a  sterile  fluid  or  Carrel- 
Dakin  solution.  Early,  but  carefully  graduated, 
respiratory  exercise  is  an  important  adjunct  in 
obtaining  complete  restoration  of  pulmonary 
function. 

The  physical  difficulties  of  properly  examining 
a  case  of  severe  chest  injury  are  often  con¬ 
siderable.  The  severe  pain,  the  agitated  and 
loud  respiration,  the  desirability  of  auscultating 
front,  back,  and  the  sides  of  the  chest,  and  the 
necessity  of  moving  and  disturbing  the  patient — 
all  contribute  to  a  possible  failure  or  to  an  in¬ 
complete  diagnosis.  Even  if  these  difficulties 
were  not  present  a  diagnosis  as  to  what  has 
happened  in  the  thorax  is  often  impossible.  If 
T-ray  examinations  are  negative  and  the  con¬ 
dition  is  serious  a  thoracotomy  is  clearly  indicated 
for  purposes  of  intelligent  treatment.  No  proper 
treatment  could  have  been  instituted  in  Dr.  Ma¬ 
son’s  case  without  a  thoracotomy.  I  have  no 
doubt  that,  just  as  in  the  abdomen,  exploratory 
thoracotomy,  if  more  often  performed,  will  un¬ 
cover  with  increasing  frequency  conditions  of 
the  thorax  heretofore  unsuspected  and  yet  en¬ 
tirely  remediable. 

It  has  not  been  my  purpose  to  completely 
enumerate  the  various  intrathoracic  lesions  oc¬ 
curring  in  serious  chest  injuries  nor  to  fully 
outline  their  treatment,  but  merely  to  allude  to 
some  of  those  conditions  that  are  liable  to  come 
under  the  care  of  the  railway  surgeon.  I  desire 
only  to  report  our  experience  as  to  the  harm¬ 
lessness  of  thoracotomy  and  advise  its  more  ex¬ 
tensive  application  in  all  serious  chest  injuries. 
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DISCUSSION 

Dr.  Arthur  N.  Collins  (Duluth,  Minn.):  The 
thorax  is  one  of  the  newer  cavities  of  the  body  to 
be  attacked  by  surgical  procedure,  and  the  half  has 
not  been  told  in  regard  to  it.  A  surgeon  can  go  into 
the  pleural  cavity,  if  he  just  realizes  it,  without  half 
the  danger  he  believed  to  exist,  as  is  evidenced  by 
the  many  recent  reports  in  literature  of  cases  carried 
to  successful  issue,  and  for  so  many  different  con¬ 
ditions. 

I  have  looked  up  some  of  the  statistics  with  re¬ 
gard  to  the  subject  presented  by  Dr.  Doege,  and  I 
find  that  Garre,  before  reporting  very  much  on  this 
subject,  studied  700  chest  wounds.  He  found  that 
the  mortality  under  previous  conservative  treatment 
was  in  the  neighborhood  of  40  per  cent.  The  wounds 
in  the  cases  studied  were  produced  by  shot,  punc¬ 
ture,  and  rupture  of  the  lung.  He  cited  the  follow¬ 
ing  reasons  for  the  old  conservatism: 

1.  Hesitation  to  operate  on  account  of  the  poor 
condition  of  the  patient. 

2.  Fear  on  the  part  of  the  surgeon  of  complete 
pneumothorax. 

3.  The  possibility  of  recovery  under  conserva¬ 
tive  treatment  in  seemingly  some  bad  cases.  In  the 
past  many  cases  have  gone  on  to  recovery  without 
surgical  interference,  and  the  possibility  of  the  case 
coming  to  a  successful  conclusion  without  operation 
always  comes  in  to  influence  the  surgeon  not  to  in¬ 
terfere. 

The  only  early  dangers  in  injuries  to  the  thorax 
are,  first,  internal  hemorrhage  and  asphyxia  from 
pressure  pneumothorax  on  the  opposite  or  good 
side;  and,  second,  the  later  danger  of  infection  and 
sepsis.  The  practice  has  been  to  allow  the  case  to 
run  along  until  sepsis  or  hemothorax  has  occurred, 
then  make  puncture,  and  use  surgery  later  as  seems 
indicated.  Garre  has  stated  that  early  operation  is 
short  and  that  local  anesthesia  can  be  employed. 

An  injury  to  a  bronchus  with  pressure  pneumo¬ 
thorax  demands  operation  on  account  of  displace¬ 
ment  of  the  mediastinum  and  kinking  of  the  great 
vessels,  as  Dr.  Doege  has  brought  out.  Technically, 
Garre  feels  that  the  thorax  should  be  widely  opened. 
In  giving  his  experience  in  this  matter,  Garre  be¬ 
lieves  that  fixation  of  the  lung  in  the  wound,  either 
temporarily  or  permanently,  will  forestall  any  pos¬ 
sibility  of  collapse  on  account  of  pressure  on  the 
good  side. 

Garre  and  Kuettner  favor  the  silk  suture.  They 
feel  that  broad  surface  wounds  to  the  lung  are  best 
fixed  in  the  thoracic  wound  and  allowed  to  granulate. 


The  pleura  is  cleaned  and  the  wound  closed  without 
drainage. 

I  have  figured  the  cases  that  recovered  in  percent¬ 
ages: 

9  bullet  cases . .  6  recovered  =  66  2/3  per  cent 

6  Puncture  cases _  5  recovered  =  83  per  cent 

3  rupture  cases .  2  recovered  =  66  2/3  per  cent 

25  extra  puncture  cases 

collected  from  other 
sources  and  re¬ 
viewed  . . .  16  recovered  =  64  per  cent 

These  cases  with  the  percentage  of  recoveries 
give  one  an  idea  of  what  success  is  being  had  with, 
this  type  of  surgery. 

I  was  very  mueh  interested  in  the  case  shown  on 
the*  screen, — the  little  child  with  spontaneous  pneu¬ 
mothorax.  Fortunately,  this  does  not  occur  very 
often.  In  my  own  experience  I  have  never  seen  a 
case  except  the  one  which  was  reported  at  the  St. 
Louis  County  Medical  Society  by  my  associate. 
Dr.  Boyer.  One  evening  he  was  called  to  a  hotel 
and  found  a  man  about  28  years  old  on  his  hands 
and  knees  on  the  bed  and  breathing  in  a  very  eccen¬ 
tric  manner.  The  patient  stated  he  felt  distress, 
his  chest  seemed  to  be  very  full,  and  there  was  gasp¬ 
ing  breathing,  but  no  definite  pain  could  be  located. 
There  was  no  fever  or  rapid  respiration.  Dr.  Boyer 
examined  him,  then  sat  down,  and  asked  questions. 
There  was  nothing  in  the  history  that  would  point  to 
the  cause  of  the  condition,  and  no  injury.  He  sent 
him  to  the  hospital,  where  he  made  thorough  exam¬ 
ination.  The  history  now  developed  an  old  attack 
of  pleurisy.  The  next  day,  following  stethoscopic 
examination,  he  made  up  his  mind  that  the  condition 
was  pneumothorax,  and  this  diagnosis  was  confirmed 
by  the  x-ray,  which  showed  almost  complete  collapse 
of  the  right  lung.  That  man  had  sustained  no  in¬ 
jury,  and  had  been  attending  to  his  business  during 
the  day.  It  was  a  spontaneous  affair,  but  what  the 
causative  factor  was  none  of  us  knew. 

I  have  had  occasion  to  open  up  the  chest  for  va¬ 
rious  reasons.  During  the  past  year  I  had  a  case 
in  which  it  was  necessary  to  take  a  piece  of  shrap¬ 
nel  under  general  anesthesia  out  of  the  root  of  the 
right  lung.  We  made  no  attempt  to  change  the 
patient’s  position,  but  left  him  right  on  his  back 
on  the  fluoroscopic  table.  I  resected  about  three 
and  one-half  inches  of  the  fifth  rib,  made  an  incision 
through  the  posterior  fascia  underlying  the  peri¬ 
osteum,  and  w’ent  into  the  chest  cavity.  The  as¬ 
sistants  had  been  instructed  as  to  just  what  they 
should  do;  one  was  placed  at  the  light,  another  at 
the  x-ray  apparatus,  and  the  surgical  assistants,  as 
usual,  about  the  table.  By  means  of  a  head-light, 
such  as  is  used  in  throat  work,  we  operated  in  the 
dark,  the  head-light  illumining  the  chest  cavity  and 
with  all  other  lights  turned  off.  By  this  means  the 
eyes  become  accustomed  to  the  dark  and  the  fluoro- 
scope  underneath.  The  head-light  may  be  turned 
off  at  any  time  to  use  the  fluoroscope.  The  forceps 
is  carried  down  approximately  to  the  foreign  body 
with  the  aid  of  the  fluoroscope.  By  moving  the 
fluoroscope  back  and  forth  with  the  knee  one  can 
tell  whether  the  shadow  of  the  foreign  body  moves 
with  the  forceps.  If  not,  the  forceps  is  raised  or 
lowered,  and  when  it  moves  with  the  foreign  body 
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we  know  we  are  at  the  same  level.  When  we  ap¬ 
proximate  as  close  as  we  can  to  the  foreign  body 
and  clanmp  the  forceps,  then  turn  on  the  light,  and 
we  can  dissect  down  toward  the  foreign  body.  This 
operation  was  done  without  collapse  on  the  part  of 
the  patient.  We  removed  the  foreign  body,  and  the 
patient  made  a  very  good  recovery.  In  this  case, 
instead  of  closing  completely  I  put  in  a  small  drain. 
Later,  the  Carrel-Dakin  treatment  was  used  on  ac¬ 
count  of  a  mild  pleuritis. 

De.  George  M.  Constans  (Donnybrook,  N.  D.): 
In  1917  I  saw  a  case  very  similar  to  the  one  reported 
by  Dr.  Collins.  Late  in  the  afternoon  a  man  came 
into  the  shower-bath  room  of  the  camp  and  fell 
prostrate  while  under  the  shower.  When  picked  up 
he  complained  of  pain  in  the  right  chest.  He  was 
transferred  to  the  hospital,  and  it  was  found  that 
he  had  complete  pneumothorax  on  that  side.  He 
gave  no  history  of  injury,  was  apparently  in  good 
health,  and  the  condition  came  on  practically  in¬ 
stantaneously. 

Dr.  George  F.  Thompson  (Chicago,  Ill.):  Four 
months  ago  I  saw  a  case  of  double  pneumothorax 
accidentally  produced  in  a  rather  peculiar  way.  A 
patient  with  empyema  was  taken  to  the  operating- 
room.  The  Doctor  was  scrubbing  his  hands  when 
the  nurse  came  in  and  asked  which  side  it  was  on. 
He  replied,  “Put  the  patient-  on  the  right  side.” 
When  he  went  in  the  patient  was  on  the  left  side, 
the  nurse  having  understood  him  to  say  that  the 
empyema  was  on  the  right  side.  The  patient  was 
covered  up  with  only  a  small  area  exposed.  He  in¬ 
cised  over  the  lung,  and  just  as  he  made  liberal  in¬ 
cision  of  the  pleura  he  realized,  from  the  slant  of 
the  ribs,  that  he  was  on  the  wrong  side.  Air  im¬ 
mediately  rushed  in,  and  there  was  probably  a  com¬ 
plete  pneumothorax.  Suture  was  put  in  at  once, 
after  which  there  was  considerable  discussion  as 
to  what  to  do  with  the  other  side.  An  ^r-ray  picture 
had  been  taken  and  he  thought  he  had  localized 
empyema  on  the  other  side.  So  he  turned  the  pa¬ 
tient  over,  made  an  incision  on  the  opposite  side, 
and  opened  the  empyema.  It  was  not  localized,  but 
a  free  empyema.  There  were  no  adhesions  and 
there  was  practically  almost  complete  pneumo¬ 
thorax.  The  patient  was  a  little  girl,  and  she  had  no 
trouble  then  or  later  with  her  double  pneumothorax. 
That  is  the  only  case  in  which  I  have  seen  double 
pneumothorax  produced. 

In  regard  to  spontaneous  pneumothorax:  We  not 
infrequently  see  this  condition.  During  the  past 
three  years  we  have  had  three  cases  of  spontaneous 
pneumothorax,  two  of  which  recovered  without 
trouble.  One  man  had  the  ordinary  symptoms  and 
apparently  was  all  right  inside  of  a  week.  In  an¬ 
other  case  of  spontaneous  pneumothorax  it  took 
the  man  a  couple  of  months  to  recover.  The  third 
case  was  that  type  of  spontaneous  pneumothorax, 
which  is  usually  considered  to  be  due  to  tubercu¬ 
losis,  with  rupture  through  the  bronchus. 

I  have  had  no  experience  in  removing  foreign 
bodies  from  the  lung  or  pleural  cavity. 

As  to  hemothorax:  I  have  operated  and  ligated 
bleeding  vessels,  doing  thoracotomy  for  that.  One 
case  was  interesting.  A  blacksmith,  a  large,  heavy 


man,  was  kicked  by  a  horse  and  was  brought  to 
Cook  County  Hospital,  where  it  was  discovered 
that  he  had  a  marked  hemothorax.  The  interne 
immediately  aspirated  him,  taking  out,  as  I  remem¬ 
ber,  something  like  a  quart  or  more  of  blood.  The 
result  was  that  the  man  continued  to  bleed  into 
the  pleural  cavity,  and  he  went  on  in  this  way  for 
four  or  five  days.  They  again  aspirated,  and  he 
bled  again.  We  let  him  recover  sufficiently  from 
that,  and  then,  a  week  or  ten  days  later,  aspirated 
a  third  time,  and  he  recovered  spontaneously,  with 
much  thickening  of  the  pleura.  This  was  probably 
one  of  those  cases  in  which  operative  interference 
was  unnecessary  unless  as  a  preliminary  operation. 
Most  of  them  when  not  aspirated  too  soon  will  pro¬ 
gress  very  well,  although  there  is  always  danger 
of  infection  even  in  cases  of  closed  pneumothorax, 
and  there  is  great  danger  of  introducing  infection. 

Dr.  Conrad  E.  Nystrum  (Medford,  Wis.):  A  few 
months  ago  I  had  a  case  in  which  a  farmer  had  been 
gored  by  a  bull  on  the  left  side  of  the  chest,  fractur¬ 
ing  the  5th,  4th,  and  3rd  ribs.  There  was  an  open¬ 
ing  in  the  chest  wall  about  three  inches  in  length, 
and  the  lung  was  compressed  on  the  left  side.  I 
went  to  his  home  and  advised  him  to  come  down  to 
the  hospital,  but  he  did  not  want  to  do  so,  stating 
that  he  did  not  think  he  would  live  long  enough.  So 
I  made  up  my  mind  to  do  what  I  could.  We  placed 
him  on  a  table,  and  I  found  the  heart  beating  right 
up  into  the  wound.  Under  chloroform  anesthesia  I 
pressed  the  heart  back  and  removed  what  little  blood 
I  could  see  in  the  pleural  cavity.  The  man  was  62 
years  old,  and  they  told  him  he  might  die  on  the 
table.  I  had  no  fears  of  this,  however.  I  sewed  up 
the  pleura,  replaced  the  fragments  of  rib,  and  fixed 
them  as  well  as  I  could,  then  sewed  up  the  soft 
tissues  and  skin.  At  the  time  of  the  operation,  with 
the  nurse  giving  the  anesthetic,  I  could  not  see  that 
the  chloroform  had  any  effect  on  respiration.  The 
patient  died  three  to  four  days  afterwards  from 
septic  pneumonia. 

Dr.  Victor  A.  Mason  (Marshfield,  Wis.):  In  one 
case  we  removed  a  tumor  which  afterwards  proved 
to' be  malignant,  but  in  that  case  we  resected  por¬ 
tions  of  four  ribs  and  had  an  immense  exposure  be¬ 
fore  we  could  get  all  the  tumor  away.  There  was 
no  effect  on  the  patient  so  far  as  the  operation  was 
concerned.  Within  two  or  three  years  we  have 
opened  the  chest  six  or  seven  times,  and  no  case 
showed  any  ill  effect. 

Dr.  Doege  (closing):  I  wish  to  confirm  my  belief 
in  the  point  mentioned  by  Dr.  Collins  regarding  the 
process  that  probably  takes  place  in  the  healing  of 
pneumothorax. 

The  case  of  excessive  pneumothorax  the  slide  of 
which  was  shown,  was  seen  by  Dr.  H.  H.  Milbee. 
There  was  an  intense  pressure  in  the  thorax.  Dr. 
Milbee  assumed  that  there  may  have  been  a  tuber¬ 
culous  focus  in  the  lung  and  pleura,  which  had 
ruptured  into  the  thoracic  cavity,  allowing  air  to 
escape  at  each  respiration,  and  that  at  the  time  the 
lung  was  compressed  sufficient  healing  had  taken 
place,  to  effect  closure  of  the  pulmonary  fistula.  The 
patient  went  on  to  complete  and  uneventful  recov¬ 
ery. 
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PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  November  14,  1923 
Dr.  H.  L.  Taylor,  M.D.,  Presiding 


The  regular  monthly  meeting  of  the  Minnesota 
Academy  of  Medicine  was  held  at  the  Town 
and  Country  Club  on  Wednesday  evening,  No¬ 
vember  14,  1923,  at  8  p.  m. 

Dr.  Taylor  appointed  Drs.  Christison,  Burch 
and  McCloud  a  committee  to  draw  a  suitable 
memorial  for  Dr.  Warren  A.  Dennis,  one  of  our 
past-presidents,  who  had  passed  away  since  the 
last  meeting  of  the  Academy. 

The  following  case  reports  were  given : 

Dr.  Henry  Ulrich  reported  a  case  and 
showed  A"- ray  film  of  a  Charcot  hip. 

Case  seen  in  consultation  with  Dr.  John  Sessions. 

Patient  was  a  man  35  years  old,  who  began  to 
limp  and  have  some  embarrassment  of  motion  in  left 
hip.  Physical  examination  was  negative  so  far  as 
heart,  lungs,  etc.,  were  concerned.  X-ray  of  the 
hip  showed  a'  large  tumor  mass,  and  a  diagnosis  of 
sarcoma  was  made.  Neurological  examination 
proved  it  to  be  a  case  of  tabes  with  Charcot  hip. 

The  rarity  of  Charcot  hip  is  the  only  reason  for 
bringing  this  case  before  you. 

Dr.  Geo.  Douglas  Head  reported  the  follow¬ 
ing  case  of  pellagra : 

The  states  of  Wisconsin,  Minnesota,  and  North 
and  South  Dakota  are  considered  as  a  non-pella- 
grous  area,  no  well-authenticated  cases  having  been 
reported.  This  is  in  strange  contrast  to  many  of 
the  southern  states,  such  as  South  Carolina,  with  its 
1,000  cases,  and  Georgia  with  2.000  cases,  as  reported 
in  the  1910  U.  S.  census. 

The  following  case  which  I  have  to  report,  is  of 
interest,  first,  because  it  developed  in  South  Dakota 
and  is  the  first  case  to  bd  reported  from  that  area, 
and  secondly,  because  the  patient  had  been  deprived 
of  meat  proteins  for  about  two  years  prior  to  the 
onset  of  the  disease,  and,  thirdly,  because  of  the 
prompt  recovery  upon  a  meat  diet  and  the  use  of 
cacodylate  of  soda  intravenously. 

Mrs  Emil  B.  aged  50,  married,  three  children, 
living  at  Mellette,  S.  D.,  was  referred  to  me  by  Drs. 
Kleger  and  McCauley,  March  29,  1923,  complaining 
of  nervousness,  soreness  of  mouth,  diarrhea,  and  a 
dirty-brown  rash  over  the  forearms  and  hands.  Her 
family  history  was  negative.  One  sister  dead  of 
goiter. 

She  had  always  been  well  until  two  years  ago, 
when  she  had  a  lot  of  teeth  extracted,  after  which 
she  began  to  feel  tired.  At  Christmas  time  of  1922 
she  was  very  nervous  and  felt  as  if  she  would  go 
to  pieces.  This  feeling  of  exhaustion  increased  and 
in  March,  1923,  her  mouth  became  sore  and  red  and 
hurt  her  when  she  chewed  food.  About  this  time 
she  began  having  seven  or  eight  loose  stools  a  day, 
and  her  rectum  pained  and  burned.  At  this  time 
also  the  skin  on  the  forearms,  half  way  to  the  el¬ 


bows,  took  on  a  dirty-brown,  scaly  appearance.  The 
rash  gradually  extended  to  the  back  of  the  hands 
and  fingers.  About  two  weeks  after  the  rash  ap¬ 
peared,  the  skin  began  to  crack  about  the  wrists. 
She  had  no  headaches,  but  was  confused  in  her  mind 
and  slow  in  her  speech  and  thought.  Her  eyesight 
became  blurred.  She  could  not  concentrate  her 
mind  upon  whatever  she  might  be  doing.  The 
diarrhea  had  stopped  about  two  weeks  before  the 
examination  was  made.  She  had  lost  in  weight 
twenty-five  pounds.  She  stated  that  she  had  lived 
in  the  town  of  Mellette,  S.  D.,  for  the  last  forty 
years,  that  she  had  in  no  way  changed  her  diet  or 
mode  of  living  until  after  the  teeth  were  removed 
two  years  before,  when  she  stopped  eating  meat 
and  had  eaten  soft  foods,  such  as  milk  toast,  cream 
of  wheat,  potatoes,  carrots,  cabbage,  bread  and 
butter,  cream,  cooked  fruits,  grape-fruit,  soft  pudd¬ 
ings,  cake,  and  pie. 

The  examination  revealed  a  fairly  well-nourished 
woman  of  rather  stocky  build,  brown  hair  and  eyes. 
Her  color  was  a  pasty  white,  somewhat  suggestive 
of  myxedema,  or  possibly  early  pernicious  anemia. 
Pupils  reacted  to  light  and  accommodation.  Knee- 
jerks  were  active.  No  incoordination.  Her  speech 
was  slow,  and  her  mental  responses  sluggish.  The 
mucous  membrane  of  the  lips  and  gums  and  in¬ 
side  of  the  mouth  and  the  tongue  was  fire  red,  as 
shown  in  the  color  plate.  There  was  a  fine,  whitish 
exudate,  like  that  accompanying  the  spirillum  of 
Vincent  infection  over  the  roof  of  the  mouth  and  the 
jaws.  This  was  easily  wiped  off.  In  places  the 
mucous  membraine  hung  down  in  folds.  A  re¬ 
markable  crusty,  dirty-brown  pigmentation  and  rash 
was  present  from  about  the  middle  of  the  forearms 
downward,  extending  over  the  backs  of  the  hands 
and  on  the  proximal  parts  of  the  fingers,  as  shown 
in  the  water-color  drawings.  On  the  inside  of  the 
wrist  the  skin  was  cracked  and  red  in  the  crevices. 
The  rash  had  a  rough,  raised  feel  and  a  bran-like 
exudate  could  be  rubbed  off.  The  rest  of  the  body 
was  free  of  this  skin  rash,  except  a  scaly,  brownish 
area,  the  size  of  a  dollar,  over  the  dorsal  surface 
of  the  right  foot.  There  was  a  scaly,  dark-brown 
pigmentation  and  rash  about  the  anus,  and  the 
mucous  membrane  of  the  rectum  was  red  and 
angry  looking.  The  rest  of  the  physical  examina¬ 
tion  was  negative,  except  that  there  was  some 
difference  in  the  muscle  strength  in  the  extremities, 
the  left  arm  and  leg  being  stronger  than  the  right. 
The  urine  findings  were  negative  except  a  trace  of 
albumin  and  an  occasional  narrow  hyaline  or  granu¬ 
lar  cast.  The  blood  findings  showed  a  fairly  high- 
grade,  secondary  anemia;  hemoglobin,  65  per  cent; 
red  cells,  3,296,000;  and  leucocytes,  6,250.  Differ¬ 
ential  count:  p.  m.  n.,  70.0;  small  monos.,  19.5;  large 
monos.,  7.0;  trans.,  0.5;  eosinos.,  2.5;  myelocytes, 
0.5;  no  nucleated  reds  seen;  no  polychromatophilia; 
no  basophilic  stippling;  no  anisocytosis.  Wasser- 
mann  test,  negative.  Blood  pressure,  132  systolic, 
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and  90  diastolic.  Smears  from  the  exudate  upon 
the  gums  and  roof  of  the  mouth  showed  no  spirilla 
of  Vincent,  but  a  long  bacillus  and  diplococci. 

A  diagnosis  of  pellagra  was  made,  and  the  pa¬ 
tient  was  placed  upon  a  liberal  meat  diet,  with  beef 
juice  and  daily  intravenous  injections  of  freshly 
made  cacodylate  of  soda,  two  to  five  grains  to  the 
dose.  She  improved  steadily,  but  slowly.  She  was 
dismissed  from  Abbott  Hospital  on  May  21,  less 
than  two  months  after  her  admission,  the  dermatitis 
and  pigmentation  gone,  the  mucous  membranes  free 
of  redness  and  irritation,  the  weakness  and  exhaus¬ 
tion  much  improved,  and  her  anemia  corrected  to 
a  large  degree.  A  letter  from  her  in  July  reports 
no  recurrence  of  the  rash  or  other  symptoms. 

Dr.  Joseph  Goldberger,  of  the  United  States  Pub¬ 
lic  Health  Service,  the  recognized  authority  on 
pellagra  in  this  country,  and  Dr.  John  Butler  saw 
and  examined  the  patient  and  the  plates  near  the 
close  of  the  treatment  and  pronounced  the  condi¬ 
tion  a  case  of  true  pellagra. 

DISCUSSION 

Dr.  J.  G.  Cross:  As  Dr.  Head  has  just  said,  the 
Northwest  is  not  supposed  to  be  a  pellagrous  area. 
There  have  been  several  well-authenticated  cases 
of  pellagra,  however,  in  recent  years  which  must 
have  originated  in  the  'Northwest.  Dr.  Charles 
Granger  diagnosed  such  a  case  in  Rochester  about 
five  years  ago  which  was  reported  in  full  in  The 
Jourxal-Laxcet.  The  outcome  of  this  case  I  do  not 
remember,  but  I  believe  the  patient  recovered.  [Dr. 
Granger  reported  five  cases  in  The  Journal-Lancet 
for  February  15,  1918,  but  only  one  of  the  five  was 
said  to  have  originated  in  Minnesota.  The  patient 
died. — The  Editor.] 

Two  years  ago  I  saw  a  woman  in  Red  Wing 
whose  condition  admitted  of  no  question  as  to  her 
being  afflicted  with  pellagra.  She  was  52  years  old 
and  had  lived  her  entire  life  in  Idaho,  with  occasional 
visits  to  ^Minnesota.  Up  to  four  months  before  my 
examination  of  her  she  had  been  a  strong,  healthy 
woman,  living  in  the  pine  country  where  her  husband 
was  foreman  in  a  lumber-mill.  An  operation,  four 
months  before  she  was  seen  by  me,  for  gall-bladder 
trouble  had  resulted  in  a  normal  convalescence 
and  return  to  Idaho.  She  did  not  recover  her  nor¬ 
mal  strength;  in  fact,  she  became  weaker  and  more 
somnolent.  When  seen  a  few  days  before  her  death 
she  was  supposed  to  have  uremia.  It  was  difficult 
to  get  any  reply  from  her,  although  she  was  at¬ 
tentive  and  seemed  to  understand  when  questioned. 
There  was  no  coma,  no  pain.  The  typical  pigmenta¬ 
tion  of  the  hands  and  forearms  was  present,  as  were 
also  large  purpuric  spots  on  the  thighs,  arms,  and 
chest.  The  history  was  typical.  No  autopsy  was 
obtained. 

Dr.  Head  has  spoken  of  the  possibility  of  other 
dietetic  factors,  as,  for  instance,  a  lack  of  protein. 
The  case  above  stated,  of  course,  during  her  con¬ 
valescence  was  on  a  very  limited  diet  for  some 
time.  The  interesting  thing  to  me  is  that  she  had 
never  been  south  of  our  latitude. 

Dr.  W.  a.  Jones:  I  recall  a  patient  who  came 
under  my  observation  two  years  ago.  She  came 
from  Indianapolis,  and  was  brought  to  the  hospital 


suffering  from  protracted  diarrhea,  excoriation, 
which  covered  the  buttocks  and  surrounded  the  anus, 
discoloration  of  the  skin  which  was  fairly  well 
marked  and  characteristic,  and  a  peculiar  mental 
state,  a  dementia,  which,  I  believe,  is  quite  common 
in  pellagra.  I  gave  her  hypodermics  of  emetin,  put 
her  on  a  proper  diet,  and  she  made  a  recovery 
from  the  pellagra  and  the  mental  condition.  One 
interesting  point  was  that  she  was  a  morphinist  be¬ 
fore  the  pellagra  developed.  The  emetin  was  given 
for  its  psychological  effect,  as  well  as  for  its  effect 
upon  the  diarrhea. 

Dr.  Head:  I  think  that  Dr.  C.  E.  McCauley,  of 
Aberdeen,  made  a  tentative  diagnosis  of  pellagra 
before  this  case  was  sent  down,  and  our  studies  were 
really  only  confirmatory  of  the  diagnosis  which  he 
had  made. 

I  was  very  glad,  indeed,  that  we  were  able  to  get 
the  opinion  of  Dr.  Goldberger  because  he  had 
stated  when  he  was  here  that  he  was  doubtful  about 
our  having  pellagra  in  this  part  of  the  country, 
and  one  of  the  cases  which  he  had  come  on  here 
to  see  (a  case  from  Duluth,  which  Dr.  Butler  had 
seen)  he  had  pronounced  a  non-pellagrous  case. 
This  case  he  did  not  hesitate  in  pronouncing  pellagra 
after  talking  with  the  woman  and  seeing  these 
plates  and  getting  her  history. 

Dr.  Mann:  Did  Dr.  Goldberger  say  anything 
about  the  cause  of  it? 

Dr.  Head:  Dr.  Goldberger  talked  very  freely 
about  the  research  findings  which  had  been  carried 
on  under  his  direction  in  the  South,  and  he  is  firmly 
of  the  opinion  that  an  alien  protein,  or  the  absence 
of  certain  proteins  in  the  food,  have  considerable 
to  do  with  the  disease.  He  does  not  think  that 
the  older  conception  (abnormal  products  in  the 
corn)  are  causal  factors.  He  believes  there  are 
many  proteins  that  may  act  in  a  causative  way  to 
produce  it. 

Dr.  Paul  Cook:  I  just  want  to  say  that  there 
is  a'  typical  case  of  pellagra  in  the  Aberdeen  Veter¬ 
an’s  Hospital,  in  St.  Paul;  at  least  the  case  was 
there  three  or  four  weeks  ago.  This  case  is  of  a 
severe  pellagra-typhosus  type,  with  gauntlet-like 
dermatitis. 

Dr.  E.  L.  Gardner  read  a  paper  entitled 
“Hypothyroidism,  with  Special  Reference  to 
Minor  Thyroid  Deficiencies.”  (See  page  1.) 

DISCUSSION 

Dr.  L.  C.  Bacon:  This  excellent  paper  is  so  ex¬ 
haustive  and  covers  so  completely  the  subject  that 
the  only  discussion  which  seems  proper  is  to  speak 
of  a  case  of  myxedema  which  I  have  been  able  to 
follow  for  over  thirty  years,  because  it  emphasizes 
some  of  the  points  of  the  paper. 

I  saw  her  first  during  the  early  ’90’s,  she  was  37 
years  of  age,  with  the  history  that  she  had  borne 
five  children;  and  at  33  years  of  age  she  passed  the 
menopause.  Her  husband  told  me  that  earlier  in 
life  she  had  been  of  a  happy  disposition,  but  when 
the  menopause  came  she  became  “dull  and  foolish.” 
She  was  a  large  woman  with  puffed  face,  eyelids 
and  lips  especially  so.  The  skin  was  pitted,  lips  and 
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gums  bluish,  hair  dry,  thin  and  short,  and  her  ex¬ 
pression  and  actions  denoted  stupidity  and  lack  of 
vigor.  Constipation  was  obstinate  and  she  com¬ 
plained  of  a  constant  dull  headache. 

About  this  time  I  had  been  reading,  in  the  London 
Lancet,  the  report  of  the  British  Commission  to 
investigate  myxedema,  and  I  considered  this  a  case 
of  the  disease  in  question.  I  obtained  fresh  sheep’s 
thyroids  from  South  St.  Paul  and  had  the  patient 
eat  them.  The  improvement  was  immediate  and 
marked,  and  in  about  four  months  there  was  a 
restoration  of  the  menstrual  function,  which  con¬ 
tinued  until  the  late  forties.  She  is  a  little  past 
seventy  now  and  is  happy  and  hearty  for  her  age. 

Some  months  after  I  first  saw  her,  thyroid  ex¬ 
tract  came  on  the  market,  and  she  has  used  it  in 
tablet  form  since.  During  the  first  few  years  of 
the  use  of  the  thyroid  extract,  when  she  would 
reach  a  point  of  feeling  very  well  she  would  discon¬ 
tinue  the  remedy  and  would  soon  become  very 
constipated,  and  her  dull  headache  would  reappear, 
or  if  she  were  taking  the  tablets  and  the  headache 
and  constipation  appeared  it  would  be  a  warning 
that  that  particular  lot  of  tablets  was  inert,  and 
fresh  wmuld  be  obtained.  Sharp  headaches  with 
rapid  heart  action  would  warn  her  that  she  was 
taking  too  much  of  the  extract,  and  the  amount 
would  be  reduced.  After  she  understood  that  she 
must  accept  a  life  sentence  and  took  the  extract 
regularly  she  remained  in  good  condition,  and  she 
has  enjoyed  a  happy,  cheerful  life.  She  finds  that 
one-half  of  a  five-grain  tablet  twice  a  week  about 
meets  her  needs. 

About  five  or  six  years  ago  I  did  a  cholecystec¬ 
tomy  on  this  patient  and  she  did  very  well,  the 
wound  healing  promptly,  but  about  two  weeks 
after  the  operation  the  scar  became  red  and  in¬ 
fected,  and  suppuration  occurred.  The  thyroid  had 


been  overlooked  during  the  period,  but  when  ex¬ 
hibited  again,  healing  was  prompt  and  satisfac¬ 
tory. 

Dr.  H.  L.  Ulrich:  I  think  Dr.  Gardner  has  shown 
us  very  beautifully  the  variation  of  the  potency  of 
the  commercial  extracts  we  have  on  the  market. 
The  basal  metabolic  rate  determinations  show  the 
importance  of  this  point,  that  one  must  have  active 
extracts  to  get  therapeutic  results.  There  are  a 
good  many  clinicians  who  scout  these  mild  types 
of  hypothyroid  states.  Those  of  us  who  are  on 
the  lookout  for  these  are  convinced  that  there  is 
such  a  condition,  particularly  after  the  fourth  dec¬ 
ade  of  life.  In  regard  to  the  heart:  There  is  no 
question  in  my  mind  that  there  is  such  a  thing  as 
a  myxedema  heart  and  that  these  hearts  are  going 
about  with  the  diagnoses  of  myocarditis,  valvulitis, 
etc.,  whereas  there  are  purely  functional  changes 
in  the  hearts.  In  hypothyroidism  the  general  mus¬ 
cular  tone  of  the  body  is  depressed,  and  so  likewise 
the  tone  of  the  heart  is  depressed.  If  you  examine 
these  patients  with  the  .r-ray  you  find  their  hearts 
hang  way  down  in  the  chest  like  a  drop-heart.  We 
have  just  had  such  a  case  in  the  hospital  with  all 
the  signs  of  hypothyroidism.  There  was  a  block¬ 
ing  in  the  Q.  R.  S.  complex  in  the  electrocardiogram, 
and  this  patient  had  been  diagnosed  a  myocarditis. 
Under  medication  of  thyroid  the  insufficiency  of 
the  heart  has  disappeared,  she  has  regained  a  nor¬ 
mal  electrocardiogram,  and  all  the  other  symptoms 
have  disappeared. 

Dr.  W.  P.  Larson  gave  a  paper  entitled  “The 
Problem  of  Wetting  Bacteria.”  There  was  no 
discussion  of  this  paper. 

John  E.  Hynes,  M.D. 

Secretary, 


THE  CLINICAL  LABORATORY:  VIL  BLOOD 

By  Walter  E.  King,  A.M.,  M.D. 

SAINT  PAUL,  MINNESOTA 


(b)  Microscopical  Examination. — 

When  any  group  of  body  tissues  undergoes  de¬ 
struction,  certain  changes  may  occur,  not  only  in 
the  chemical  composition  of  the  blood,  but  also 
in  its  morphological  constituents.  This  is  readily 
understood,  as  the  blood  represents  a  tissue 
which  is  common  to  all  of  the  organs  of  the 
body.  The  blood  serves  not  only  as  a  circulating 
medium,  through  which  restorative  substances 
are  carried  over  the  body  and  waste  products 
eliminated,  but  it  also  performs  certain  phy¬ 
siological  functions  which  are  of  the  greatest 
importance. 

The  combination  of  oxygen  with  tissue  cells 
is  necessary  for  the  continuation  of  life.  The 

*This  is  the  seventh  of  a  series  of  articles  by  Dr.  King 
on  the  Clinical  Laboratory. 


supply  of  oxygen  is  brought  to  the  tissue  cells 
by  the  red  corpuscles  under  normal  conditions 
in  sufficient  amounts  so  that  the  complex  struc¬ 
ture  of  the  tissue  cells  may  be  broken  down  and 
the  liberation  of  energy  take  place.  For  the 
supply  of  oxygen  the  body  is  dependent,  of 
course,  upon  the  red  blood  corpuscles. 

The  above  serves  as  only  one  illustration  of 
the  important  physiological  functions  maintained 
by  the  blood. 

Many  possible  pathological  conditions  may  be 
manifested  by  changes  in  the  various  cellular 
structures  of  the  blood.  It  may  be  stated  that 
the  various  abnormal  findings  which  may  be 
presented  as  a  result  of  the  microscopic  study 
of  specimens  of  blood  are  usually  clearly  in- 
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dicative  of  certain  pathologic  changes  in  some 
tissue  group  or  groups  of  organs. 

RED  BLOOD  CELL  COUNT 

The  average  number  of  red  corpuscles  in  the 
normal  individual  is  usually  accepted  as  5,000,- 
000  per  c.m.  for  the  adult  male  and  4,500,000 
per  c.m.  for  the  adult  female.  These  numbers 
are  subject  to  considerable  variation.  A  count 
which  runs  3,500,000  to  4,000,000  per  c.m.  when 
considered  with  other  factors,  may  be  regarded 
as  abnormally  low.  At  the  same  time  such  a 
count  may  be  assumed  as  normal,  providing 
other  blood  findings  and  clinical  conditions  are 
normal.  Frequently  a  red  cell  count  of  over 
5,000,000  to  6,000,000  per  c.m.  may  be  obtained. 
An  increased  number  of  red  cells  appears  when 
the  individual  changes  to  a  higher  altitude. 

In  the  new-born  child  the  red  cells  usually 
reach  6,000,000  or  7,000,000  per  c.m.  or  over. 
During  the  nursing  period  the  number  of  red 
cells  gradually  decreases,  which  continues  until 
about  the  tenth  year.  Therefore,  during  the 
period  of  early  childhood,  a  red  cell  count  of 
from  4,000,000  to  5,000,000  per  c.m.  should  be 
regarded  as  an  indication  of  anemia. 

Variation  in  the  number  of  red  cells  in  disease 
may  occur  as  follows :  Oligocythemia,  or  a 
diminution  in  the  number  of  red  blood  cells,  is 
found  in  pernicious  anemia,  chlorosis,  secondary 
anemias,  and  the  leukemias.  Polycythemia,  or 
an  increase  in  the  number  of  red  blood  cells, 
is  found  as  a  transitory  condition  after  the  loss 
of  considerable  body  fluid,  as  in  persistent  vomit¬ 
ing  and  in  conditions  attended  with  severe  diar¬ 
rhea,  and  as  a  permanent  condition  in  certain 
forms  of  disease  of  the  heart,  including  adherent 
pericardium  and  disease  of  the  mitral  valve, 
also  in  empyema,  pneumonia,  and  certain  forms 
of  poisoning  chiefly  those  due  to  phosphorus  and 
acetanilide. 

THE  LEUCOCYTE  COUNT 

The  estimation  of  the  number  of  leucocytes 
is  one  of  the  oldest  routine  procedures  in 
the  examination  of  the  blood.  Very  often  in 
the  course  of  given  diseases  the  presence  or 
absence  of  active  suppurative  foci,  and  other 
prognostic  signs  can  be  gathered  from  the  enu¬ 
meration  of  the  white  blood  cells.  Leucocytosis, 
or  an  increase  above  the  normal  number  of 
leucocytes,  may  be  classified  as  physiologic  and 
pathologic  leucocytosis.  The  normal  leucocyte 
count  for  adults  is  accepted  as  from  5,000  to 
10,000  per  c.m.  In  a  new-born  child  the  leuco¬ 
cytes  usually  run  from  15,000  to  20,000  per  c.m. 


After  the  first  or  second  week  of  age,  the  num¬ 
ber  of  leucocytes  may  vary  from  10,000  to 
15,000  per  c.m.  This  count  extends  through  the 
first  few  years  of  childhood.  It  is  important, 
therefore,  to  keep  in  mind  that  in  taking  speci¬ 
mens  of  blood  from  a  child,  a  higher  normal 
leucocyte  content  is  found.  In  the  study  of 
adult  blood,  if  the  count  is  below  5,000  a  leuko¬ 
penia  is  regarded  as  present,  while  a  count 
above  10,000  or  11,000  is  accepted  as  a  leuko¬ 
cytosis. 

Physiologic  leukocytosis  may  be  found  during 
digestion,  after  cold  baths,  frequent  exercises, 
and  during  pregnancy ;  therefore,  it  is  important 
that  these  facts  be  kept  in  mind.  Blood  speci¬ 
mens  should  not  be  taken  immediately  after  a 
hearty  meal. 

Pathologic^,  leukocytosis  is  present  in  many  in¬ 
fectious  processes.  Ordinarily  the  term  leuko¬ 
cytosis  refers  to  an  increase  in  the  polymorph¬ 
onuclear  leucocytes.  The  polymorphonuclear 
leucocyte  is  found  in  increased  numbers  during 
most  inflammatory  processes  and  in  all  inflam¬ 
matory  conditions  in  which  suppuration  is  pres¬ 
ent.  Pathologic  leukocytosis  will  be  taken  up 
more  in  detail  under  the  consideration  of  the 
various  forms  of  leukocytes. 

BLOOD  PLATELETS 

The  normal  blood  platelet  count  usually  ranges 
from  225,000  to  350,000  per  c.m.  It  is  stated 
that  in  normal  individuals  a  fairly  constant  count 
may  be  obtained.  While  the  origin  and  structure 
of  blood  platelets,  or  thrombocytes,  are  not  thor¬ 
oughly  understood,  it  is  possible  that  they  may 
represent  elements  derived  from  the  leukocytes 
or  plasma.  There  seems  to  be  no  constant  re¬ 
lation  between  the  leukocyte  count  and  the  plate¬ 
let  count. 

The  blood  plates  are  increased  in  most  chronic 
diseases,  like  tuberculosis  and  syphilis.  They 
are  also  increased  during  fevers.  During  the 
decline  of  a  fever,  the  blood  platelets  decrease 
in  number.  The  number  of  blood  plates  is  re¬ 
latively  low  in  pernicious  anemia,  secondary 
anemia  and  lymphatic  leukemia.  In  myelogenous 
leukemia  the  platelet  count  may  run  as  high  as 
800,000  per  c.m. 

Much  additional  study  should  be  devoted  to 
blood  platelets,  their  number,  and  the  significance 
of  decrease  or  increase  in  number.  Zeller* 
finds  considerable  difference  in  the  number  of 
blood  plates,  in  various  pathological  conditions. 

Rees  and  Ecker  report  an  improved  method 
for  counting  blood  platelets. 
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A  FURTHER  EFFORT  TO  ELIMINATE 
QUACKERY 

The  recent  expose  of  thd  diploma  mills  has 
started  a  general  discussion  as  to  whether  these 
mills  are  all  located  in  Missouri  or  whether  they 
are  scattered  all  over  the  United  States.  The 
supposition  is  that  there  are  more  than  two  or 
three  places  where  diplomas  can  be  purchased. 
Then,  too,  the  Executive  Committee  of  the  Amer¬ 
ican  Medical  Association  has  determined  to 
assist  in  every  possible  manner  the  extermina¬ 
tion  of  the  medical  quack,  and  is  urging  the 
various  states  to  search  out  and  prosecute  men 
practicing  medicine  without  a  license.  This  ef¬ 
fort  is  to  be  commended,  but  there  are  doubtless 
many  states  like  Minnesota  that  hesitate,  through 
their  boards  of  examiners,  to  prosecute  men  who 
are  disqualified  or  unqualified  to  practice  med¬ 
icine  and  the  main  difficulty  is  the  lack  of  funds 
for  this  purpose.  The  further  difficulty  is  in 
getting  the  county  attorney  sufficiently  interested 
to  go  after  the  man  who  is  seemingly  quiet,  and 
yet  is  doing  a  lot  of  harm  in  the  practice  of  med¬ 
icine.  He  can  go  after  an  abortionist  without 
any  trouble  and  without  any  delay,  but  the  man 
who  is  dilly-dallying  in  medicine  and  who  at 
heart  is  a  quack  is  the  man  he  hesitates  to 
prosecute.  There  are  a  number  of  graduates 
from  minor  schools  having  low  standards,  but 
these  schools  are  limited  to  five  while  those  that 
are  in  the  Class  A  list,  at  the  highest,  or  Class 
B  list,  of  sufficient  importance,  number  seventy- 


six.  Someone  has  suggested  (probably  has 
estimated)  that  there  are  25,000  medical  im¬ 
posters  or  poorly  qualified  physicians,  but  the 
number  is  vastly  overstated,  and  it  probably  is 
very  much  less,  unless  we  count  in  the  various 
cults  which  are  on  the  borderline  in  the  practice 
of  medicine.  Some  of  these  stubborn  cults  are 
still  doing  a  great  deal  of  damage,  particularly 
the  so-called  religious  cults.  It  is  very  difficult 
to  either  investigate  their  methods  or  to  prose¬ 
cute  them  because  of  the  feeling  that  it  is  their 
religion.  Only  very  recently  a  case  has  been 
brought  to  the  attention  of  the  public  and  the 
City  Health  Department,  that  of  a  child  suffer¬ 
ing  from  itch.  This  child  has  been  under  the 
care  of  a  non-medical  healer  for  four  or  five 
months,  and  quite  naturally  has  been  excluded 
from  the  public  schools.  The  Health  Depart¬ 
ment  finally  investigated  it,  and  are  positive  that 
the  child  has  itch ;  and  it  is  quite  likely  that 
some  other  members  of  the  family  have  been 
infected  by  scabies.  The  child  was  recently 
seen  by  a  specialist  who  declared  it  a  curable 
case  in  spite  of  the  fact  that  it  had  been  neglected 
and  untreated  because  of  a  religious  belief.  It 
seems  the  case  has  now  come  into  court,  and 
is  likely  to  stir  up  quite  a  bit  of  controversy, 
which  may  do  the  public  good  if  the  newspapers 
will  only  print  the  facts  and  not  call  it  a  persecu¬ 
tion  of  a  religious  sect. 

Another  case  has  also  recently  come  up,  where 
a  child  was  denied  the  services  of  a  physician 
until  within  two  or  three  hours  of  its  death. 
This  is  a  common  practice  among  members  of 
a  certain  religious-healing  sect.  They  maintain 
that  there  is  no  illness,  that  there  is  no  cause 
for  alarm,  and  they  go  on  treating  a  disease, 
frequently  of  a  communicable  t3'pe,  and  then  at 
the  approach  of  death  they  call  in  a  physician 
to  save  themselves  from  a  coroner’s  inquiry. 
It  is  rather  singular  that  people  of  supposed  in¬ 
telligence  will  permit  this  sort  of  thing,  but  they 
do,  and  they  probably  will  do  so  until  enough 
of  the  family  is  exterminated  by  disease  so  that 
they  will  eventually  be  brought  to  their  senses 
and  employ  a  physician.  The  world  is  still 
bigoted,  the  cults  are  defiant,  and  the  doctor  is 
still  ridiculed,  lied  about,  sworn  at,  knocked, 
cussed,  and  beaten,  and  the  only  reason  he  is 
still  here  is  that  he  wants  to  see  “what-in-hell’s” 
going  to  happen  next !  He  is  a  brave  man  as  a 
rule.  He  does  not  often  show  himself  a  slacker, 
and  he  is  still  endeavoring  to  do  his  best  for 
humanity.  He  makes  all  sorts  of  allowances 
for  the  whims  and  idiosyncrasies  of  the  people. 
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he  puts  up  with  the  claims  of  untalented, 
smoothes  over  many  of  the  family  problems, 
and  goes  on  in  the  earnest  practice  of  medicine. 

It  will  take  a  long  time  to  get  rid  of  these 
quacks,  even  if  all  the  States  join  in  the  effort 
to  exterminate  them.  The  people  still  like  to 
be  humbugged  and  Barnum  knew  what  he  was 
talking  about  when  he  was  in  the  show  business. 
But  the  most  degrading  situation  in  the  selling 
of  diplomas  is  the  fact  that  a  man  will  prostitute 
himself  for  pay,  and  go  before  the  examining 
board,  pass  his  examination  under  an  assumed 
name,  and  then  turn  the  purchased  diploma  over 
to  a  man  who  is  a  born  quack. 

ANOTHER  VIEWPOINT  OF  THE  ^lED- 
ICAL  EXPERT 

The  following  is  a  letter  sent  us  by  a  man 
who  is  frequently  called  upon  as  an  expert  in 
court,  in  order  that  the  medical  profession  may 
see  that,  occasionally,  the  expert’s  evidence  is 
appreciated.  This  occurs  so  rarely  we  are  pre¬ 
senting  the  letter: 

Editor  of  Tiir.  Journal-Lancet. 

Dear  Doctor: 

I  have  Iiad  occasion  to  be  in  court  five  times 
during  the  past  two  weeks,  once  for  the  plaintiff 
and  four  times  for  the  defendant.  These  were  all 
fairly  important  cases,  and  in  each  case  a  number 
of  medical  experts  were  on  hand  both  “for  and 
agin.”  In  four  of  these  cases,  the  first  medical  testi¬ 
mony  given  was  accepted  by  both  sides  without 
question  as  a  fair  and  impartial  statement  of  the 
medical  facts  and  findings,  and  in  the  other  case  the 
medical  testimony  varied  so  little  that  it  was  a 
w'aste  of  time  and  effort  in  repetition.  In  one  of 
these  cases,  one  of  the  attorneys  openly  addressed 
the  court  and  jury  and  complimented  the  attending 
surgeon  in  the  case  that  his  testimony  was  accepted 
without  question,  and  that  all  the  exeperts  in  this 
large  case  had  agreed  both  in  the  treatment  of 
the  case  and  in  the  statement  of  the  final  result. 
He  said  further,  “I  consider  this  a  distinct  compli¬ 
ment  to  the  medical  profession.” 

It  occurs  to  me  that  this  is  one  answer  to  the 
anxiety  shown  by  our  profession  because  of  the 
apparent  or  real  loss  of  public  confidence  as  ex¬ 
pressed  recently  in  one  of  your  editorials.  Here 
was  a  real  lesson  to  the  public  that  doctors  can 
sometimes  agree  in  findings,  diagnosis,  and  prog¬ 
nosis,  and  are  not  influenced  by  any  other  motives 
than  to  speak  the  truth  when  called  into  court. 

The  best  propaganda,  in  my  judgment,  for  the 
restoration  of  public  confidence  in  the  medical 
profession,  consists  of  our  works  and  not  our  pro¬ 
testations. 

Yours  truly. 

Anything  that  will  as.sist  the  medical  expert 
to  present  uniformly  satisfactory  testiinony  is 
worth  while,  and  any  encouragement  from  the 
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bench  or  the  attorneys,  or  the  jury,  should  be 
likewise  accepted  with  gratitude. 

The  general  impression  still  prevails  that  the 
medical  man  can  be  bought  for  a  price,  and 
that  he  will  testify  to  anything  that  his  attorney 
is  tr\ing  to  prove.  The  above  letter  shows  the 
exceptional  case. 

It  is  necessary,  too,  that  the  attorney  for 
either  side  in  court  should  at  least  try  to  bring 
out  the  whole  substance  of  what  is  in  contro¬ 
versy  ;  and  yet  we  medical  men  are  frequently 
told  that  the  legal  questions  are  much  more  im¬ 
portant  than  the  medical  question ;  hence  the 
attorney  can  often  confuse  the  expert  and  the 
jury  by  his  camouflage  of  the  question  under 
dispute,  or  he  can  simply  talk  and  confuse  the 
jury  by  dwelling  upon  something  that  has  really 
nothing  to  do  with  the  case. 

A  further  reason  for  printing  this  letter  is  that 
it  may  inspire  some  other  doctor  to  be  honest 
and  trustworthy  and  may  encourage  him  to 
present  his  expert  testimony  without  exaggera¬ 
tion  or  in  any  way  attempting  to  cloud  the  issue, 
and  to  be  fair,  outspoken,  and  outright;  and 
when  that  is  done  the  medical  expert  will  stand 
in  a  much  better  light  before  the  court  and  the 
j  urv . 

THE  ELECTRON  THEORY 

The  electron  theory,  or,  as  it  is  called,  the 
corpuscular  theory,  is  the  very  ingenious  theory 
upon  which  the  Abrams  treatment  was  founded, 
the  physical  theory  that  the  atoms  of  the  body 
are  composite  systems  consisting,  in  part,  at 
least,  of  corpuscles  of  a  still  higher  order  of 
minuteness.  The  theory  has  heretofore  con¬ 
cerned  itself  mainly  with  the  study  of  one  special 
form  of  corpuscle  which  is  exceedingly  prom¬ 
inent  in  subatomic  phenomena,  and  which  ap¬ 
pears  to  constitute  a  sort  of  basic  and  omni¬ 
present  structural  element  in  the  architecture  of 
material  atoms  of  all  kinds,  inasmuch  as  it  has 
identically  the  same  properties  in  every  respect, 
whatever  the  kind  of  matter  from  which  it  is 
obtained.  (So  says  the  Americana.) 

Now,  if  we  go  on  to  investigate  this  theory 
we  find  that  each  corpuscle  carries  a  certain 
definite  and  constant  charge  of  negative  elec¬ 
tricity;  and,  again,  this  applies  to  any  kind  of 
matter.  Many  authorities  believe  that  the  cor¬ 
puscles  are,  in  fact,  like  isolated,  disembodied 
electric  charges.  An  atoni  is  supposed  to  consist 
of  a  certain  nuniber  of  these  negative  corpuscles, 
assoejated  in  soine  definite  way  with  a  positive 
eleptrified  nucleus ;  consequently  the  nucleus  and 
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the  cell  itself  of  a  corpuscle  neutralize  the  effect 
of  the  positive  electrification. 

One  might  go  on  and  add  to  this  theory  by 
dividing  it  again  into  smaller. bodies  or  corpuscles 
and  yet  not  arrive  at  the  foundation  of  what 
the  electron  theory  covers  except  as  one  studies 
it,  or  imagines  it,  more  likely ;  and  thus  any 
sort  of  a  theory  may  be  attributed  to  electronic 
action. 

Many  of  the  world’s  greatest  men  have  studied 
this  theory,  among  them  Millikan,  Stoney,  Lord 
Kelvin  (although  he  substitutes  the  term  elec- 
trion  for  electron),  and  J.  J.  Thompson,  as  well 
as  numerous  others.  It  is  not  new,  but  is  very 
old.  Crookes  had  much  to  do  with  the  develop¬ 
ment  of  a  theory  which  is  called  the  “charged- 
particle  theory,”  and  which  is  more  or  less  in¬ 
volved  in  the  activity  of  the  Crookes’  tubes. 
Rontgen,  in  the  study  of  this  same  theory, 
evolved  the  .^r-rays.  But  to  indicate  all  of  the 
bearings  and  relations  of  the  electron  theory 
to  this  world’s  activities  would  require  a  large 
volume  of  reading  matter,  consequently  it  is 
impossible  to  do  anything  but  refer  to  it  in  a 
very  superficial  manner.  And  yet  all  of  these 
men  who  are  investigating  electrical  responses, 
reactions,  and  combinations  are  still  uncertain 
as  to  its  value.  However,  we  have  before  us, 
according  to  the  newspaper  accounts,  men  who 
are  meeting  and  forming  what  is  known  as  “The 
Middle  States  Society  of  Electronic  Medicine,” 
and  their  theory  is  that  “electric  leakage”  from 
normal  tissue  cells  is  the  cause  of  all  disease; 
and  to  cure  this  disease  the  cells  must  be  in¬ 
sulated  or  recharged  in  order  to  restore  the 
missing  electrons.  The  quotation  goes  on  to 
state  that  British  army  surgeons  during  the  war 
had  successfully  insulated  wounds  with  paraffin! 
What  relation  this  bears  to  the  electron  theory 
is  for  one  of  the  great  minds  to  explain.  Here 
is  evidently  the  basis  upon  which  Abrams  has 
brought  his  theory  into  such  prominence. 

We  also  are  told  that  this  electron  theory  is 
very  closely  associated  with  the  molecular  the¬ 
ory,  radiation,  and  radio-activity;  and,  although 
it  seems  as  if  this  subject  were  almost  impossible 
to  elucidate,  some  of  our  ordinarily  educated 
men  are  using  it  for  the  advancement  of  science. 
It  may  be  just  as  good  as  some  of  our  medical 
theories,  but  it  is  more  mysterious  than  pathology 
or  chemistry,  or  many  of  the  ideas  which  are 
combed  out  of  the  minds  of  the  commercialists. 
It  will  not  be  long  before  the  electron  theory 
will  be  a  household  word  and  will  be  transmitted 


at  the  various  radio  stations,  and  the  whole  world 
will  soon  have  as  much  knowledge  of  what  this 
radio-activity  theory  is  as  those  who  are  promul¬ 
gating  it — they  won’t  know  any  more  about  it 
than  they  do  now. 

The  lesson  of  this  short  tale  is  to  study  med¬ 
icine,  medical  science,  from  a  rational  and  sen¬ 
sible  point  of  view,  and  get  down  to  the  basis 
of  things  that  are  sensible,  simple,  and  health¬ 
giving  without  wandering  into  the  maze  of 
theories  which  are  so  confusing  and  so  unsat¬ 
isfactory,  and  yet  seem  to  carry  great  weight 
with  immature  minds. 
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Excursions  Into  Surgical  Subjfxts'  By  John  B. 
Deavcr,  M.D.,  Emeritus  Professor  of  Surgery, 
University  of  Pennsylvania;  Surgeon-in-chief, 
Lankenau  Hospital,  Philadelphia;  and  Stanley  P. 
Rieman,  M.D.,  Assistant  Professor  of  Experi¬ 
mental  Pathology,  University  of  Pennsylvania; 
Chief  of  the  Department  of  Pathology  and  Bacteri¬ 
ology,  Lankenau  Hospital,  Philadelphia.  Octavo 
volume  of  188  pages  and  30  illustrations.  Phila¬ 
delphia  and  London:  W.  B.  Saunders  Companv, 
1923.  Cloth,  $4.50  net. 

“Excursions  into  surgical  subjects”  is  certainly 
an  appropriate  title  because  these  sketches  are  not 
only  short,  like  excursions  in  the  true  sense  of  the 
word,  but  afford  a  great  deal  of  pleasure  to  the 
reader.  The  essays  of  Deaver  and  Reimann  are 
snappy,  full  of  information,  well  worded,  and  appeal 
to  the  imagination  of  the  reader.  Everyone  in  the 
profession,  whether  it  be  the  junior  medical  student 
or  the  venerable  professor  of  medicine  or  surgery, 
will  have  plenty  of  food  for  thought. 

The  clinical  discussions  are  confined  to  lesions 
in  the  abdominal  cavity.  The  discussion  on  peptic 
ulcer  consumes  over  one-third  of  the  volume.  Dr. 
Deaver  developed  the  subject  on  peptic  ulcer  in  an 
excellent  manner.  He  takes  up  the  historical  de¬ 
velopment  of  our  knowledge  on  peptic  ulcer,  and 
gives  a'  well-constructed  resume  of  the  clinical  find¬ 
ings  in  ulcer.  He  aiscusses  the  treatment  in  detail, 
and  gives  his  personal  reasons  for  choice  of  one  or 
another  type  of  surgical  procedure.  Throughout 
the  chapter,  and  in  fact  throughout  the  book,  one 
feels  the  personality  of  the  authors  well  portrayed. 
The  discussions  are  pregnant  with  suggestions  few 
further  work  on  topics  which  are  still  unsettled. 
The  volume  is  truly  written,  “to  stimulate  continued 
inquiry  and  investigation  in  the  byways  of  surgery, 
and  thus  open  up  and  develop  new  paths  which  may 
perhaps  become  land  marks  for  future  travelers.” 

The  pathologic  aspects  are  discussed  by  Dr. 
Reimann.  The  problems  brought  forth  are  in  con¬ 
nection  with  “living  pathology,”  in  other  words 
morbid  physiology.  Reimann  is  also  full  of  sug¬ 
gestions  for  future  work  on  many  problems,  such 
as  the  cause  of  injury  to  gastric  or  duodenal  mucosa. 
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the  etiology  of  gastric  carcinoma,  the  function  of 
the  gall-bladder,  the  mechanism  of  the  opening  and 
closure  of  the  papilla  of  Vater,  etc. 

Uunder  the  heading  of  “Jaundice”  Deaver  dilates 
on  the  etiology  of  jaundice,  and  takes  up  Hanot’s 
cirrhosis,  which  he  calls  “probably  the  final  stage 
of  Banti’s  disease.”  He  discusses  splenectomy  and 
gives  his  technic  for  the  operation.  This  chapter 
takes  up,  in  a  round-about  manner,  topics  related 
to  jaundice,  and  is  concluded  as  follows:  “So  we 
have  travelled  a  rather  circuitous  route  from  jaun¬ 
dice  to  splenectomy,  we  have  in  reality,  not  deviated 
so  much  as  at  first  glance  would  seem  evident.” 

The  chapter  on  “Diseases  of  the  Bile  Tract” 
covers  thirty-two  pages  of  very  interesting  reading. 
Deaver  discusses  the  most  recent  w’ork  on  chole¬ 
cystitis  and  includes  a  discussion  on  the  work  of 
Evarts  Graham  and  his  associates.  He  gives  a 
strong  plea  for  cholecystectomy  on  the  basis  of 
these  recent  findings.  He  discusses  the  clincal  as¬ 
pects  of  biliary  tract  disease  and  gives  an  excellent 
grouping  of  the  symptomatology.  The  relation  of 
pancreatic  disease  to  cholecystitis  is  discussed  and 
the  experimental  findings  of  Reimann  in  this  con¬ 
nection  are  interesting  and  of  great  value. 

The  chapter  on  the  trials,  tribulations,  and  joys 
of  a  surgeon  is  full  of  suggestions  for  avoiding  many 
sad  experiences.  Moynihan’s  “the  ritual  of  an  oper¬ 
ation”  is  discussed  in  some  detail.  A  strong  plea 
is  made  for  closer  co-operation  between  the  intern¬ 
ist  and  the  surgeon. 

The  discussion  on  surgical  conditions  of  the  in¬ 
testinal  tract  is  limited  to  inflammatory  lesions, 
malignancy,  and  tuberculosis.  Deaver  takes  ad¬ 
vantage  of  this  opportunity  and  brings  a  formidable 
attack  on  the  appendix.  “It  would  be  quite  un¬ 
natural,”  he  says,  “and  contrary  to  the  habits  of  my 
surgical  life  were  I  to  miss  an  opportunity  to  have 
a  dig,,  if  only  in  a  figurative  sense,  at  that  inoffen¬ 
sive-looking  organ,  which  is  so  deceptive  and  poten¬ 
tially  harmful,  and  which,  excepting  the  tonsils,  has 
become  the  most  frequent  sacrificial  offering  of  the 
human  body  to  the  god  of  prophylaxis.” 

Pasteur  is  given  a  great  tribute  for  his  researches, 
which  revolutionized  medicine,  chemistry,  physics, 
and  agriculture.  The  chapter  on  medical  education 
is  written  as  a  plea  for  the  production  of  more 
practical  physicians.  Research  is  regarded  as  a 
speciality  by  Deaver,  and,  according  to  him,  should 
have  a  place  in  the  curriculum  of  the  postgraduate 
school  of  medicine.  Under  the  title  “Living  Pa¬ 
thology”  the  author  tries  to  emphasize  the  import¬ 
ance  of  the  presence  at  the  operating-table,  not 
only  of  the  internist,  but  also  of  the  pathologist. 
Many  strong  arguments  are  produced  to  support 
this  view  point. 

— Mixas  Joannides,  M.  D. 

Legal  Medicine  and  Toxicology.  Edited  by  Frederick 
Peterson,  M.D.,  Manager  Craig  Colony  for  Epi¬ 
leptics;  and  Walter  S.  Haines,  M.D.,  late  Profes¬ 
sor  of  Chemistry,  Materia  Medica  and  Toxicology, 
Rush  Medical  College;  Second  Edition.  Two 
octavo  volumes,  2,268  pages;  334  illustrations,  in¬ 
cluding  10  insets  in  colors.  Philadelphia  and 
I.ondon:  W.  B.  Sanders  Company,  1923. 

The  recently  graduated  medical  practitioner  often 


feels  handicapped  to  cope  with  situations  that  have 
a  scope  beyond  the  consultation  room  or  bedside. 
His  own  right  and  obligations  under  the  law  and 
the  state’s  interests  must  receive  his  considerations. 
These  two  volumes  treat  particularly  the  diseases 
that  bring  the  physician  in  close  relationship  with 
the  state  and  its  laws. 

Volume  I  contains  liscourses  on  conditions  and 
diseases  of  particular  interest  to  the  clinical  man, 
while  Volume  LI  is  devoted  to  toxicology  and  posi¬ 
tions  of  legal  medicine,  in  which  laboratory  investi¬ 
gation  is  an  essential  feature.  Forty-two  investi¬ 
gators  and  clinicians  contribute  to  the  entire  text. 

The  majority  of  contributions  are  quite  compre¬ 
hensive.  As  an  example,  the  subject,  “Mental  Dis¬ 
orders  in  Medicolegal  Relations”  is  'worthy  for 
reference  as  a  concise  yet  adequate  reference  to  the 
busy  general  practitioner.  “Legal  Medicine  and 
Toxicology”  is  essentially  practical,  and  should  prove 
a  worth-while  addition  to  the  doctors  bookshelf. 

— J.  C.  Michael,  M.D. 

Collected  Papers  of  the  Mayo  Clinic,  Rochester, 
Minnesota,  Volume  XLV,  1922.  Edited  by  Mrs. 
M.  H.  Mellish.  Cloth.  Price  $13  net.  Pp.  1,394, 
with  488  illustrations.  Philadelphia:  W.  B.  Saund¬ 
ers  Company,  1923. 

A  volume  of  1,346  pages.  Many  interesting  articles 
appear  pertaining  to  the  elimentary  tract,  urogeni¬ 
tal  organs,  ductless  glands,  blood  and  circulatory 
organs,  skin  and  syphilis,  head,  trunk,  and  extrem¬ 
ities,  brain  and  spinal  cord  and  nerves,  organic  and 
physiologic  chemistry,  miscellaneous  articles  rela¬ 
tive  to  basal  metabolism;  .r-ray  from  the  standpoint 
of  diagnosis  and  treatment;  pathology;  diabetes. 
Technic  with  special  reference  to  well-illustrated 
articles  on  transverse  nerveblock  anesthesia  in  sur¬ 
gery  of  pelvic  floor  and  viscera;  and  the  use  of 
paravertebral  nerve  block  anesthesia  in  general  sur- 
gery. 

There  are  numerous  .v-ray  cuts  illustrating  lesions 
in  kidneys  and  ureters,  in  lungs,  in  colon,  and  in 
stomach.  Operative  technic  is  well  illustrated  by 
many  diagnosis.  The  volume  describes  the  latest 
methods  relative  to  pathology,  diagnosis,  and  treat¬ 
ment. 

— E.  D.  Simpson,  M.D. 

Surgical  Clinics  of  North  America.  August,  1923. 
Vol.  3,  Number  4.  Chicago  Number.  Published 
Bimonthly  by  W.  B.  Saunders  Company,  Phila¬ 
delphia  and  London.  Price  per  year,  $12.00. 

This  issue  gives  a  sufficient  range  of  subjects  to 
attract  the  most  specialized  surgeon,  with  a  few 
of  the  rarities,  such  as  pancreatic  cyst,  actimomyco- 
sis  of  the  kidney,  endothelioma  of  the  meninges,  and 
perhaps  mixed  tumour  of  the  parotid  there  are  the 
more  common  surgical  conditions  of  the  gall¬ 
bladder,  kidney,  stomach,  bowel  and  bladder.  A 
compression  operation  for  pulmonary  tubercolosis, 
transpleural  drainage  of  subphrenic  abscess,  ortho¬ 
pedic  prccedures,  and  vaginal  hysterectomy  for 
fibroids  complete  the  list. 

Many  of  the  articles  are  accompanied  by  illustra¬ 
tions;  especially  good  are  those  depicting  paraverte¬ 
bral  anesthesia,  gall-bladder,  and  kidney  technic. 

— J.  H.  Simons,  M.D. 
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Tkxt-Book  of  Tiikrapeutics  Including  the  Essen¬ 
tials  OF  Pharmacology  and  IMateria  jMedica.  By 
A.  A.  Stevens,  M.D.,  Professor  of  Applied  Thera¬ 
peutics,  University  of  Pennsylvania,  Philadelphia. 
Sixth  edition,  entirely  reset.  Octavo  of  793  pages. 
I’hiladelphia  and  London;  W.  B.  Saunders  Com¬ 
pany,  1923.  Cloth.  $6.25  net. 

This  book  is  very  well  and  clcarh"  written.  All 
drugs  arc  described  in  detail  and  arc  classified  ac¬ 
cording  to  their  pharmacologic  action  and  use. 
Many  drugs  that  have  come  into  use  in  the  last  few 
years  are  described  for  the  first  time.  Among  these 
arc  benzyl  benzoate,  thromboplastin,  cmetin,  acid 
sodium  phosphate,  yeast,  luminal,  atophan,  scarlet 
red,  acriflavin,  and  quinidin. 

Practical  applications  of  drugs  are  clearly  indi¬ 
cated.  It  contains  also  a  useful  chapter  on  electric¬ 
ity,  hydrotherapy,  message  and  actinothcrapy. 

The  section  on  applied  therapeutics  takes  up  dis¬ 
eases  in  their  order  and  outlines  in  detail  their 
management  by  drugs,  diet,  hygienic,  and  physical 
measures. 

This  volume  should  be  of  great  service  to  the 
student  as  a  text-book  and  to  the  practitioner  as 
a  reference  work. 

— .A..  A.  \AThlrabe,  M.D. 


NEWS  ITEMS 


Dr.  V.  S.  Irvine,  of  Lankin,  N.  D.,  has  moved 
to  Park  River,  N.  D. 

Dr.  F.  F.  Lang  has  moved  from  Lansford, 
N.  D.,  to  Danville,  Ill. 

Dr.  F.  M.  Baldwin  has  moved  from  Redfield, 
S.  D.,  to  Los  Angeles,  Calif. 

Dr.  A.  S.  Nicholson  has  moved  from  Willis- 
ton,  N.  D.,  to  Glasgow,  Mont. 

Dr.  Trygve  Oftedal,  formerly  of  Fargo,  N.  D., 
and  late  of  Minneapolis,  has  located  in  Conde, 

S.  D. 

The  new  Nurses’  Home  of  St.  Francis’  Hos¬ 
pital  of  Breckenridge  was  opened  with  interest¬ 
ing  ceremonies  last  month. 

Dr.  A.  T.  Bigelow,  a  veteran  of  the  Civil 
War,  who  practiced  medicine  in  St.  Paul  in 
early  days,  died  in  Florida  last  month. 

Major  L.  L.  Ten  Brock,  of  the  U.  S.  Medical 
Reserve  Corps,  has  been  assigned  to  the  Seventh 
Corps  with  headquarters  in  Minneapolis. 

Dr.  H.  J.  Skelton,  of  Spencer,  Neb.,  a  part 
of  whose  practice  was  across  the  state  line  in 
.South  Dakota,  died  last  mpnth  at  the  agq  qf  56. 

Dr.  A.  E.  Wilcqx,  qf  Minneapqlis,  read  a 
paper  on  “Fractures”  at  the  annual  meeting  qf 
the  Dqriglas  Cqunty  Medical  Sqpiety  last  month. 


Dr.  J.  S.  Whitson,  of  Streeter,  N.  D.,  has 
purchased  the  practice  of  Dr.  A.  J.  Ostrander, 
of  Enderlin,  N.  D.  Dr.  Ostrander  has  moved 
to  Eugenie,  Oregon. 

Dr.  D.  Edmund  Smith,  of  Minneapolis,  died 
on  December  15th  at  the  age  of  56.  Dr.  Smith 
graduated  from  Rush  Medical  in  the  class  of 
’94,  and  began  practice  in  Minneapolis  the  next 
year. 

The  medical  practice  acts  of  Minnesota  and 
the  Dakotas  have  proven  a  barrier  to  men  seek¬ 
ing  licenses  here  on  diplomas  from  the  fake  and 
the  low-grade  medical  schools  of  Kansas  and 
Missouri. 

The  City  of  Minneapolis  will  soon  take  action 
to  protect  physicians  in  case  damage  suits  are 
brought  against  them  while  they  are  engaged 
in  free  work  for  the  City  in  City  hospitals  and 
other  institutions. 

Major  J.  F.  Presnell,  of  the  U.  .S.  Army  Med¬ 
ical  Corps,  now  located  at  Carlisle,  Penn.,  has 
been  ordered  to  the  Northwest  as  inspector  of 
the  National  Guard  units  in  Minnesota,  North 
and  South  Dakota. 

Dr.  A.  A.  Whittemore,  .State  Health  Officer 
of  North’  Dakota,  has  designated  February  8, 
as  physical  inspection  day  for  the  public  school 
pupils  of  North  Dakota.  Teachers  and  county 
nurses  will  conduct  the  work  on  that  day. 

Tw'enty-two  of  the  students  who  graduated 
from  the  Medical  School  of  the  University  of 
Minnesota  last  month,  have  been  awarded  fel¬ 
lowships  by  the  Mayo  Foundation  and  will  go 
to  Rochester  for  graduate  study  and  research 
work. 

The  Oconomowoc  Health  Resort  of  Oconomo- 
woc,  Wisconsin,  has  opened  a  department  of 
occupational  therapy  for  its  patients.  A  new 
building  has  been  instructed  and  equipped  for 
this  purpose  and  women  teachers  have  been 
appointed. 

Drs.  W.  G.  Brown  and  G.  A.  Carpenter,  of 
Fargo,  N.  D.,  spoke  before  the  Commons  Club 
of  that  city  at  the  Club’s  monthly  dinner  last 
month.  The  former  spoke  on  leprosy  and  the 
latter  on  diabetes,  especially  on  the  modern 
treatment  qf  these  diseases. 

Dr.  Rqy  M.  WheeRi'  has  dispqsqd  qf  his  in¬ 
terest  in  the  Hot  Springs  (S.  D.)  Clinic,  and 
will  spencl  the  winter  in  Chicago  ip  the  further 
stpdy  of  radiology,  in  which  |ihe  he  has  special- 
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ized  for  several  years.  He  expects  to  return 
to  the  Northwest  and  locate  here. 

The  Cass  County  Medical  Association  held 
its  annual  meeting  in  Fargo,  N.  U.,  December 
21.  After  the  program  the  following  officers 
for  the  current  year  were  elected :  President, 
Dr.  Kent  Darrow ;  vice-president.  Dr.  J.  J. 
Heimark;  secretary-treasurer.  Dr.  G.  A.  Larson, 
all  of  Fargo. 

The  Watonwan  County  Medical  Society  elected 
the  following  officers  at  its  annual  meeting  held 
at  Madelia  last  month ;  President,  Dr.  F.  L. 
Bregel,  St.  James;  vice-president.  Dr.  O.  E. 
Hagen,  Butterfield;  secretary-treasurer,  Dr.  H. 
B.  Grimes,  Madelia;  delegate.  Dr.  O.  H.  Tern- 
strom,  St.  James. 

The  Steele  County  Medical  Society  held  its 
annual  meeting  in  Owatonna  last  month,  when 
the  following  officers  were  elected  for  1924: 
President,  Dr.  F.  M.  Smersh,  Owatonna;  vice- 
president,  Dr.  Benedict  Melby,  Blooming  Prairie ; 
secretary.  Dr.  A.  B.  Hart,  Owatonna;  treasurer, 
Dr.  F.  M.  Smersh,  Owatonna. 

The  Northwestern  Hospital  of  Minneapolis 
will  start  a  drive  next  week  to  raise  $500,000 
with  which  to  enlarge  its  building.  This  “drive” 
and  the  one  on  in  St.  Paul  to  raise  $1,000,000 
for  a  new  building  for  the  Baptist  hospital  plant 
of  that  city,  will  db  much  to  encourage  other 
Northwestern  cities  to  meet  their  hospital  needs. 

At  the  annual  meeting  of  the  North  Central 
Branch  of  the  American  LTrological  Association, 
held  in  Minneapolis  and  St.  Paul  on  December 
17  and  18,  the  following  officers  were  elected 
for  1924 :  President,  Dr.  Gilbert  J.  Thomas, 
Minneapolis ;  vice-president.  Dr.  W.  F.  Braasch, 
Rochester;  secretary-treasurer.  Dr.  J.  L.  Cren¬ 
shaw,  Rochester. 

Dr.  James  A.  Quinn,  of  St.  Paul,  died  the 
day  after  Christmas  at  the  age  of  67.  Dr.  Quinn 
graduated  from  Columbia,  with  the  class  of  ’80, 
and  soon  afterwards  came  to  St.  Paul,  where 
he  has  practiced  since  that  date.  He  was  the 
chief  surgeon  of  the  Great  Northern  Railway 
Company  for  many  years  and  was  coroner  of 
Ramsey  County  (St.  Paul)  for  three  terms. 

At  the  annual  meeting  of  the  Sioux  Falls 
(S.  D.)  District  Medical  Society  the  following 
officers  were  elected  for  the  current  year :  Presi¬ 
dent,  Dr.  S.  A.  Keller,  Sioux  Falls ;  vice-presi¬ 
dent,  Dr.  P.  R.  Billingsley,  Sioux  Falls ;  secre¬ 
tary-treasurer,  Dr.  D.  R.  Gregory,  Sioux  Falls; 
member  of  board  of  censors.  Dr.  F.  T.  Putnam, 


Sioux  Falls;  delegates.  Dr.  S.  A.  Donahoe,  Dr. 
S.  A.  Keller,  and  Dr.  J.  G.  Parsons,  all  of  Sioux 
Falls. 

The  Sioux  Valley  Eye  and  Ear  Academy  will 
hold  its  midwinter  meeting  at  Sioux  City,  Iowa, 
on  Tuesday,  January  22.  A  fine  program  will 
be  given.  There  will  be  a  banquet  in  the  even¬ 
ing,  followed  by  a  round-table  discussion  of 
interesting  cases.  All  eye  and  ear  men  are 
cordially  invited  to  atend.  Dr.  J.  B.  Naftzger 
and  Dr.  L.  N.  Grosvenor,  of  Huron,  S.  D., 
are  the  president  and  secretary,  respectively,  of 
the  Academy. 

Dr.  R.  G.  Mayer,  formerly  of  Cresbard,  S.  D., 
has  become  head  of  the  Department  of  Urology 
and  Dermatology  of  the  Aberdeen  Clinic.  Dr. 
Mayer,  before  taking  up  his  work  in  the  x\ber- 
deen  Clinic,  spent  several  months  in  special  work 
in  his  line  in  New  York  City.  We  noticed  in 
these  columns  in  our  last  issue  that  Dr.  C.  F. 
Crain  had  joined  the  Clinic  as  head  of  the  De¬ 
partment  of  Medicine.  Dr.  Crain  is  the  son  of 
Dr.  F.  M.  Crain,  one  of  the  best  known  medical 
men  in  South  Dakota. 

PROGRAM  OF  ST.  PAUL  CLINIC  WEEK 

The  clinical  program  will  consist  of  clinics  in  all 
branches  of  medicine  and  surgery  in  the  various 
hospitals  of  the  city,  the  exact  program  will  be 
announced  on  the  bulletin  board  each  afternoon 
preceding. 

Tuesday  Afternoon,  2  i>.  m.  to  6  p.  m. 

Symposium  on  “Intestinal  Obstruction”: 

Etiology  _  _  _  _  ])i-_  E  Jones 

Surgical  Differential  Diagnosis  Dr.  F.  J.  Plondke 
Medical  Conditions  Simulating  Dr.  J.  A.  Lepak 
Treatment  -  -  _  _  Dr.  A.  Mac  Larcn 

“Repair  of  Strictured  and  Missing  Portions  of  Ex¬ 
cretory  Ducts,”  -  Lewis  L.  Me  Arthur, 
M.D.,  Chicago. 

Wednesday  Afternoon,  2  p.  m.  to  6  p.  M. 

Symposium  on  “I^ife  Insurance”: 

Clinical  Contrasted  with  Insurance  Opinion  of  an 
Insurance  Applicant”  -  Dr.  J.  Allen  Patton, 
of  the  Prudential  Life  Insurance  Company 
of  America. 

Examiners’  Relationship  to'  the  Company  and  Its 
Bearing  on  Medical  Selection  -  Dr.  E.  L. 
Grosvenor,  Chief  Medical  jDirector  of  the 
Travelers  of  Hartford. 

Pluerisy  in  Relation  to  Life  Insurance 

Dr.  Robert  L.  Rowley,  Chief  Medical  Director 
of  the  Phoenix  Life  Insurance  Company  of 
America. 

“Reconstructive  Surgery”  -  Harry  E.  Mock,  M.D. 
Chicago. 

7  p.  M.  a  buffet  luncheon  followed  by  an  entertain¬ 
ment. 
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Thursday  Afternoon,  2  p.  m.  to  6  p.  M. 

Symposium  on  “Heart  Irregularities”: 

Classification  _  _  _  Dr.  Harry  Oerting 

Instrumental  Recognition  Dr.  H.  E.  Richardson 

Clinical  Recognition  -  -  Dr.  C.  N.  Hensel 

Prognosis  and  Treatment  Dr.  E.  T.  F.  Richards 
“Problerrts  of  Chronic  Middle-Ear  Suppuration”  - 
George  E.  Shambaugh,  M.D.,  Chicago. 

7  p.  M.  Banquet  of  the  Minnesota  Academy  of  Oph¬ 
thalmology  and  Oto-Laryngology,  at  which 
Dr.  Shambaugh  will  speak  on  “Clinical  Prob¬ 
lems  of  Oto-Laryngology.” 

Friday  Afternoon,  2  p.  M.  to  6  p.  M. 

Symposium  on  “Diseases  of  Kidney  and  Ureter”: 

Etiology  and  Pathology  of  Renal  Disease 

Dr.  E.  >T.  Bell 

Medical  Aspects  of  Renal  and  Ureteral  Diseases 
-  -  -  -  Dr.  E.  T.  Herrmann 

Diagnostic  Methods  in  Renal  and  Ureteral  Dis¬ 
eases  -  -  -  -  Dr.  E.  E.  B.  Foley 

Surgical  Aspects  of  Renal  and  Ureteral  Diseases 

Di'.  A.  Schwyzer 
William  F.  Braasch,  M.D.,  Dept,  of  Urology,  Mayo 
Clinic,  will  give  a  dry  clinic  on  “Prostatism” 
following  the  above  symposium. 

Position  as  Office  Nurse  Wanted 

A  graduate  nurse  with  some  office  experience 
desires  a  position  as  office  nurse;  will  accept  a 
moderate  salary.  Address  412,  care  of  this  office. 

Part  of  Minneapolis  Office  for  Rent 

Private  office  and  use  of  reception-room  with 
Drs.  Weston  and  Willcutt,  801  Physicians  and  Sur¬ 
geons  Building,  Nicollet  and  9th  Street;  Tel.  Geneva 
4783. 

Position  in  Hospital  or  Clinic  Wanted 

A  graduate  nurse  with  experience  desires  a  posi¬ 
tion  in  a  clinic  or  hospital.  Will  go  outside  of  the 
Twin  Cities.  Best  of  references.  Can  do  some  x-ray 
work.  Address  42,  care  of  this  office. 

Splendid  Opening  for  a  Physician 

Who  will  take  up  a  country  practice  in  the  best 
and  pleasantest  town  and  community  in  Central 
Minnesota,  not  far  from  the  Twin  Cities.  For  par¬ 
ticulars,  address  45,  care  of  this  office. 

Position  as  Technician  Wanted 

By  a  woman  with  the  best  of  training  as  a  gen¬ 
eral  laboratory  technician.  Can  give  the  highest 
of  recommendations,  and  will  go  to  any  part  of  the 
Northwest.  Address  47,  care  of  this  office. 

Trial  Case  and  Fitting  Frames  for  Ejxchange 

Complete  trial  case,  fitting  frames,  and  everything 
needed  for  fitting  glasses,  outfit  worth  $100.  Will 
exchange  for  Aloe  Lightning  cabinet  or  Therapeutic 
lamp  in  good  order.  Address  Dr.  A.  H.  Bullock, 
Cushing,  Iowa. 


Position  Wanted 

An  expert  .r'-ray  technician,  with  a  slight  knowl¬ 
edge  of  routine  laboratory  work,  desires  a  position, 
in  the  Twin  Cities  or  the  country,  at  a  moderate 
salary.  Will  assist  in  office  work  or  do  any  kind  of 
work  she  can  handle.  Address  411,  care  of  this  office. 

Hospital  Position  Wanted 

A  graduate  nurse  of  large  experience  in  hospital 
work  and  management,  also  experienced  in  giving 
anesthetics  and  capable  of  making  preliminary  calls 
in  obstetrical  cases,  desires  a  responsible  position 
with  a  hospital  or  dine.  Highest  of  references. 
Address  408,  care  of  this  office. 

Physician’s  Residence  for  Sale  in  St.  Paul 

The  residence  of  the  late  Dr.  von  Cappellen,  at 
1659  East  7th  St.  (formerly  Hazel  Park),  St.  Paul, 
is  for  sale  at  a  low  figure  and  on  easy  terms.  A 
general  practitioner  can  quickly  build  up  a  good 
practice  at  this  point,  and  it  will  grow  rapidly.  Ad¬ 
dress  Mrs.  Frieda  von  Cappellen  at  the  above  ad¬ 
dress. 

Physician’s  Equipment  and  Instruments  for  Sale 

Includes  Allison  table,  oak  instrument  cabinet  full 
of  instruments,  dressing  table,  nebulizing  outfit  with 
motor,  apparatus  for  application  of  hot  air,  thera¬ 
peutic  lamp,  high-frequency  generators,  blood-pres¬ 
sure  apparatus,  specialist’s  chair,  sterilizer,  etc. 
Price  for  quick  sale  $250.  Address  43,  care  of  this 
office. 

Wanted — A  General  Practitioner 

Wanted — A  General  practitioner  who  is  not  in¬ 
clined  to  do  surgery,  but  will  assist  in  major  opera¬ 
tions,  to  locate  in  a  South  Dakota  town  of  1,350  on 
the  C.  M.  &  St.  Paul  Railway,  to  work  with  a  sur¬ 
geon  who  owns  a  private  hospital.  Must  be  a  good 
general  man,  must  be  a  Catholic,  and  must  be  li¬ 
censed  in  South  Dakota.  This  is  positively  an  A 
No.  1  location.  Address  41,  care  of  this  office. 

Physician  Wanted 

Excellent  location  in  central  eastern  North  Da¬ 
kota  now  without  a  physician.  Large  territory  of 
good  agricultural  district  including  several  other 
towns.  Two  railroads  with  good  passenger  service 
contribute  to  practice.  May  move  into  vacated  phy¬ 
sician’s  office  in  connection  with  dentist  if  desired. 
Office  furniture  and  A'-ray  machine  here  for  physi¬ 
cian’s  use.  Nothing  for  sale.  Address  O.  H.  Hoff¬ 
man,  D.D.S.,  Hannaford,  N.  D. 

Small  Minnesota  Hospital  for  Sale 

A  small  up-to-date  hospital  with  surgeon’s  living 
quarters  and  offices  on  first  floor  and  with  hospital 
equipment,  consisting  of  8  hospital  beds,  operating- 
table,  stand,  sterilizer,  chairs,  and  other  appliances, 
on  the  second  floor.  This  hospital  is  located  in  a 
small  town  surrounded  by  good  dairy  farms  and  a 
well-known  summer  resort  only  57  miles  from  Min¬ 
neapolis  on  the  Soo  Line.  Property  can  be  bought 
at  a  great  sacrifice  and  on  satisfactory  terms.  Com¬ 
petition  easy.  Telephone  Geneva  6203  or  write  607 
La  Salle  Building,  Minneapolis. 
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A  PLEA  FOR  THE  STRAIGHT  LIMB  IN  THE  TREATMENT  OF  PATHO¬ 
LOGIC  CONDITIONS  OF  THE  KNEE-JOINT* 

By  Cpiarles  A.  Parker,  M.D. 

Associate  Professor  of  Surgery,  Rush  Medical  College 
CHICAGO,  ILLINOIS 

IMPELLING  FACTOR  IN  THE  PREPARATION  OF  THIS  PAPER 


This  paper  has  been  forcefully  suggested  by 
a  series  of  patients,  mostly  adults,  seeking  ad¬ 
vice  for  chronically  inflamed  knees  that  by  rea¬ 
son  of  their  flexed  and  painful  condition  had 
practically  invalided  their  owners.  Walking  was 
frequently  impossible,  or,  in  the  case  of  single 
knees,  possible  only  with  the  aid  of  crutches. 
These  patients  had  not  been  without  medical  at¬ 
tention, — in  fact,  many  of  them  could  relate  ex¬ 
haustive  histories  of  injections  of  vaccines  and 
serums,  multiple  operations  for  possible  focal 
infections,  divers  forms  of  physiotherapy,  and 
the  use  of  various  braces  and  appliances,  while 
the  necessary  correction  of  the  deformity  was 
consistently  being  neglected. 

This  is  not  said  in  disparagement  of  the  vari¬ 
ous  therapeutic  measures,  used  if  they  were  indi¬ 
cated,  but  to  emphasize  the  futility  of  all  general 
measures  where  there  is  neglect  of  the  necessary 
local  one.  It  is  the  constant  recurrence  of  just 
such  instances  of  futile  treatment  with  the  per¬ 
sistent  neglect  of  local  essentials  that,  as  before 
remarked,  has  impelled  the  preparation  of  this 
paper. 

Some  illustrative  cases  to  be  presented  will 
be  more  instructive  in  the  light  of  certain  gen¬ 
eral  principles  affecting  the  care  of  these  joints 

•Presented  at  the  forty-second  annual  meeting  of  the 
South  Dakota  State  Medical  Association,  Watertown,  S.  D., 
May  23  and  24,  1923. 


and  the  basis  of  all  well-considered  treatment. 

GENERAL  PRINCIPLES 

The  pathologically  flexed  knee,  unless  firmly 
ankylosed,  is  a  weak  knee,  and,  if  the  deforming 
process  continues  inflammatory,  is  usually  pain¬ 
ful  in  walking.  The  flexion  shortens  the  func¬ 
tional  length  of  the  limb,  and  increases  the  limp. 
All  of  these  are  undesirable  complications  and 
should  be  avoided  or  corrected. 

The  extended  knee,  even  in  complete  paralysis 
of  the  limb,  will  support  the  body- weight,  stand¬ 
ing  or  walking;  in  arthritis  it  reduces  the  move¬ 
ments,  and  thus  the  pain,  to  a  minimum,  and 
the  extended  position  gives  the  greatest  length  of 
the  limb  with  the  least  amount  of  limping.  These 
are  the  conditions  of  comfort  and  should  be  se¬ 
cured  and  maintained.  Neglect  of  these  simple 
principles  is  so  common  and  the  results  so  dis¬ 
tressing  that  one  feels  fully  justified  in  empha¬ 
sizing  their  consideration, 

TYPES  OF  CASES 

A  recent  instance  was  that  of  a  woman,  Mrs. 
H.,  aged  61,  who  up  to  four  years  ago  had  en¬ 
joyed  good  health  and  had  taken  an  active  part 
in  the  duties  of  a  farmer’s  wife.  Then  she  suf¬ 
fered  from  a  severe  infection  of  the  urinary 
tract,  involving  the  bladder  and  ureters. 

During  this  time  the  left  knee  became  swollen, 
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painful,  and  flexed,  and  it  was  in  this  condition 
when  I  examined  it. 

The  flexion  was  90  degrees.  The  knee  al¬ 
lowed  a  few  degrees  of  movement  but  became 
painful  on  attempts  to  pass  these  very  narrow 
limits.  The  patient  had  walked  with  crutches 
during  the  last  four  years  and  had  received  local 
and  general  treatment  for  the  arthritis,  but  no 
one  had  made  proper  efforts  to  straighten  the 
knee.  The  ,i;-ray  showed  diminished  density  hut 
no  marked  changes  in  the  contours  of  the  bones. 
A  single  general  anesthetic  sufficed,  under  the 
gradual  application  of  force,  entirely  to  straight¬ 
en  the  knee,  which  was  then  placed  in  a  plaster 
cast.  Motion  was  not  promised.  The  only 
thing  promised  was  an  attempt  to  straighten  the 
limb,  which,  if  successful,  would  increase  the 
stability  of  the  limb,  diminish  the  pain,  and  dis¬ 
pense  with  the  crutch. 

All  these  were  accomplished.  The  reaction 
was  slight,  the  pain  from  the  trauma  continuing 
but  three  or  four  days. 

The  patient  went  home  in  two  weeks  with  the 
leg  straight  and  wearing  a  cast.  A  month  later 
this  cast  was  replaced  with  a  removable  one  to 
protect  the  joint  against  injury  and  to  prevent 
a  return  of  the  deformity.  At  this  time  the 
patient  had  a  few  degrees  of  movement  in  the 
knee,  was  free  from  spontaneous  pain,  and  could 
walk  some  without  crutches,  but  preferred  the 
crutches  for  safety. 

Another  woman,  Mrs.  D.,  in  the  hospital  ward, 
had  not  walked  for  over  eight  years  on  account 
of  osteo-arthritis  of  both  knees,  with  flexion, 
pain,  and  disability. 

This  patient  had  had  her  ileum,  cecum,  as¬ 
cending,  and  part  of  her  transverse  colon  re¬ 
moved,  and  her  gall-bladder  drained  besides  a 
panhysterectomy,  appendectomy,  and  multiple 
and  frequent  operations  upon  the  nose,  throat, 
and  sinuses.  A  series  of  casts  corrected  the 
knees,  and  the  patient  was  able  to  walk  alone  and 
without  casts  for  short  distances  before  she  left 
the  hospital.  Letters  received  after  she  left  the 
hospital  told  of  continuing  improvement,  so  that 
she  went  shopping  without  any  artificial  aids  to 
the  legs. 

Some  years  ago  a  woman,  Mrs.  G.,  aged  57, 
came  to  our  office  with  flexed  knees  and  barely 
able  to  walk  with  the  aid  of  two  crutches.  There 
was  some  movement  with  coarse  crepitus  in  the 
knees,  which  were  not  very  painful.  X-rays 
showed  extensive  erosion  of  the  tibial  and  fe¬ 
moral  articular  surfaces. 


These  knees  were  straightened  under  one  an¬ 
esthesia  and  put  in  casts.  This  patient  suffered 
severe  pain  for  several  days  after  the  correction. 
Removable  casts  were  later  applied,  and,  now, 
eleven  years  afterward,  at  infrequent  intervals, 
she  walks  into  the  office  with  straight  limbs  and 
activily  flexing  joints  to  complain  of  occasional 
pains  in  her  knees.  These  knees  flex  90  degrees, 
which  is  an  unusual  result. 

A  man,  Mr.  C.,  aged  64,  was  confined  to  his 
bed  in  the  ward  with  the  left  knee  flexed  to  a 
right  angle  and  with  a  greatly  swollen  foot.  He 
could  not  walk ;  his  method  of  progress  was  on 
his  hands  and  knees  and  had  been  so  for  months. 
The  internist  in  charge  of  the  case  assured  me 
there  was  no  contra-indication  to  a  general  an¬ 
esthetic,  and  this  was  given,  the  knee  completely 
straightened,  and  a  cast  applied.  In  twenty-four 
hours  the  edema  had  almost  completely  left  his 
foot,  a  very  striking  and  unique  experience. 
With  a  series  of  casts  he  was  later  able  to  walk 
out  of  the  hospital  with  his  leg  straight,  motion 
limited,  and  pain  relieved. 

It  is  a  familiar  experience  for  an  acute  general 
arthritis  in  the  medical  wards  to^  run  its  usual 
course  with  all  joints  clearing  up  except  one, 
the  knee  often  being  the  refractory  member.  Its 
recovery  is  awaited  and  expected,  but  the  con¬ 
valescence  is  delayed  by  weeks  and  months  be¬ 
cause  this  flexed  and  painful  joint  cannot  help 
itself  to  recovery.  This  join  needs  just  the  help 
we  advocate ;  it  must  be  straightened  either  slow¬ 
ly  with  apparatus  or  at  once  under  anesthesia. 

The  temperament  of  the  patient  or  the  doctor 
will  often  decide  which  method  to  use. 

No  attempt  will  be  made  here  to  record  all 
of  the  many  other  types  and  conditions  of  path¬ 
ologically  bent  knees,  but  a  very  common  deform¬ 
ity  is  the  one  following  acute  osteomyelitis  of  the 
bones  forming  this  joint.  Either  by  nature  or 
surgical  art  osteomyelitis  of  these  bones  not  in¬ 
frequently  involves  this  joint,  leaving  it  in  a 
flexed,  weak,  and  painful  condition.  We  have 
the  same  duty  here  as  in  the  previous  type. 
Uusually  the  ankylosis  is  not  bony,  and  a  series 
of  stretchings  will  straighten  it  out  with  more 
or  less  limitation  of  movements,  but  straight, 
effective,  and  painless. 

The  tuberculous  joint  perhaps  receives  the 
best  treatment  in  proportion  to  the  number  of 
cases  handled,  as  its  special  care  has  been  so 
generally  emphasized.  Here,  however,  the  ad¬ 
monition  to  keep  the  knee  entirely  straight  is 
just  as  necessary  as  in  the  other  classes. 
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Alention  may  jnst  be  made  of  the  neuropathic 
knee,  which  is  best  steadied  in  the  extended  po¬ 
sition,  as  is  also  the  flail  knee  of  poliomyelitis 
or  from  other  causes. 

The  traumatic  knee  deserves  equally  as  good 
treatment. 

TREATMENT 

The  method  of  obtaining  the  results  demanded 
in  these  flexed  joints  necessarily  varies  accord¬ 
ing  to  circumstances.  Prevention  of  the  deform¬ 
ity  would  seem  to  be  the  natural  course  to  fol¬ 
low,  and  in  the  hands  of  those  familiar  with  the 
sequence  of  joint  pathology  is  the  one  effectively 
pursued.  The  use  of  fixative  measures  in  com¬ 
plete  extension  for  practically  all  acute  and 
chronic  inflammatory  affections  of  the  knee  joints 
is  now  too  well  established  to  need  further  com¬ 
ment.  An  additional  point  in  favor  of  the  ex¬ 
tended  knee  is  the  clinical  observation  that  the 
patella  much  less  frequently  becomes  ankylosed 
in  this  position.  However,  many  bent  knees  ex¬ 
ist  and  need  correction.  This  correction  is  ac¬ 
complished  by  means  best  suited  to  the  indivi¬ 
dual  case. 

Some  of  the  severe  deformities  with  90  de¬ 
grees  or  more  of  flexion  and  a  tendency  to  sub¬ 
luxation  may  defy  our  skill  or  tax  our  ingenuity 
to  the  utmost  to  secure  a  good  result. 

The  general  condition  of  the  patient  may  pre¬ 
clude  any  attempts  at  correction  in  difficult  cases, 
and  there  will  always  be  doubtful  cases  requir¬ 
ing  our  best  surgical  judgment  whether  to  inter¬ 
vene  or  leave  alone.  Yet,  the  number  of  cases 
suitable  for  treatment  will  still  be  large. 

In  the  non-tuberculous  types  I  have  not  hesi¬ 
tated  to  use  force,  under  anesthesia,  especially 
in  the  tender  knees  and  particularly  in  older 
people  who  will  not  allow  many  atempts  at 
straightening.  Immediate  correction  seems  best 
for  them.  Those  who  cannot  safely  take  an 
anesthetic  must  go  through  the  slower  process 
of  gradual  correction  or  forego  treatment  en¬ 
tirely. 

The  question  of  resulting  movement  is  made 
secondary.  Correction  with  the  straight  leg  is 
the  object  sought ;  motion  may  or  may  not  de¬ 
velop.  As  a  rule,  *  some  motion  remains  if  it 
was  present  before  the  correction,  and  sometimes 
it  develops  where  pain  and  local  conditions  pre¬ 
vent  it  before  the  straightening.  Motion  must 
not  be  promised ;  even  the  straightening  may  not 
be  possible.  If  there  is  some  motion  present, 
correction  can  usually  be  made  by  manual  force. 
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If  not  all  at  one  time,  then,  by  a  series  of  gradu¬ 
ated  efforts. 

If  the  ankylosis  is  bony  or  densely  fibrous  or 
it  is  an  old  tuberculous  joint  a  bone  operation  is 
usually  indicated.  It  is  safer  to  do  the  bone 
work  away  from  the  site  of  the  joint  infection. 
This  is  particularly  true  after  pyogenic  and  tub¬ 
ercular  infections. 

The  simplest  method,  and  one  fitting  the  larg¬ 
est  number  of  cases,  is  the  resection  of  a  trans¬ 
verse  wedge,  apex  posteriorly,  from  the  front 
of  the  femur  just  above  the  epiphyseal  line.  The 
complete  extension  may  have  to  be  done  in  stages 
when  immediate  correction  would  interfere  with 
the  circulation  or  nerve  supply  of  the  parts  be¬ 
low. 

With  the  manual  correction  and  the  operative 
measures  most  of  these  deformities  can  be  over¬ 
come. 

The  specially  difficult  and  rare  cases  will  not 
be  discussed  here. 

The  deformities  of  trauma,  fractures,  con¬ 
genital  defects,  etc.,  will  be  corrected  according 
to  their  individual  requirements. 

Not  only  must  the  knee  be  corrected,  but  it 
must  be  maintained  fully  extended,  and  not  flexed 
15  to  20  degrees. 

We  are  still  largely  under  the  influence  of  the 
old  teaching,  that  the  knee  should  be  held  in 
slight  flexion,  10  to  20  degrees,  during  healing, 
in  order  to  have  a  more  normal  appearing  limb 
when  sitting  or  walking,  the  shortening  enabling 
the  patient  better  to  clear  the  ground  and  to 
avoid  a  laterally  swinging  movement  of  a  long 
leg  when  making  the  forward  step.  As  a  matter 
of  fact  the  flexion  of  10  to^  20  degrees  helps  very 
little  in  shortening  the  leg  or  in  keeping  it  out 
of  the  way  when  the  person  is  sitting,  and  in 
most  legs  the  additional  shortening  is  not  neces¬ 
sary,  as  the  disease  itself  commonly  produces 
enough.  In  the  occasional  case  where  the  leg 
is  long  a  thicker  sole  may  be  put  under  the  other 
foot. 

Such  possible  gains  from  flexion  are  so  slight 
compared  with  the  certain  disadvantages  so  con¬ 
stantly  arising  from  the  practice,  that  the  whole 
principle  of  slight  flexion  for  the  stiffened  knee 
should  he  completely  discarded  and  the  doctrine 
of  the  straight  knee  established  in  its  place. 
Moreover,  clinical  observation  shows  that  the 
slightly  flexed  knee  is  an  elusive  figure,  as  it  can 
never  be  depended  U})on  to  remain  slightly  flexed, 
unless  in  bony  ankylosis,  but  tends  by  gravity 
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and  lack  of  proper  extensor  force  to  increase 
in  flexion  and  in  discomfort  and  limp. 

Physiologically  the  permanently  flexed  knee 
is  defective  in  that  it  requires  for  walking  or 
standing  constant  flexion  of  the  hip  and  ankle, 
never  allowing  the  two  normal  joints  to  assume 
neutral  positions  of  rest  as  regularly  occurs  with 
each  complete  extension  of  the  limb  in  normal 


walking.  Walking  with  a  permanently  extended 
knee  is  also  not  physiological,  but  at  the  time 
when  the  greatest  weight  is  put  upon  the  limb 
it  is  always  in  the  best  position  to  sustain  it, 
which  is  never  the  case  in  the  flexed  limb.  It 
is  far  more  comfortable,  efficient,  and  becoming 
than  the  weak,  irritable,  and  limping  condition 
it  has  displaced. 


DIPHTHERIA  OF  THE  GENITAL  TRACT  IN  PUERPERAL  WOMEN=^ 

By  R.  H.  Beek,  M.D. 

LAKOTA,  NORTH  DAKOTA 


The  complication  of  an  invasion  of  the  uterus, 
vagina,  and  vulva  of  the  puerperal  woman  is 
of  considerable  rarity,  and  the  literature  of  the 
subject  so  scanty  that  I  have  thought  it  worth 
while  to  report  the  cases  which  comprise  the 
basis  of  this  short  paper. 

I  have  been  able  to  find  very  little  on  this  sub¬ 
ject  in  my  own  library,  and  an  appeal  to  the 
University  brought  the  response  that  there  was 
very  little  literature  there  on  this  subject.  De- 
Lee,  in  a  comparatively  recent  edition  of  his 
work,  states  that  there  are  on  record  forty  cases 
of  which  he  has  had  one.  This  would  indicate 
that  the  occurrence  of  diphtheritic  infection  of 
the  genital  tract  in  the  puerperal  woman  is 
rare,  although,  no  doubt,  there  have  been  many 
cases  that  have  passed  unrecognized. 

The  symptoms  exhibited  are  those  of  infection, 
but  vary  somewhat  from  the  usual  course  of 
puerperal  fever,  so  that,  unless  this  particular 
type  of  infection  is  kept  in  mind  and  means  taken 
for  an  exact  diagnosis,  it  would  be  easy  for  a 
mistake  in  diagnosis  to  be  made. 

During  1921  I  saw  three  cases  of  puerperal 
diphtheria,  all  seen  within  eight  months,  all 
widely  separated  as  to  residence,  and  all  attended 
by  different  physicians. 

During  an  active  practice  of  many  years  I 
have  seen  and  recognized  but  these  three  cases, 
and  these  all  occurred  within  a  few  months  of 
each  other.  The  condition  to  me  was  but  a 
name,  and  its  recognition  in  these  cases  an  ir¬ 
refutable  argument  for  culture  to  be  taken  in 
every  case  of  puerperal  sepsis,  for  it  is  only  by 
the  microscope  that  an  exact  diagnosis  can  be 
made,  and  as  antitoxin  is  the  treatment  to  be 
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used  it  is  necessary  that  the  diphtheria  bacillus  be 
demonstrated. 

These  cases  were  all  seen  in  consultation.  One 
was  confined  by  a  so-called  midwife,  the  other 
two  by  regular  practitioners,  and  in  each  instance 
no  cases  of  diphtheria  were  known  in  the  vicinity. 
The  midwife  made  two  vaginal  examinations. 
In  the  cases  attended  by  physicians,  one  physi¬ 
cian  wore  gloves  during  the  confinement ;  I  know 
nothing  of  the  care  used  in  the  other  case. 

The  first  case  was  seen  October,  1920.  This 
case  is  the  one  confined  by  the  midwife.  The 
confinement  occurred  naturally  in  a  primipara 
twenty-two  years  old.  In  two  or  three  days  the 
woman  was  not'  in  just  as  good  condition  as 
was  desired,  and  on  the  fifth  day  a  very  mild 
chill  occurred,  so  mild  as  hardly  to  be  called 
a  chill,  and  it  was  not  followed  by  sweating. 
This  chill  was  followed  by  a  fever  never  going 
above  102,°  pulse  110,  no  distension,  and  lochia 
in  evidence,  but  reduced  in  amount.  The  general 
symptoms  were  those  of  an  ordinary  puerperal 
infection  which  I  so  diagnosed,  but  lacking  in 
that  the  patient  did  not  seem  as  ill  as  had  been 
my  experience  with  other  puerperal  fever  cases 
and  with  but  slight  chill  and  no  sweating.  The 
uterus  was  tender,  but  well  contracted;  and  on 
inspection  a  membrane  was  seen  over  the  os 
uteri  apparently  extending  into  the  cervix.  Ex¬ 
amination  of  culture  showed  a  pure  culture  of 
Klebs-Loffier  bacillus. 

At  the  time  of  my  visit  I  gave  the  patient 
streptococcus  serum  with  a  resulting  drop  of 
two  degrees  in  temperature  and  some  improve¬ 
ment  in  the  general  condition.  This  improvement 
occurred  even  though  there  was  no  streptococcus 
invasion. 

With  a  bacteriologic  diagnosis  established, 
antitoxin  was  administered.  At  the  second  anti- 
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toxin  injection  the  physician  in  attendance  in¬ 
formed  me  that  a  terrific  chill  occurred,  the 
temperature  immediately  dropping  to  normal,  and 
improvement  rapidly  took  place. 

The  second  case  came  under  my  observation 
in  March,  1921,  and  was  also  in  a  primipara, 
twenty  years  old.  In  this  case,  seen  about  a 
week  after  confinement,  there  had  been  no  chill ; 
temperature  was  102° ;  pulse  a  little  over  100. 
Extensive  unrepaired  lacerations  were  present ;  I 
was  told  that  the  labor  was  very  hard  and  for¬ 
ceps  used.  At  this  time  another  physician  had 
been  called  and  he  had  received  a  laboratory 
diagnosis  of  pure  Klebs-Loffler  infection.  The 
uterus  was  well  contracted,  lochia  scant,  mem¬ 
brane  on  lacerations,  vagina  and  cervix.  Anti¬ 
toxin  was  administered  with  quick  improvement 
and  ultimate  cure. 

The  third  case  was  seen  in  June,  1921.  This 
patient  was  confined  two  weeks  before  I  saw 
her,  being  delivered  of  twins.  The  physician  in 
attendance  used  gloves  in  all  his  examinations, 
and  delivery  was  easy,  quick,  and  natural. 

Shortly  after  delivery  a  moderate  temperature 
developed  never  going  above  102.5°,  with  a  pulse 
in  the  vicinity  of  115,  some  days  lower  but  never 
higher. 

This  woman  was  sextipara,  small  of  stature, 
but  evidently  of  considerable  resistance.  My 
impression  on  first  seeing  her  was  that  she  was 
not  seriously  ill.  On  going  over  the  case  I  told 
her  physician  that  she  impressed  me  as  being 
ill,  similarly  to  the  two  cases  already  detailed,  and 
that  I  would  not  be  surprised  to  know  that  a  cul¬ 
ture  would  show  her  infection  to  be  diphtheritic. 
This  is  the  closest  I  came  to  a  diagnosis  in  any 
of  these  cases  before  bacteriologic  examination. 
Again  a  culture  showed  the  diphtheritic  infection. 

The  lochia  consisted  entirely  of  an  intermittent 
flow  of  pus ;  no  tenderness  anywhere  in  the 
pelvis  except  in  the  left  broad  ligament  where 
there  was  some  fullness,  but  no  fluctuation  or 
bogginess. 

Immediately  on  receipt  of  record  from  the 
laboratory  she  was  given  20,000  units  of  anti¬ 
toxin  in  two  doses  twelve  hours  apart.  The  first 
dose  caused  some  drop  in  temperature,  but 
shortly  after  administering  the  second  dose  an 
acute  mania  appeared,  lasting  until  the  death  of 
the  patient  about  a  week  later.  Let  me  remind 
you  that  this  patient  received  no  specific  treat¬ 
ment  until  after  tw*o  weeks  of  infection. 

On  thinking  over  my  experience  with  these 
cases  I  am.  forcibly  reminded  that  none  of  them 
seemed  very  ill,  not  as  ill  as  one  expects  to  find 


in  a  case  of  throat  and  nasal  diphtheria  sick  for 
several  days  with  no  treatment,  probably  owing 
to  the  fact  that  the  diphtheria  bacillus  is  aerobic, 
and  in  these  cases  was  not  implanted  in  a  part 
of  the  body  freely  supplied  with  air.  None  of 
the  patients  was  seen  earlier  than  five  days  after 
the  time  of  confinement,  the  most  probable  time 
of  the  infection.  All  the  cases  exhibited  only 
a  moderately  high  temperature,  the  fatal  case 
developing  high  temperature  and  cerebral  symp¬ 
toms  only  after  two  weeks  of  infection. 

Chills  and  sweating  were  absent  in  all  the  cases 
except  the  first,  where  a  chill  took  place  follow¬ 
ing  the  second  injection  of  antitoxin,  a  very  mild 
chill,  or  chilliness  rather,  occurring  the  day  after 
confinement.  This  is  a  marked  contrast  with 
the  ordinary  infection  which  we  diagnose  as 
puerperal  sepsis,  for  here  we  see  exhibited  usually 
repeated  chills  and  drenching  sweats. 

As  before  stated  it  is  probably  impossible 
to  make  a  positive  diagnosis  of  diphtheria  fol¬ 
lowing  childbirth  in  which  there  is  an  infection 
of  the  genital  tract,  without  recourse  to  bacterio¬ 
logical  examination.  I  know  of  no  particularly 
significant  objective  or  subjective  symptoms  that 
would  lead  unerringly  to  diagnosis  otherwise. 

With  the  diagnosis  established,  treatment  sug¬ 
gests  itself  and  needs  no  comment.  Here,  as 
in  diphtheria  of  the  throat,  early  administration 
of  antitoxin  is  urgent,  and  I  would  urge  the 
administration  of  at  least  25,000  units.  I  believe 
an  error  was  made  in  the  fatal  case  in  not  giving 
much  larger  doses  of  antitoxin. 

CONCLUSIONS 

Diphtheria  of  the  genital  tract  of  the  puerperal 
woman  constitutes  a  distinct  clinical  entity,  and 
may  be  met  with  at  any  time,  whether  diphtheria 
be  present  in  the  neighborhood  or  not. 

No  particularly  distinct  signs  and  symptoms 
characterize  the  disease.  Diagnosis  can  be  made 
positively  only  by  a  bacteriologic  examination. 

Antitoxin  in  large  doses  should  be  administered 
early. 

DISCUSSION 

Dr.  E.  C.  Haagenson  (Grand  Forks):  One  ques¬ 
tion  is  brought  out  in  this  paper  which  I  think  is 
quite  important,  and  that  is  the  bacteriological  ex¬ 
amination  in  diphtheria.  In  the  cases  where  there 
.was  puerperal  infection  with  diphtheria  of  the  con¬ 
junctiva  I  should  like  to  know  whether  the  virulence 
test  was  made  in  those  cases,  and  if  the  test  was 
made  did  it  show  mild  or  severe  infection?  In  this 
test  if  the  guinea-pig  dies  soon  after  inoculation 
you  know  that  you  have  a  severe  infection  and  one 
where  you  should  use  your  antitoxin.  If  the  guinea- 
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pig  does  not  die  you  have  an  avirulent  infection, 
and  the  antitoxin  is  of  little  use  in  those  cases. 

Dr.  Beek  (closing):  Replying  to  Dr.  Haagenson, 
I  will  say  that  there  was  no  virulence  test  made, 
but  only  a  culture.  The  culture  was  sent  in,  and 
a  diagnosis  of  the  infectious  organisms  was  made, 
which  was  all  I  wanted  to  know.  I  understand  that 


there  is  a  difference  in  the  virulence  of  the  infection, 
but  I  think  the  antitoxin  should  be  used  in  every 
case  where  a  diagnosis  of  diphtheria  infection  has 
been  made,  because  you  do  not  know  whether  it 
is  a  virulent  strain  or  not,  and  I  belive  it  is  best 
to  give  the  antitoxin  without  waiting  to  run  it 
through  a  guinea-pig  to  find  out  whether  you  have 
a  virulent  strain  of  diphtheria  or  a  mild  one. 
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All  evidence  seems  to  point  conclusively  to 
the  fact  that  the  nausea  and  vomiting  of  preg¬ 
nancy,  from  the  mildest  to  the  most  pernicious 
forms,  are  the  manifestations  of  a  toxemia  due 
to  the  pregnancy  per  se  and  that  all  other  at¬ 
tributed  causes,  reflex,  neurotic,  autotoxemic, 
infections,  etc.,  are  merely  secondary  factors 
capable  of  aggravating  the  condition. 

Of  all  theories  as  to  the  nature  and  origin 
of  the  toxin  and  its  modus  operandi,  in  my 
opinion  the  theory  toward  which  the  greatest 
number  of  facts  point  and  the  theory  which  in¬ 
dicates  both  the  most  rational  and  the  most  suc¬ 
cessful  treatment  to  date,  is  that  the  toxin  is  de¬ 
rived  from  the  protein  constituting  the  male 
element  in  the  fertilized  ovum;  that  this  toxin, 
a  foreign  protein,  acts  directly  upon  the  vomiting 
center,  bringing  about  in  time  a  train  of  starva¬ 
tion  phenomena,  and  that  the  toxin  also  acts  di¬ 
rectly  upon  vital  organs,  such  as  the  liver,  etc., 
causing  pathology  demonstrable  at  autopsy.  All 
pathologic  conditions  extraneous  to  pregnancy 
which  throw  an  extra  strain  on  the  eliminative 
organs,  or  tend  to  reduce  the  general  health  of 
the  individual,  aggravate  the  condition.  Adher¬ 
ence  to  this  theory  and  rationale  directs  our  treat¬ 
ment  in  three  lines  of  endeavor : 

1.  To  lower  the  sensibility  of  the  nervous 
system  so  that  vomiting  and  resultant  starvation 
phenomena  will  not  obtain. 

2.  To  use  measures  which,  according  to  re¬ 
lated  experimental  and  empiric  data,  may  render 
the  vital  organs  less  vulnerable  to  the  toxin. 

3.  To  remove,  as  far  as  possible,  all  factors 
which  in  non-pregnant  states  are  deleterious  to. 
the  well-being  of  the  patient. 

What  maternal  mechanism  finally  overcomes 
the  toxicity  of  this  paternal  element  in  the  de¬ 
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veloping  ovum  is  a  moot  question.  The  usual 
cessation  of  symptoms  upon  the  formation  of 
the  placenta  is  significant,  though  possibly  fortui¬ 
tous.  The  twm  fields  of  investigation  which,  to 
my  mind,  have  offered  the  most  plausible  so¬ 
lutions  of  the  question  and  suggested  the  most 
successful  treatment  are  immunity  and  anaphy¬ 
laxis.  It  has  been  stated,  on  excellent  authority, 
that  good  results  have  been  obtained  by  treat¬ 
ment  with  the  blood  of  women  who  have  just 
recovered  from  this  toxemia.  I  have  had  no  ex¬ 
perience  with  this  method.  It  presents  certain 
practical  difficulties  apparent  to  all.  If  the  im¬ 
munity  is  gained  only  to  a  specific  parental  pro¬ 
tein  its  success  should  only  be  infrequent.  The 
successful  use  of  corpus  luteuni,  as  advocated 
by  Dr.  J.  C.  Hirst,  has  been  verified  by  many 
observers.  In  my  hands  it  has  not  proved  a 
success,  possibly  because  of  inert  preparations. 
It  has  never,  alone,  so  changed  symptoms  that 
I  have  been  convinced  of  its  efficacy.  I  have 
never  witnessed  harmful  results  from  its  use.  I 
believe  it  should  be  given  a  thorough  trial. 

The  rationale  of  treatment  which  has  proved 
the  most  successful  in  my  hands  has  been  sug¬ 
gested  by  experiments  in  anaphylaxis,  which 
phenomenon  often  presents  symptoms  identical 
with  those  of  this  toxemia,  namely :  nausea,  vom¬ 
iting,  salivation,  and  abdominal  pain.  It  has  been 
found  that  if  an  animal,  sensitized  to  a  given 
foreign  protein,  is  placed  under  the  influence  of 
sedative  drugs,  such  as  bromides,  chloral  and  its 
derivatives  (not  morphine  and  its  derivatives), 
— drugs  that  lower  the  nervous  sensibility  of  an 
organism, — before  a  lethal  dose  of  the  foreign 
protein  is  given,  anaphylactic  phenomena  and 
death  will  not  occur,  and  the  animal  will  emerge 
from  the  influence  of  the  drugs  unscathed.  The 
application  of  this  treatment  in  pernicious  vomit¬ 
ing  has  convinced  me  that  it  is  the  most  efficient 
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treatment  short  of  therapeutic  abortion,  the 
necessity  for  which  all  treatment  aims  to  avoid. 
The  bromide  treatment  has  been  advocated  by 
obstetricians  for  years.  Most  of  its  failures  have 
been  due  to  insufficient  dosage.  Experience  proves 
that  if  as  large  dosage  is  used  as  in  anaphylactic 
experiments,  failures  are  the  exceptions.  Other 
things  being  equal,  success  depends  upon  suffici¬ 
ently  large  dosage  and  finesse  of  administration. 

Dehydration  and  starvation  phenomena,  with 
resulting  acidosis,  demand  the  appropriate  treat¬ 
ment  accorded  to  these  conditions  in  other  states, 
namely:  administration  of  fluids,  glucose,  and 
sodium  bicarbonate  by  rectum,  subcutaneously 
or  intravenously,  as  the  emergency  of  the  con¬ 
dition  demands. 

When  it  comes  to  measures  aiming  to  render 
vital  organs  less  vulnerable  to  the  toxin,  what 
autopsy  and  experimental  data  have  we  at  hand 
that  would  point  to  rational  therapeusis?  At 
autopsies  of  fatal  cases  of  pernicious  vomiting 
we  often  find,  lesions  of  the  liver  and  kidneys 
similar  to  those  found  in  chloroform  poisoning, 
experimental  and  otherwise.  It  may  be  fair  to 
assume  that  any  treatment  which  will  diminish 
the  extent  of  the  lesions  in  experimental  chloro¬ 
form  poisoning  may  also  diminish  the  effect  of 
a  toxin  producing  identical  lesions.  Experiments 
point  to  the  fact  that  fresh  air  (oxygen)  and 
a  high  carbohydrate  diet  bring  about  this  result 
in  experimental  chloroform  poisoning.  The  ap¬ 
plication  of'  this  treatment  in  this  toxemia  of 
pregnancy  has  led,  in  my  opinion,  to  marked 
improvement  in  results. 

Our  third  line  of!  endeavor  is  to  overcome 
all  conditions  deleterious  to  the  well-being  of  the 
patient.  In  this  connection  we  recognize  the 
judicious  correction  of  pelvic  pathology  and 
bowel  stasis,  clearing  up,  as  far  as  is  possible, 
all  foci  of  infection ;  and  psychotherapy,  aided 
by  isolation  from  household  cares  and  anxious, 
importunate,  and  annoying  relations  and  friends. 
In  regard  to  the  pelvic  pathology  as  a  reflex 
factor,  especially  retroversion ;  I  believe  this  has 
been  greatly  exaggerated.  You  will  find  the  in¬ 
cidence  of  this  toxemia  approximately  four  times 
as  frequent  in  anterior  positions  of  the  uterus 
as  in  posterior  positions  in  multiparse,  which  cor¬ 
responds  to  the  normal  ratio  of  anterior  and 
posterior  positions  in  nulliparae.  Corrections 
seldom  bring  improvement  in  the  toxemia.  Too 
great  stress  cannot  be  laid  upon  the  judicial 
clearing  up  of  foci  of  infection.  As  frequent 
abortions  of  unknown  origin  should  lead  one 
to  renewed  activity  in  searching  for  focal  in¬ 
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fection,  so  should  the  nausea  and  vomiting  of 
pregnancy,  especially  where  increasing  nausea 
and  vomiting  obtain  in  succeeding  pregnancies 
with  the  same  husband.  In  my  experience 
teeth,  tonsils,  appendix,  and  gall-bladder,  in  de¬ 
creasing  order,  have  appeared  to  be  the  aggra¬ 
vating  factors  in  many  cases. 

The  following  is  a  summary  of  routine  treat¬ 
ment  : 

By  history  and  physical  examination  establish 
the  diagnosis. 

Treat  judiciously  any  manifest  pathology  in 
the  pelvis. 

Make  a  most  thorough  physical  examination, 
giving  especial  attention  to  the  presence  of  focal 
infection. 

Establish  the  treatment  of  mouth  infection. 
Thorough  and  scientific  cleansing  of  the  teeth 
with  a  dentifrice  pleasant  to  the  patient  is  fre¬ 
quently  an  aid  in  overcoming  the  disagreeable 
taste  so  aggravating  in  this  condition.  Some¬ 
times  chewing  gum  is  found  to  be  of  aid. 

If  the  toxemia  is  mild,  fifteen  to  thirty  grains 
of  sodium  or  the  triple  bromids  in  elixir  of 
lactopeptine  by  mouth  every  four  hours  is  suf¬ 
ficient  to  lower  nervous  sensibility. 

Advise  taking  light  nourishment  before  rising 
in  the  morning.  Outline  a  high  carbohydrate 
diet  with  light  meals  at  frequent  intervals. 

Fresh  air  is  very  important. 

It  is  apparent  that  the  nausea  is  frequently 
initiated  by  cerebral  anemia.  Improving  the 
vigor  of  the  circulation  by  food  before  assuming 
the  erect  posture  is  of  importance.  In  this  con¬ 
nection  many  women  are  helped  by  putting  a 
tight  ribbon  around  the  neck  before  rising.  This 
ribbon  apparently  acts  by  constricting  the  ex¬ 
ternal  jugular  veins  and  thus  keeping  more  blood 
in  the  head.  The  stimulation  of  the  circulation 
by  food  can  often  be  helped  by  eating  candy  or 
malted  milk  tablets  whenever  the  patient  feels 
weak  and  faint.  This  measure  has  been  fre¬ 
quently  brought  to  my  attention  by  patients 
themselves  who  always  carried  a  supply  with 
them.  In  the  mild  forms  of  nausea  and  vomit¬ 
ing  these  little  aids  are  of  great  importance  for 
comfort  alone. 

Be  sure  that  the  bowels  move  once  a  day  by 
any  means  best  found  to  suit  the  individual  case. 

In  severe  cases,  put  the  patient  to  bed  in  a 
quiet,  well-ventilated  room.  Hospital  isolation 
is  best.  Place  in  attendance  your  most  capable 
nurse  and  prohibit  visits  of  relatives  and  friends. 

Cease  all  administration  of  fluids  and!  food 
by  mouth. 


42 


THE  JOURNAL-LANCET 


Give  an  enema  every  four  hours,  if  the  pa¬ 
tient  is  awake,  and  after  each  result  place  in  the 
rectum  six  ounces  of  warm  water  containing 
a  teaspoonful  each  of  glucose  and  sodium  bicar¬ 
bonate  and  sodium  bromid.  Acacia  and  laud¬ 
anum  may  be  added  if  necessary  to  quiet  irrita¬ 
tion.  Be  sure  to  induce  sleep  at  night,  if  neces¬ 
sary  by  the  addition  of  from  fifteen  to  thirty 
graines  of  chloral  hydrate  to  the  8:00  p.  m.  ad¬ 
ministration,  and  repeat  every  four  hours  until 
sleep  is  induced.  Be  sure  to  give  the  enema 
and  get  results  before  giving  the  medication. 
This  clears  out  the  bowel,  tends  to  overcome 
antiperistalsis,  and  the  patient  is  not  so  likely 
to  expel  the  medication.  An  important  point 
is  to  instruct  the  nurse  to  use  gentleness  and 
much  lubrication  in  introducing  the  tube. 

If  severe  dehydration  obtains,  drugs  and  water 
should  be  given  by  continuous  proctoclysis. 

Begin  administration  of  food  by  mouth  twenty- 
four  hours  after  vomiting  has  ceased.  Begin 
with  a  dry  diet  high  in  carbohydrate  content 
and  low  in  protein  and  fat,  laying  great  stress 
on  individual  taste.  Zweiback  and  popcorn  are 
often  well  borne.  Fruit  juices  and  water  should 
be  cautiously  tried  between  meals. 

The  day  after  feeding  by  mouth  has  begun, 
reduce  the  dosage  of  medication.  This  is  best 
accomplished  by  first  reducing  the  number  of 
administrations.  An  amount  will  finally  be 
reached  which  will  keep  the  patient  comfortably 
free  from  nausea.  People  differ  as  to  the  time 
of  day  when  the  nausea  is  most  severe.  It  is 
well  to  give  the  largest  dose  of  the  drug  in  the 
administration  directly  preceding  this  time.  It 
is  often  possible  to  reduce  the  dosage  of  the 
drug  one-half  each  day. 

Do  not  allow  the  patient  to  raise  the  head 
from  the  pillow  until  a  marked  improvement  is 
observed.  The  feeling  of  general  well  being, 
toleration  for  food,  and  the  pulse  are  the  guides. 
If  the  pulse  remains  rapid,  go  slowly.  It  is 
sometimes  necessary  to  keep  the  patient  in  bed 
for  weeks  under  medication  until  immunity  or 
the  protective  action  of  the  placenta  brings  the 
process  to  a  close.  Many  patients  are  allowed 
to  get  up  too  soon.  In  no  condition  does  success 
depend  to  a  greater  extent  upon  constant  atten¬ 
tion  to  details.  By  careful  and  correct  early 
treatment  we  will  preclude,  in  most  cases,  the 
later  necessity  for  imperative  operative  inter¬ 
ference. 

The  urine  must  be  watched  closely.  The 
presence  of  sugar  indicates  the  necessity  for  re¬ 
duction  or  discontinuance  of  glucose  administra¬ 


tion.  Acetone  and  diacetic  acid  indicate  starva¬ 
tion  acidosis  and  are  aids  in  combination  with  the 
pulse  and  mental  condition  in  determining  the 
advisability  of  therapeutic  abortion.  The  same 
may  be  said  of  increasing  amounts  of  albumin 
and  casts.  All  laboratory  data,  though  import¬ 
ant,  are  of  secondary  importance  in  comparison 
with  the  pulse  and  the  mental  condition  as  in¬ 
dicators  for  operative  interference. 

If  you  will  analyze  the  fatal  cases  of  perni¬ 
cious  vomiting  that  have  come  under  your  ob¬ 
servation  you  will  conclude,  I  believe,  that  the 
fatalities  can  be  attributed  to  one  or  more  of 
three  factors  in  the  treatment :  inattention  to 
early  proper  treatment,  failure  to  recognize  signs 
which  should  point  to  consultation  and  possible 
interference,  and,  finally,  to  procrastination  in 
operative  interference.  The  proper  time  to  in¬ 
terfere  is  the  most  important  decision  which  has 
to  be  made  in  pernicious  vomiting  because,  in 
the  last  analysis,  interference  in  time  is  a  sure 
therapeutic  measure.  In  our  laudable  zeal  to 
save  two  lives  we  have  too  often  sacrificed  both. 
I  believe  we  have  been  too  conservative.  We 
have  given  too  much  thought  to  possible  ma¬ 
lingering  and  imputation  of  motive,  which  can 
now  in  most  places  be  absolutely  counted  out 
by  our  facilities  for  careful  observation  of  clin¬ 
ical  and  laboratory  data  on  the  one  hand,  and 
by  our  facilities  for  consultation  on  the  other. 
Further  progress  lies  in  the  general  early  recog¬ 
nition  of  signs  marking  the  individual  case  as 
grave,  and  in  setting  more  definite  landmarks 
pointing  to  necessary  interference. 

In  determining  the  need  for  operative  inter¬ 
ference  in  pernicious  vomiting  the  two  most 
important  indicators  are  the  mental  condition 
and  the  pulse. 

Any  change  in  consciousness  not  accounted 
for  by  the  bromid  and  chloral  demands  inter¬ 
ference.  This  mental  change  may  manifest  itself 
apart  from  changes  in  the  pul^.  It  is  easy  to 
distinguish  from  the  drowsiness  of  sedatives. 
The  general  condition  of  the  patient,  together 
with  laboratory  findings,  renders  its  fabrication 
well-nigh  impossible.  It  generally  takes  the 
forms  of  slight  irrationality  or  stupor.  It  may 
obtain  when  nausea  and  vomiting  have  ceased, 
and  one  is  thrown  off  his  guard  on  the  side  of 
false  security.  If  seen  at  this  stage  for  the  first 
time  one  may  be  led  to  consider  the  patient 
a  nervous  and  mental  case.  Any  change  in  the 
mental  condition  should  be  attentively  looked 
for  by  the  nurse  and  physician.  Under  advise¬ 
ment  it  calls  for  interference. 
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A  rising  pulse  rate  is  the  other  indicator  de¬ 
manding  careful  attention.  I  believe  that  the 
pulse  should  never  be  allowed  to  rise  above  140 
without  immediate  operative  interference.  At 
what  time,  when  the  pulse  rate  lies  between  110 
and  140,  one  should  advise  therapeutic  abortion 
depends  upon  one’s  experience  in  regard  to  the 
summation  of  data  as  regards  response  to  treat¬ 
ment  and  physical  and  laboratory  findings.  In 
this  connection  I  have  come  to  regard  a  rising 
pulse  with  beginning  intermittency  as  a  sign 
demanding  intervention,  unless  treatment  under 
medical  consultation  quickly  corrects  it. 

Apart  from  the  ethics  of  the  question,  I  feel 
that  in  serious  cases  of  pernicious  vomiting  every 
one  of  us  should  have  multiple  consultation; 
and,  where  the  best  opinion  stands  equally  di¬ 
vided  between  interference  and  non-interference, 
we  should  give  the  mother  the  benefit  of  the 
doubt  and  choose  intervention.  Many  of  these 
women  will  go  through  many  subsequent  preg¬ 
nancies  with  little  or  no  trouble. 


The  operation  of  choice  depends  upon  the 
gravity  of  the  case.  Though  it  is  best  to  empty 
the  uterus  at  one  sitting,  by  vaginal  hysterectomy 
if  necessary  for  reasons  of  poor  environment 
or  lack  of  skill  in  the  operative  technic  of 
vaginal  hysterectomy,  the  two-stage  method  of 
emptying  the  uterus  may  be  chosen, ^ — dilating 
and  packing  the  cervix  and  lower  uterine  seg¬ 
ment  with  gauze,  impregnated  or  not  with  gly¬ 
cerine  as  one  sees  fit,  and  thoroughly  packing  the 
vagina,  the  packing  to  be  removed  in  twenty- 
four  hours,  when  either  the  products  of  con¬ 
ception  will  come  away  with  the  gauze  or  they 
can  be  removed  with  placental  forceps,  finger, 
or  dull  curette.  Where  possible  the  finger 
method  of  removal  is  the  safest  and  the  best. 
One  should  always  be  ready  to  pack  again,  for 
hemorrhage  may  demand  it.  All  preliminary 
preparations  for  saline  infusion  or  blood  trans¬ 
fusion  should  be  made,  should  thd  gravity  of 
the  situation  demand. 


THE  PAST  ACCOMPLISHMENTS  AND  THE  FUTURE  POSSIBILITIES  OP 
THE  MEDICAL  STAFF  OF  THE  LYMANHURST  SCHOOL  FOR 
TUBERCULOUS  CHILDREN* 

By  J.  a.  Myers,  Ph.D.,  M.D. 

Medical  Director  of  Lymanhurst  School  for  Tuberculous  Children;  Assistant  Professor  of  Preventive  Medicine  and 

Public  Health,  University  of  Minnesota 


MINNEAPOLIS, 

Scarcely  two  years  have  passed  since  the  open¬ 
ing  of  the  Lymanhurst  School  for  Tuberculous 
Children.  On  the  first  day  of  school  there  was 
one  child  in  attendance  .  On  the  second  day  there 
were  about  twenty-five  in  attendance.  The  medi¬ 
cal  staff  consisted  of  three  or  four  physicians 
whose  duties  consisted  of  making  general  examin¬ 
ations  and  prescribing  treatment.  In  a  very  short 
time  the  school  attendance  increased,  and  with 
this  increase  came  numerous  medical  problems. 
Children  came  with  various  forms  of  tuberculosis 
demanding  attention  by  physicians  representing 
many  of  the  medical  specialties.  As  demands 
have  arisen  new  staff  members  have  been  added, 
so  that  the  medical  staff  now  consists  of  twenty- 
seven  specialists. 

As  the  work  progressed  it  became  necessary 
to  arrange  for  special  departments,  such  as  a 

♦Presented  before  the  Consulting  Medical  Staff  of  the 
Lymanhurst  School  for  Tuberculous  Children,  May  8,  1923. 
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Laboratory  and  X-ray  Department,  an  Observa¬ 
tion  Department,  a  School  Department,  and  an 
Out-Patient  Department. 

The  Laboratory  and  X-ray  Department. — 
From  the  outset  it  was  evident  that  laboratory 
and  A'-ray  facilities  were  indispensible.  Space 
was  provided,  and  splendid  laboratory  equip¬ 
ment  was  installed  as  soon  as  possible.  The 
.r'-ray  ecjuipment  provided  was  thoroughly  mod¬ 
ern  and  complete.  Numerous  laboratory  exam¬ 
inations  have  been  made  and  more  than  1,200 
pairs  of  stereoscopic  A’-ray  pictures  have  been 
taken  in  addition  to  many  fluoroscopic  examin¬ 
ations. 

Observation  Department. — It  is  well  known 
that  the  determination  of  the  activity  of  a  tuber¬ 
culous  lesion  will  often  tax  the  ingenuity  of  the 
most  skillful  physician.  In  many  cases  it  is  only 
after  a  sufficient  period  of  observation  in  bed 
that  one  is  able  to  determine  the  activity  of  a 
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tuberculous  lesion.  y\bout  one  year  agO'  a  splen¬ 
did  observation  ward  was  opened  with  a  capacity 
for  twenty  patients.  Children  with  any  mani¬ 
festations  of  active  tuberculosis  are  placed  in 
this  ward  for  a  period  of  study.  The  ward  is 
not  intended  for  the  treatment  of  patients  need¬ 
ing  hospital  care ;  therefore  the  maximum  length 
of  time  a  child  may  remain  for  observation  is 
six  weeks. 

Out-patients  Department. — Early  in  the  history 
of  this  work  it  was  found  that  much  time  of 
the  physicians  was  being  consumed  by  parents, 
teachers,  and  nurses  bringing  in  children  from 
other  schools  for  special  tuberculosis  examina¬ 
tions.  Although  there  already  existed  in  the  city 
several  clinics  for  the  diagnosis  of  tuberculosis 
and  other  diseases  of  children,  the  demand  at 
Lymanhurst  became  so  great  that  it  seemed  best 
to  detail  certain  members  of  the  staff  to  this 
work.  At  first  this  department  was  in  operation 
one  or  two  half-days  each  week,  but  soon  it  was 
found  necessary  to  increase  the  time  to  three, 
and  at  present  four  half-days  each  week  are  de¬ 
manded.  Each  examination  made  in  this  depart¬ 
ment  consists  of  a  history,  physical  examination, 
w-ray  examination,  tuberculin  test,  and  labora¬ 
tory  examinations  when  indicated.  Since  its  ex¬ 
istence  1,108  children  have  passed  through  this 
department,  and  in  many  instances  more  than 
one  examination  has  been  made  on  each  child. 

School  Department. — This  department  is  con¬ 
cerned  with  the  children  who  are  enrolled  as 
regular  attendants  in  the  Lymanhurst  School.  On 
admission,  or  as  soon  after  as  possible,  each  child 
is  examined  by  a  pediatrist,  cardiologist,  ront¬ 
genologist,  stomatologist,  otolaryngologist,  oph¬ 
thalmologist,  orthopedist,  gastro-enterologist,  der¬ 
matologist,  neurologist,  serologist,  anatomist,  and 
laboratorian.  While  in  the  school  the  children 
are  re-examined  when  necessary.  Alpine  sun¬ 
lamps  have  been  installed,  and  heliotherapy  is 
administered  to  as  many  cases  as  time  will  per¬ 
mit.  Other  treatments  are  recommended,  such 
as  the  eradication  of  certain  foci  of  infection, 
dental  prophylaxis,  and  correction  of  vision  and 
diet.  Since  its  organization,  340  children  have 
passed  through  this  department. 

Owing  to  the  increased  demands  upon  the 
medical  practitioner’s  time,  an  unfortunate  con¬ 
dition  has  arisen  in  many  places.  There  has 
been  a  strong  tendency  on  the  part  of  many 
men  to  use  short-cut  methods  and  attempt  to 
diagnose  various  diseases  on  the  basis  of  a  single 
positive  finding  or  test.  For  example,  patients 
have  been  given  antiluetic  treatment  on  the 


basis  of  a  single  positive  Wassermann  reaction 
which  later  proved  to  be  due  to  bad  technic 
or  wrong  interpretation  of  the  test.  It  is  not 
so  long  ago  since  the  sanatoria  of  the  country 
were  crowded  with  patients  who  were  sent  in 
because  of  no  other  finding  than  a  positive  von 
Pirquet  test,  and  to-day  we  find  many  individuals 
receiving  diagnosis  of  active  pulmonary  tuber¬ 
culosis  and  being  stigmatized  on  the  basis  of 
certain  insignificant  shadows  cast  by  the  .^•-ray. 
Again,  there  are  individuals  spending  time  in 
sanatoria  for  the  tuberculous  who  were  sent  in 
solely  because  a  few  rales  were  found  to  exist 
in  one  or  both  lungs.  I  saw  recently  a  patient 
who  was  reported  as  a  positive  case  of  tuber¬ 
culosis  because  of  a  family  history.  The  only 
abnormal  condition  which  this  patient  had  at  the 
time  he  was  reported  was  an  acute  upper  re¬ 
spiratory  infection.  There  are  even  a  few  indi¬ 
viduals  who  will  go  so  far  as  to  diagnose  tuber¬ 
culosis  or  heart  disease  with  no  other  evidence 
than  a  reduced  vital  lung  capacity.  Others  have 
become  so  enthusiastic  over  the  basal  metab¬ 
olism  test  that  they  are  willing  to  recommend 
thyroidectomy  after  a  single  positive  test  with 
no  other  findings.  This  unfortunate  condition 
has  led  to  a  bad  interpretation  by  the  public. 
How  frequently  we  see  patients  who  state  that 
they  came  only  for  an  .ar-ray  examination,  a 
blood  test,  or  a  basal  metabolism  test.  They 
state  that  no  further  examination  is  necessary 
in  their  cases.  This  state  of  affairs  promotes 
quackery  and  encourages  the  members  of  certain 
cults  to  install  ^r-ray  equipment,  basal  metabolism 
apparatus,  etc.,  in  an  attempt  to  satisfy  the  in¬ 
creasing  demand  of  the  public  for  such  single 
tests.  The  public  must  be  taught  that  the  inter¬ 
pretations  of  such  tests  are  far  more  important 
than  the  tests  themselves  and  that  he  who  in¬ 
terprets  must  be  well  trained  in  the  true  healing 
art.  In  view  of  these  facts  the  policy  at  Lyman¬ 
hurst  from  the  beginning  has  been  to  take  all 
of  the  important  tests  and  special  phases  of  the 
examination  into  consideration,  but  in  no  in¬ 
stance  to  regard  any  one  of  them  as  infallible. 
The  final  diagnoses  have  been  made  after  careful 
consideration  and  correlation  of  all  the  valuable 
data  obtainable.  Each  child  examined  by  this 
staff  must  have  a  history  carefully  taken,  a  com¬ 
plete  general  examination,  and  an  examination 
by  each  of  the  physicians  representing  the  vari¬ 
ous  medical  specialties.  In  this  manner  non- 
tuberculous  conditions  are  often  detected,  the  re¬ 
moval  of  which  hastens  the  healing  of  the  tuber¬ 
culous  lesions.  One  may  be  criticized  on  the 
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basis  of  giving  these  children  too  thorough  ex¬ 
aminations.  Of  course,  there  is  the  possibility 
of  going  to  extremes  in  this  direction.  For 
example,  doing  a  biopsy  for  Hodgkin’s  disease, 
or  blood  study  for  lead  poisoning  in  every  case. 
To  be  sure,  such  special  examinations  are  never 
made  unless  they  are  definitely  indicated. 

In  a  tuberculosis  program  there  is  no  factor 
more  important  than  education.  There  are  many 
phases  of  education,  but  none  of  them  is  more 
important  than  that  of  educating  the  physicians. 
Consequently,  from  the  beginning  the  Ly man- 
hurst  staff  adopted  the  policy  of  educating  itself 
regarding  tuberculosis  before  attempting  to  edu¬ 
cate  others.  It  was  agreed  that  two  staff  meet¬ 
ings  should  be  held  a  month,  and  that  one  or 
more  papers  on  some  phase  of  tuberculosis 
should  be  read  at  each  meeting.  These  papers 
were  to  be  read  by  staff  members  and  invited 
physicians ;  and  we  have  learned  much  from 
each  other  and  from  invited  physicians.  It  has 
been  requested  that  no  paper  be  read  before 
the  staff  unless  the  author  had  it  in  form  for 
publication  in  a  medical  journal.  The  following 
list  of  papers  shows  that  in  most  instances  the 
authors  have  complied  with  this  request : 

Harrington,  F.  E.,  Lymanhurst;  The  Reason  for 
and  the  Establishment  of  the  School,  The  Journal- 
Lancet,  42:237  (May  15),  1922. 

Ziskin,  Thomas:  Cardiac  Signs  in  Early  Pulmon¬ 
ary  Tuberculosis  in  Children,  The  Journal-Lancet, 
42:244  (May  15),  1922. 

Giessler,  Paul  W. :  Orthopedics  in  Tuberculous 
Children,  The  Journal-Lancet,  42:246  (May  15),  1922. 

Allison,  R.  G.  and  Morse,  R.  W.:  The  Rontgen 
Diagnosis  of  Pulmonary  Tuberculosis  in  Childhood, 
The  Journal-Lancet,  42:247  (May  15),  1922. 

Wright,  Charles  Benjamin:  Some  Gastro-Intesti- 
nal  Data  in  a  Group  of  Tuberculous  Children,  The 
Journal-Lancet,  42:249  (May  15),  1922. 

Waldron,  Carl  W. :  Incidence  of  Infection  of 
^louth.  Nose,  Throat  and  Ear  in  Tuberculous  Child¬ 
ren,  The  Journal-Lancet,  42:251  (May  15),  1922. 

Stewart,  Chester  A.  and  Sheets,  O.  B.:  The  Value 
of  the  Determination  of  the  Vital  Capacity  of  the 
Lungs  in  the  Diagnosis  and  Prognosis  of  Pulmonary 
Tuberculosis  in  Children,  The  Journal-Lancet,  42:253 
(May  15),  1922. 

McKinlay,  C.  A.:  A  Study  of  the  Basal  Aletabolism 
and  the  Thyroid  Gland  in  a  Group  of  Tuberculous 
Children,  The  Journal-Lancet,  42:257  (May  15),  1922. 

Scamnjon,  Richard  E. :  A  Comparison  of  the 
Height-Weight  Indices  of  Suspected  Tuberculous 
and  Normal  School  Children,  The  Tournal-Lancet, 
42:259  (May  15),  1922. 

Myers,  J.  A.:  Classification  and  Treatment  of 
Suspected  Tuberculous  School  Childen  in  Minne¬ 
apolis,  The  Journal-Lancet,  42:239  (May  15),  1922. 

Nixon,  Charles  E. :  Observations  on  the  Neuro¬ 
logic  and  Mental  Status  of  a  Group  of  Tubercuous 
Children,  The  Journal-Lancet,  42:260  (May  15),  1922. 


Anderson,  Edward  Dyer:  A  study  of  the  Clinical 
and  Physical  Findings  and  the  Tuberculin  Reactions 
in  a  Group  of  Tuberculous  Children,  The  Journal- 
Lancet,  42:262  (May  15),  1922. 

Harrington,  F.  E.  and  List,  Walter  E.:  An  Ob¬ 
servation  Hospital  and  Day  School  for  Tubercu¬ 
lous  Children,  Modern  Hospital,  19:102  (August), 

1922. 

Myers,  J.  A.:  The  Detection  and  Care  of  Tuber¬ 
culous  School  Children  in  Minneapolis,  Journal  of 
the  Outdoor  Life  (December),  1922. 

Camp,  Walter  E:  The  Common  Types  of  Ocular 
Tuberculosis,  Minnesota  Medicine,  5:719  (Decem¬ 
ber),  1922. 

Benjamin,  A.  E. :  The  Possible  Future  of  Lyman¬ 
hurst  and  Its  Influence  upon  the  Health  of  Future 
Generations,  The  Journal-Lancet,  42:545  (Novem¬ 
ber),  1922. 

Pottenger,  F.  M.:  Some  Observations  on  the  Early 
Diagnosis  of  Tuberculosis,  Minnesota  Medicine, 
5:571  (October),  1922. 

Bendes,  J.  H. :  Heliotherapy,  The  Journal-Lancet, 
43:35  (January  15),  1923. 

Laird,  A.  T. :  The  Subsequent  History  of  Child¬ 
ren  Discharged  from  Tuberculosis,  Sanatoria,  Ameri¬ 
can  Review  of  Tuberculosis,  7:207  (May),  1923. 

Harrington,  F.  E. :  Further  Progress  in  Tubercu¬ 
losis  in  Children  from  the  Public  Health  Stand¬ 
point,  The  Journal-Lancet,  42:491  (October),  1922. 

Scammon,  R.  E. :  The  Growth  of  the  Dimentions 
of  the  Chest  in  Childhood,  to  be  published. 

Seham,  Max:  The  Handling  of  Heart  Disease  in 
Children. 

Larson,  W.  P. :  The  Agglutination  Test  in  the 
Diagnosis  of  Tuberculosis. 

Rodda,  F.  C.:  X-ray  of  Chest  Conditions  in  Child¬ 
ren. 

Stewart,  David  A.:  Prognosis  in  Tuberculosis. 

Stewart,  C.  A.:  Further  Studies  in  the  Vital  Ca¬ 
pacity  of  the  Lungs  of  Children,  to  be  published. 

Bosworth,  Robinson:  The  Control  of  Tuberculo¬ 
sis,  Minnesota  Medicine,  6:296  (May),  1923. 
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Journal-Lancet,  43:114  (March),  1923. 

Cole,  Wallace  H.:  Some  Etiological  Factors  in 
Surgical  Tuberculosis  in  Childhood,  Journal  of  Bone 
and  Joint  Surgery  5:445  (July),  1923. 
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IMariette,  E.  S. :  Extrapleural  Thoracoplasty. 

Myers,  J.  A.:  Tuberculosis  in  School  Children: 
Its  Diagnosis,  Classification  and  Treatment,  IMinne- 
sota  Medicine  (August),  1923. 

Allison,  R.  G.  and  Morse,  R.  W. :  Bronchiectasis 
in  Childhood,  (to  be  published). 


46 


THE  JOURNAL-LANCET 
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Young,  Katherine  G. :  Educational  Problems  in 
the  Special  School,  (to  be  published). 
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It  will  be  seen,  therefore,  that  since  its  organ¬ 
ization  the  Lymanhurst  Staff  has  examined  more 
than  1,200  children  and  has  had  an  opportunity 
to  listen  to  the  reading  of  more  than  forty  papers 
on  tuberculosis  and  closely  allied  subjects.  The 
members  also  have  had  considerable  opportunity 
to  offer  instruction  to  others  through  personal 
conversation,  lectures,  and  publications. 

The  entire  work  has  been  made  possible  by 
Dr.  Harrington,  Commissioner  of  Health  and 
Director  of  Hygiene  and  Dr.  List,  Superin¬ 
tendent  of  the  General  Hospital,  who  have  been 
not  only  constant  sources  of  enthusiasm  but  also 
sources  of  material  and  equipment  so  necessary 
for  these  accomplishments.  I  am  sure  that  their 
splendid  spirit  of  co-operation  has  won  for 
them  the  utmost  respect  of  every  member  of 
this  staff.  The  members  of  the  staff  have  de¬ 
voted  much  time  and  energy  to  the  work,  and 
whatever  has  been  accomplished  has  depended, 
not  upon  the  efforts  of  any  single  member  or 
any  small  group  of  members,  but  upon  the  staff 
as  a  whole.  Personal  gain,  professional  jeal¬ 
ousies,  and  prejudices  have  been  in  the  discard, 
and  the  spirit  of  co-operation  and  helpfulness 


has  ruled.  It  is  a  combination  of  all  these  things 
that  has  brought  about  the  past  accomplishments, 
which  in  turn  have  caused  the  name  Lymanhurst 
to  spread  throughout  this  land  and  even  to  other 
nations. 

The  most  difficult  days  of  organization  have 
passed,  a  public  sentiment  not  too  favorable 
toward  the  school  has  been  converted  into  one 
that  is  quite  satisfactory,  and  the  institution  is 
equipped  for  excellent  work, — in  short,  the  pic¬ 
ture  seen  to-day  stands  in  bold  contrast  to  the 
one  we  viewed  slightly  less  than  two  years  ago. 

Studies  made  in  certain  parts  of  the  world 
have  led  us  to  believe  that  approximately  1  per 
cent  of  school  children  have  tuberculous  lesions 
which  should  be  observed  and  treated  in  special 
schools  for  tuberculous  children.  If  this  is  true, 
there  are  approximately  700  such  children  in 
Minneapolis.  It  is  generally  belived  that  the  in¬ 
cidence  of  tuberculous  disease  increases  soon 
after  the  age  of  puberty.  If  this  proves  to  be 
true  in  Minneapolis,  many  more  cases  will  be 
presented  soon  when  our  scope  is  to  be  widened 
so  as  to  include  high  school  students. 

Already  we  have  excellent  records  on  a  rea¬ 
sonably  large  group  of  children.  Observations 
and  subsequent  findings  on  these  children  as  they 
pass  through  the  age  of  puberty  and  into  adult 
life  should  furnish  material  for  definite  con¬ 
tributions  to  our  knowledge  of  tuberculosis. 

With  such  a  wealth  of  material  at  our  dis¬ 
posal,  with  the  combination  of  the  philanthropic 
and  scientific  spirits  of  the  members  of  this  med¬ 
ical  staff,  with  our  lines,  of  investigation  already 
established  and  in  operation  and  with  the  splen¬ 
did  support  of  thosq  in  charge  of  the  municipal 
organizations  closely  allied  to  this  work,  I  can 
see  no  limit  to  our  future  possibilities. 


'A.  TREATMENT  FOR  GREENSTICK  FRACTURES  AND  FOR  DISLOCA¬ 
TIONS  OP  THE  CLAVICLE* 


By  William  A.  Fulton,  M.D. 

BURLINGTON,  WISCONSIN 


Greenstick  fractures  come  within  the  province 
of  the  railway  surgeon  rather  infrequently,  and 
the  same  may  be  said  of  dislocations  of  the 
clavicle,  for  they  are  of  comparatively  rare  oc¬ 
currence.  The  former  are  easily  handled,  but 
the  latter  present  real  problems. 

♦Presented  at  the  annual  meeting'  of  the  Soo  Sur¬ 
gical  Association. 


It  is  now  twenty-eight  years  since  I  treated 
my  first  greenstick  fracture.  The  patient  was 
a  boy  of  five,  and  the  fracture  was  the  most 
usual  one  (in  the  forearm),  the  bones  being 
bent  backwards.  I  used  the  method  I  had  been 
taught,  straightening  the  bones  forcibly  and  ap¬ 
plying  anterior  and  posterior  splints.  While  the 
results  were  perfectly  satisfactory,  an  anesthe- 
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tic  was  required,  and  the  father,  who  was  stand¬ 
ing  near  by,  winced  when  he  heard  one  of.  the 
bones  snap  as  it  straightened.  I  confess  the 
sound  was  not  a  cheerful  one. 

The  second  case,  a  duplicate  of  the  first,  was 
that  of  a  little  girl  of  two  and  a  half  years, 
who  came  a  few  days  later.  In  the  meantime 
I  had  pondered  somewhat  over  the  first  case, 
and  concluded  that  if  a  greenstick  fracture 
could  be  partially  straightened  without  much 
pain,  that  constant  moderate  pressure  might  re¬ 
sult  in  complete  reduction.  The  little  patient, 
being  so  young,  was  a  favorable  one  on  whom 
to  try  my  theory.  There  was  no  difficulty  in 
straightening  the  bones  sufficiently  to  make  the 
application  of  splints  possible,  in  fact  the  little 
tot  did  not  even  cry. 

The  splints  were  made  from  thin  wood  and 
were  the  width  of  the  forearm ;  they  were  padded 
with  cotton  and  bound  with  a  bandage.  The 
posterior  splint,  or  the  one  to  be  applied  to  the 
concave  flexure,  had  an  extra  padding  of  wool 
bound  to  each  end.  The  anterior  splint  was 
similar,  except  that  it  had  but  one  wool  pad, 
so  placed  as  to  make  contact  with  the  most 
prominent  point  of  anterior  flexure. 

In  applying  the  posterior  splint  the  wool  pads 
made  contact  with  ends  of  bone  only.  The 
anterior  splint  extended  from  the  flexure  of  the 
elbow  to  the  wrist,  and  made  contact  with  con¬ 
vexity  only.  The  splints  were  parallel,  of  course, 
and  were  held  in  place,  moderately  snugly,  with 
encircling  strips  of  adhesive  tape  placed  near 
the  ends  and  making  contact  with  the  skin,  to 
prevent  rotation.  The  constant  pressure  was 
secured  by  using  encircling  rubber  bands  near 
the  ends  of  the  splints,  and  placed  over  the  ad¬ 
hesive  tapes,  to  prevent  pressure  irritation  of 
the  skin.  In  two  days  the  bones  were  straight, 
and  padded  splints,  made  to  conform  to  the 
other  forearm,  were  used  till  the  forearm  was 
strong  enough  to  need  no  support. 

This  is  a  good  example  of  the  method  of 
treatment  for  the  average  case.  In  fractures 
of  the  femur  a  very  short  splint  may  be  used 
for  the  convexity  of  the  bone  until  straighten¬ 
ing  is  complete.  The  amount  of  pressure  used 
need  not  be  uncomfortable,  and  can  be  graduated 
to  the  needs  of  the  case  by  varying  the  number 
and  the  size  of  the  bands  used.  Any  or  all  of 
the  rubber  bands  can  be  removed  at  any  time 
and  replaced  or  changed  without  disturbing  the 
original  dressing.  Children  with  very  fair,  thin, 
and  sensitive  skins  may  well  be  protected  with 


one  or  more  layers  of  adhesive  plaster  placed 
over  pressure  points.  Wool  is  superior  to  cotton 
for  pressure  pads,  as  it  is  more  elastic  and  does 
not  pack  and  harden  so  quickly. 

Fractures  of  the  clavicle  are  more  difficult, 
and  require  a  modified  technic.  This  method 
is  not  applicable  to  depressed  fractures,  but  they 
are  rare,  and  generally  are  caused  by  direct 
violence.  The  most  frequent  site  of  fracture 
is  in  or  near  the  middle  third,  and  the  treatment 
is  comparatively  simple  for  this  region.  But 
one  pressure  splint  is  used.  It  should  be  oval 
in  shape,  slightly  curved,  and  long  enough  to 
extend  a  little  to  each  side  of  fracture.  The 
sp’int  may  be  cut  from  tough  splint  cardboard, 
split  sole-leather,  or  a  thin  plate  of  metal.  It 
must  be  padded,  of  course,  and  held  in  position 
over  the  site  of  the  fracture  with  adhesive  plas¬ 
ter  tape.  The  pressure  is  applied  with  rubber 
bands,  in  loops  of  adhesive  tapes,  stretched 
tightly  over  the  splint  and  held}  by  means  of 
adhesive  tapes  applied  to  chest  and  back.  The 
forearm  should  be  placed  in  a  sling. 

The  details  of  this  procedure  need  some  elab¬ 
oration.  It  is  well  to  first  apply  a  strip  of  ad¬ 
hesive  plaster,  from  two  to  four  inches  in  width, 
from  the  costal  margins  in  front  to  within  an 
inch  of  the  clavicle,  and  another  similar  strip 
to  the  back,  from  the  waist  up.  These  plasters 
are  for  the  purpose  of  providing  large  tension 
areas,  to  reduce  creeping  to  a  minimum.  They 
should  be  applied  from  below  upwards  and  un¬ 
der  tension,  to  avoid  wrinkling  under  an  upward 
pull.  It  is  on  these  tension  plasters  that  the 
tapes  carrying  the  rubber  bands  are  applied,  with 
extra  tapes,  in  the  form  of  an  inverted  V,  to 
distribute  tension.  The  tapes  carrying  the  rub¬ 
ber  bands  should  have  the  inner  parts  of  the 
loops  surfaced  so  as  to  be  non-adhesive,  and 
pinned  with  a  small  safety-pin,  to  avoid  creep¬ 
ing.  All  rubber  bands  should  be  held  in  position 
with  adhesive  tape;  and  wherever  possible  ad¬ 
hesive  plaster  under  tension  should  be  bandaged 
for  an  hour  or  more,  to  insure  good  adhesion. 

The  treatment  of  fractures  at  the  acromial 
end  is  the  same  as  for  fractures  of  the  middle 
third. 

A  fracture  near  the  sternal  end  requires  a 
narrow  splint  with  a  pad,  as  heretofore  de¬ 
scribed,  with  a  long  lower  end  extending  diag¬ 
onally  across  the  sternum  and  held  firmly  with 
adhesive  plaster.  The  upper  end  of  this  splint 
should  extend  about  an  inch  above  the  fracture. 
The  rubber  bands  are  attached  to  upper  end  of 
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splint  and  from  there  to  the  back  in  the  manner 
previously  described.  In  some  cases  a  hinge 
in  the  splint,  just  below  th^  pressure  pad,  is 
necessary,  in  order  to  secure  pressure  in  the 
right  direction.  These  details  may  be  weari¬ 
some,  but  they  are  essential  for  satisfactory  re¬ 
sults. 

I  have  been  able  to  use  this  treatment  in  frac¬ 
tures  of  the  metacarpals,  radius  and  ulna,  hu¬ 
merus,  clavicle,  tibia  and  fibula,  and  femur — 
all  the  long  bones  in  the  body,  excepting  the 
phalanges,  metatarsals,  and  ribs.  While  this 
type  of  fracture  of  the  phalanges  and  metatar¬ 
sals  does  occur,  I  have  never  seen  one.  Green- 
stick  fractures  of  the  ribs  need  only  a  support¬ 
ing  bandage  or  adhesive  plaster. 

This,  in  general,  is  the  method  I  have  used 
with  entire  satisfaction  for  twenty-eight  years. 

I  have  further  evidence  that  the  method  is  worth 
while  in  the  fact  that  Dr.  Wesley  Grove  Vin¬ 
cent,  of  New  York  City,  published  a  paper  on 
“Greenstick  Fractures  of  the  Forearm”  in  the 
Journal  of  the  American  Medical  Association, 
January  12,  1918.  His  method,  as  I  remember 
it,  is  the  same  as  the  one  just  given.  Very 
likely  many  others  have  used  a  similar  treatment, 
it  seems  so  very  simple  and  natural. 

Now,  the  application  of  this  method  to  treat¬ 
ment  of  dislocations  of  the  clavicle  may  be 
taken  up.  These  dislocations  are  unique  in  be¬ 
ing  among  the  easiest  to  reduce  and  the  most 
difficult  to  retain  in  position.  Their  treatment, 
after  reduction,  has  really  been  described,  as  it 
is  the  same  as  that  of  greenstick  fractures  near 
the  sternal  or  acromial  ends.  So  the  part  of 
this  discussion  that  will  be  of  most  interest  to 
you  will  be  brief. 

The  pressure  splint  for  either  end  of  the 
clavicle  must  be  placed  directly  over  the  reduced 
dislocation.  Patients  with  sternal  dislocations 
should  be  kept  on  their  backs  for  at  least  two 
weeks,  and  have  full  dressing  on  for  three  or 
four  weeks. 

Dislocations  at  the  acromial  end  are  much 
easier  to  control.  They  should  be  dressed  in 
position  as  for  ordinary  fractures.  I  can  see 
that  in  some  cases  of  sternal  dislocations  this 
position  might  be  necessary  also.  The  adhesives 
and  splint  should  be  applied  with  shoulder  in 
position,  or  the  plaster  will  be  wrinkled  and  the 
splint  misplaced  when  the  shoulder  is  put  up 
and  back.  In  three  or  four  weeks  the  forearm 
may  be  carried  in  a  sling  with  dressing  off. 

My  experience  with  dislocations  of  the  clavicle 


has  been  limited  to  three  cases ;  therefore  I  am  un¬ 
able  to  speak  with  much  authority,  but  I  have 
the  feeling  that  practically  all  recent  cases  can 
be  cured  without  an  open  operation.  All  in¬ 
juries  of  the  clavicle  are  fussy  cases,  but  even 
after  operation  a  dressing  is  required  that  will 
immobilize  the  shoulder. 

You  may  be  interested  in  a  report  of  the 
outcome  of  my  cases.  They  were  all  seen  within 
the  last  five  years : 

Case  1. — Farmer’s  son,  aged  17.  Dislocation  at 
sternal  end.  This  young  man’s  injury  was  the  re¬ 
sult  of  being  thrown  to  the  ground  while  leading 
a  horse.  Outcome,  perfect. 

Case  2. — Man  of  45,  mason  by  trade.  Dislocation 
at  acromial  end,  caused  by  a  motorcycle  accident. 
Outcome,  perfect. 

Case  3. — Retired  farmer,  aged  71.  Dislocation  at 
sternal  end,  caused  by  a  fall  from  a  load  of  hay. 
Result,  failure. 

In  spite  of  my  best  efforts  at  persuasion  I  was 
utterly  unable  to  control  the  patient.  On  the  fifth 
day  his  wife  telephoned  me  that  he  disappeared, 
and  she  found  hiin  in  the  basement  sawing  wood. 
She  added,  “I  think  there  is  no  use  trying  to  do 
anjUhing  with  him.”  I  agreed  with  her. 

The  literature  on  the  subject  of  dislocations  of 
the  clavicle  is  very  interesting  reading.  It  shows 
that  many  surgeons  have  had  difficulty  in  holding 
these  dislocations  in  place,  and  they  have  devised 
various  means  to  this  end,  some  of  which  have 
been  successful.  One  method  used  in  a  case  of 
sternal  dislocation,  which  seemed  fairly  rational, 
was  to  apply  a  spring  truss  with  the  pad  placed 
over  the  sternal  end  and  extending  around  to 
the  back,  the  strap  being  brought  up  and  snapped 
on  the  pad,  the  same  as  it  would  be  applied 
in  a  case  of  hernia.  Of  course,  adhesive  plaster 
has  been  used  to  hold  these  in  place  with  pads 
under  the  plaster.  The  only  difficulty  with  ad¬ 
hesive  plaster  is  that  it  creeps,  it  is  bound  to 
do  so  if  under  tension,  and  in  a  short  time  your 
pressure  is  relieved,  while  with  the  rubber  bands 
under  tension  we  have  a  constant  pressure 
which  decreases  only  very  slowly  from  creep¬ 
ing,  and  in  case  the  bands  lose  their  elasticity 
they  can  be  replaced,  or  if  the  pressure  is  not 
sufficient  more  can  be  applied.  For  acromial 
dislocations  I  must  say  it  is  very  efficient  from 
the  limited  experience  I  have  had  with  this 
type  of  dislocation.  I  find  that  it  controls  the 
acromial  dislocations  more  effectively  than  the 
sternal  dislocations. 

DISCUSSION 

Dr.  Lyman  R.  Critchfield  (Kenmare,  N.  Dak.); 

1.  I  would  heartily  endorse  the  use  of  the  wool 
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pressure  instead  of  cotton  pads  to  lesson  the  risk 
of  causing  serious  injury  to  the  tissues  lying  be¬ 
tween  the  pad  and  the  bone.  I  have  never  used 
the  rubber  bands  to  maintain  continuous  pressure 
as  described  but  the  method  certainly  sounds  good 
and,  it  seems  to  me,  could  be  used  successfully, 
many  times. 

2.  One  word  of  caution  might  not  be  amiss  at 
this  time,  and  that  is,  be  sure  that  the  greenstick 
fracture  is  greenstick  and  not  one  that  has  been 
impacted. 

3.  Dr.  Fulton  makes  a  good  point  regarding  dis¬ 
locations  of  the  clavicle  when  he  cites  the  patient 
who  did  not  follow  instructions.  Many  of  these 


cases  of  dislocation  of  either  end  of  the  clavicle 
have  a  long  period  of  partial  disability.  This  is  due 
to  the  nature  of  the  injury  and  also,  in  nearly  every 
case,  to  the  patient’s  not  allowing  the  injured  part 
to  rest  for  a  long  enough  time.  The  fact  that  nearly 
all  of  the  cases  of  clavicle  dislocations  come  from 
the  class  of  active  strong  men,  such  as  laborers, 
miners,  section  hands,  foot-ball  players,  and  so 
forth,  makes  the  matter  of  sufficient  rest  very  diffi¬ 
cult.  The  practice  of  putting  these  injuries  at  rest 
and  maintaining  rest  by  a  pressure  dressing  and 
plaster  cast,  aids  materially  in  impressing  on  the 
patient  the  seriousness  of  his  injury  and  is,  as  well, 
essential  to  the  shortest  and  surest  convalescence. 


TRAUMATIC  AND 

By  Roger  T.  Vaughan, 

CHICAGO, 

Case  I — Intracapsular  Fracture  of  the 
Femur 

I  presume  you  are  all  familiar  with  the  Whit¬ 
man  cast  and  its  method  of  application  in  frac¬ 
ture  of  the  hip.  This  particular  case  is  intra¬ 
capsular.  The  patient  has  now  been  up  in  the 
cast  five  and  one-half  weeks.  In  the  picture 
taken  on  admission  you  will  see  that  the  line  of 
fracture  lies  very  close  to  the  head.  The  line 
of  fracture  in  the  radiogram  almost  unites  the 
two  lips  of  the  acetabulum.  The  second  picture 
was  taken  through  the  cast  and  the  line  of  frac¬ 
ture  is  not  so  definitely  seen.  You  will  note  that 
the  approximation  of  the  fragments  is  at  least 
fully  as  accurate  as  before  the  cast  was  applied. 

There  are  many  methods  of  treating  fractures 
of  the  hip.  In  my  estimation  the  Whitman  cast 
or  one  of  its  modifications  is  the  most  efficient. 

I  suppose  many  of  you  have  seen  cases  treated 
with  the  long  Liston  splint,  with  sand-bags  or 
overhead  traction.  If  you  have  tried  those 
methods  I  think  you  will  all  prefer  the  Whitman 
cast.  To  apply  the  cast  we  put  these  patients 
up  on  the  Hawley  table  with  both  legs  extended 
and  fully  abducted  to  at  least  a  right  angle. 
In  the  intracapsular  fractures  I  aim  to  get  a 
little  more  than  full  right-angle  abduction.  Then 
we  maintain  that  right  angle  by  running  the  cast 
as  high  up  as  the  top  of  the  sternum  and  as 
low  down  as  the  toes.  Thus  you  have  a  plaster 
lever,  the  fulcrum  of  which  is  at  the  hip- joint, 
one  lever  arm  being  the  patient’s  fractured  lower 
extremity,  the  other  lever  arm  being  the  patient’s 
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trunk.  The  more  nearly  you  get  the  lever  arms 
of  the  same  length  the  more  perfect  the  leverage. 
The  correctness  of  the  principle,  much  stressed 
by  Whitman,  appears  now  to  be  pretty  generally 
accepted.  The  other  limb  is  left  entirely  free. 

We  have  here  an  apparatus  whereby  the  pa¬ 
tient  can  help  herself.  (Balkan  frame  with 
ropes,  pulleys,  and  counter- weights.)  The  unin¬ 
jured  leg  is  entirely  free.  She  can  use  it  to 
help  herself  or  raise  herself.  Note  how  we 
counter-balance  the  cast  and  part  of  the  patient’s 
own  weight  with  sand-bags,  bricks,  or  sash- 
weights.  We  have  this  patient  counter-balanced 
with  sand-bags,  putting  on  sufficient  weight  so 
that  we  counter-balance  the  entire  cast  and  part 
of  the  patient’s  own  weight.  So,  unless  too 
feeble,  the  patient  can  move  herself  from  side 
to  side  of  the  bed.  She  can  lift  herself  and 
change  her  position  sufficiently  to  prevent  for¬ 
mation  of  a  sacral  bed-sore.  Furthermore,  when 
the  bed-pan  is  slipped  under  the  patient,  it  does 
not  take  nearly  as  much  exertion  for  the  nurse 
to  raise  her  as  it  does  if  you  do  not  counter¬ 
balance  the  patient. 

A  great  advantage  of  the  Whitman  cast  is  that 
as  soon  as  you  have  the  patient  in  it  and  rigged 
up  with  overhead  apparatus  of  this  kind  the  pa¬ 
tient  is  free  from  pain.  You  know  how  painful 
the  use  of  the  bed-pan  is  for  such  patients  when 
the  other  methods  are  employed  in  treating  hip 
fractures,  and  how  some  patients  will  pass  evac¬ 
uations  in  bed  rather  than  use  the  bed-pan.  This 
is  an  additional  factor  predisposing  to  the  de¬ 
velopment  of  bed-sores  in  patients  not  treated 
with  the  Whitman  cast. 
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As  soon  as  yon  have  the  patient  in  a  cast  like 
this  you  can  have  her  sit  up.  When  we  have 
the  help  and  the  internes  have  the  time,  we  get 
the  patient  out  of  bed  twice  a  day  and  seat  her 
on  a  stool.  She  sits  with  the  legs  away  out  in 
this  position  (indicating),  which  is  not  extremely 
comfortable  or  luxurious,  but  it  is  a  welcome 
change  of  position  and  helps  to  avoid  pneumonia. 

At  present  I  am  not  using  the  original  Whit¬ 
man  splint,  but  a  modification  of  it  which  con¬ 
sists  of  substituting  a  double  Scultetus  binder 
for  the  posterior  plaster.  The  turns  of  plaster 
are  passed  over  the  front  of  the  chest  and  ab¬ 
domen  and  are  caught  on  the  front  one  of  these 
alternate  pairs  of  Scultetus  tails.  When  one 
series  of  turns  is  completed,  then  we  put  in  our 
molded  splint  plaster  reinforcements.  After 
they  are  applied  another  series  of  turns  of  plaster 
bandage  covering  chest  and  abdomen  is  run  over 
the  Scultetus  tails,  and  then  each  pair  of  tails 
is  tied.  That  fastens  the  bandage.  All  this  is 
simple  and  easy  to  do,  but  difficult  to  describe 
lucidly.  Then  we  leave  these  tails  long  for 
fastening  our  overhead  extension  and  counter¬ 
balance.  We  can  actually  counter-balance  these 
patients  too  much.  Too  much  counter-balance 
transfers  the  point  of  weight-bearing  from  the 
sacrum  to  the  lower  border  of  the  Scultetus, 
which  is  not  desirable.  If  allowed  to  continue 
long  enough  I  believe  it  might  produce  a  press¬ 
ure  sore.  Proper  counter-balancing  gets  the 
weight  oflf  the  sacrum  and  therefore  prevents 
sacral  bed-sores.  Too  much  counter- weight  lifts 
them  ofl:  the  bed  and  floats  them  in  the  air.  These 
patients  can  use  the  bed-pan  whenever  they  de¬ 
sire  without  effort  or  pain  if  properly  counter¬ 
balanced. 

It  is  more  work  for  the  attending  surgeon  to 
put  these  casts  on  than  to  tell  his  interne  to  put 
on  sand-bags;  but  the  cast  is  far  easier  for  the 
patient  and  nurses.  If  these  patients  do  not  get 
bed-sores  they  seldom  get  pneumonia.  Some  of 
these  aged  patients  have  involuntary  evacuations. 
We  “float”  such  patients  and  keep  a  bed-pan 
underneath  them  constantly.  These  patients  in 
casts  get  pneumonia  distinctly  less  often  than 
when  treated  by  any  other  method  which  I  have 
tried. 

The  next  best  method  of  treatment  for  hip 
fracture  is  the  double  abduction  plaster  spica 
with  plaster  turns  around  the  pelvis,  but  no 
higher  than  the  waist  and  then  on  the  fractured 
limb  running  clear  down  to  the  foot  like  Whit¬ 
man’s  cast  and  also  down  to  the  knee  on  the 


well  limb.  But  such  a  patient  cannot  sit  up, 
and  cannot  readily  be  counter-balanced,  with 
consequent  greater  risk  of  sacral  bed-sores.  He 
is  less  comfortable  in  bed  than  the  Whitman 
cast  patient  and  cannot  be  got  out  of  bed  onto 
a  stool  or  high  chair. 

Case  1 1 — Intracapsular  Fracture  of  the 
Femur 

This  patient  came  to  us  two  and  one-half  weeks 
after  the  accident,  the  doctor  taking  care  of 
her  at  home  in  the  good  oldfashioned  way.  He 
let  her  lie  in  bed  because  she  was  “too  old  and 
feeble  to  put  in  a  splint.”  These  jr-ray  pictures 
were  both  taken  before  we  put  her  in  plaster. 
This  patient  is  put  up  the  same  way  as  the  other 
case  shown,  with  the  Scultetus  substitute  for  the 
posterior  plaster.  We  do  not  always  cut  out 
the  cast  at  the  heel,  but  the  heel  is  sometimes 
a  pressure  point,  and  if  painful  must  be  cut  out. 
I  put  in  two  little  rolls  of  sheet-wadding  along¬ 
side  the  tendo  Achillis  to  protect  the  heel  from 
pressure.  The  position  in  which  we  put  the 
limb  is  complete  abduction  with  slight  inversion. 

On  entrance  to  the  hospital  this  patient  had 
a  bed-sore  that  was  suppurating,  for  she  had 
been  lying  flat  on  her  back  completely  helpless 
for  two  and  one-half  weeks.  This  sore  is  now 
smaller  than  it  was,  having  very  nearly  granu¬ 
lated  over,  and  it  will  soon  be  healed  completely. 
We  have  removed  most  of  the  pressure  from  the 
sacral  area  and  can  take  it  all  off  by  using 
enough  counter-balancing.  What  other  method 
of  treating  hip  fractures  is  able  to  heal  bed¬ 
sores  once  they  have  formed? 

It  is  easier  for  patients  to  lift  themselves  on 
a  high  Balkan  frame  than  on  a  low  one.  On 
these  8-foot  frames  we  put  two  pulleys,  and  the 
patient  “climbs”  this  rope  by  grasping  the  loop 
and  knots  and  thus  raises  herself  to  change  her 
position. 

The  stool  she  is  to  sit  on  must  be  a  high  one. 
(The  patient  is  seated  on  stool  by  side  of  bed.) 
As  stated,  it  is  not  luxurious,  but  it  is  a  welcome 
change.  The  patient  leans  back  against  the  bed 
when  you  get  the  bed  fixed  so  that  it  will  not 
roll  back  on  its  casters.  You  can  get  these  pa¬ 
tients  up  and  keep  them  up  for  half  an  hour 
at  a  time.  They  are  nearly  all  feeble  old  men 
or  women  like  this  patient.  Down  in  our  ward 
we  do  not  get  these  patients  much  under  60 
years  of  age.  Relatives  will  say,  “She  is  too 
weak  to  stand  this  cast,”  and  I  reply,  “She  is 
much  too  weak  to  stand  bed-sores  and  continual 
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pain,  to  suffer  with  the  bed-pan  three  or  four 
times  a  day;  she  is  so  weak  that  not  only  will 
she  probably  get  no  union  in  the  fracture,  but 
will  be  unable  to  prevent  the  development  of 
bed-sores  and  subsequent  sepsis  and  pneumonia 
without  the  cast.”  When  as  weak  as  many  of 
these  aged  patients  are,  they  do  not  long  survive 
prolonged  pain  and  sepsis.  They  must  be  put 
up  in  a  cast  in  order  to  conserve  the  strength 
they  have.  They  must  be  turned  in  bed  every 
hour  or  two  and  sat  up  once  or  twice  daily. 
Under  this  method  of  treatment,  just  ask  the 
patient  whether  or  not  she  feels  better  after  the 
cast  is  applied,  or  whether  she  would  like  to 
have  it  removed.  The  relatives  may  be  of  di¬ 
vided  opinion,  but  the  patient  knows  she  wants 
that  cast! 

Case  III — Gunshot  Wound  of  the  Abdomen 

I  have  done  something  here  I  never  did  be¬ 
fore — something  contrary  to  usual  good  proced¬ 
ure — and  “got  away  with  it.”  At  a  recent  meet¬ 
ing  of  the  Chicago  Surgical  Society  Dr.  L.  L. 
MacArthur  gave  a  talk  regarding  cancer  cases 
in  which  for  some  reason  he  did  not  follow 
standard  procedure,  and  yet  achieved  satisfactory 
results.  This  case  is  somewhat  similar,  but  is  a 
case  of  trauma,  not  of  cancer. 

I  present  here  a  young  man  who  came  to  us 
last  Monday  night  (five  days  ago)  with  a  wound 
at  the  left  lower  rib  border,  a  small  puncture 
gunshot  wound.  He  was  shot  thirty  hours  be¬ 
fore  admission.  We  at  once  took  him  to  the  a-- ray 
room  and  fluoroscoped  him  to  mark  the  location 
of  the  bullet.  In  spite  of  subsequent  scrubbings 
of  the  abdomen  you  still  can  see  the  remnant 
of  one  of  our  ink  marks  at  the  level  of  the 
umbilicus  on  the  right  side  of  the  abdomen.  On 
deep  respiration  the  bullet  moved  up  and  down 
when  seen  in  the  fluoroscope,  and  we  could  tell 
from  its  size  that  it  was  of  small  caliber,  prob¬ 
ably  22.  The  patient  did  not  know  he  was 
shot  when  the  shooting  occurred,  as  he  was 
drunk  at  the  time.  After  coming  to  the  hospital 
he  vomited  blood,  so  we  felt  certain  his  stomach 
had  been  perforated.  We  knew  the  bullet  was 
lying  within  the  peritoneal  cavity  because  we 
had  seen  it  move  up  and  down  on  the  fluorescent 
screen  with  respiration.  We  could  not  tell  at 
the  time  whether  the  bullet  lay  inside  or  outside 
the  lumen  of  the  bowel.  The  next  day  (Tues¬ 
day)  we  fluoroscoped  him  again  and  found  the 
bullet  still  in  the  same  location,  which  tended 
to  make  us  believe  it  lay  outside  rather  than 
inside  the  bowel.  If  it  did  lie  outside,  then 


there  must  have  been  more  than  one  perforation  ; 
if  inside  the  bowel,  it  might  have  penetrated 
only  the  anterior  wall  of  the  stomach  and  re¬ 
mained  inside  to  pass  along  later  into  the  bowel. 
We  have  not  fluoroscoped  him  the  third  time 
yet,  so  we  are  not  absolutely  certain  of  the 
bullet’s  location  now  in  reference  to  the  lumen 
of  the  bowel. 

When  he  came  to  us  thirty  hours  after  the 
accident  he  had  a  temperature  of  99+° ;  he  had 
no  abdominal  tenderness  except  just  at  the 
wound  of  entrance,  and  never  has  had  any  more. 
He  has  very  little  tympany  now  and  has  never 
had  more  since  entering  the  hospital.  Peristaltic 
sounds  have  always  been  present  and  the  patient 
has  had  no  nausea,  vomiting  or  fever. 

As  the  bullet  was  small,  on  first  examination 
I  reasoned  this  way;  “If  at  the  end  of  thirty 
hours  he  has  no  diffuse  peritonitis,  and  I  can 
demonstrate  that  he  has  none,  the  probability  is 
that  the  small  hole  in  the  stomach  and  also  in 
the  bowel,  if  there  were  one  or  more  in  the  bowel, 
has  become  plugged  with  mucosa.”  It  also 
seemed  to  be  well  within  the  bounds  of  possi¬ 
bility  on  that  first  night  that  the  bullet  might 
lie  in  the  lumen  of  the  bowel  and  only  a  single 
wound  be  present  and  that  in  the  anterior  wall 
of  the  stomach.  I  believed,  therefore,  that  since 
he  had  no  peritonitis  at  the  end  of  thirty  hours 
he  would  have  none  subsequently  if  I  left  him 
strictly  alone. 

I  had  one  case  of  gunshot  wound  some  years 
ago  in  which  I  could  find  at  operation  only  one 
wound  in  the  anterior  surface  of  the  duodenum 
and  no  bullet  in  the  patient  on  subsequent  fluoro¬ 
scopy.  This  bullet  must  have  stopped  inside 
the  duodenal  lumen  and  later  have  passed  in  the 
stools.  In  one  patient  I  had  some  months  ago, 
the  bullet  perforated  only  the  anterior  stomach 
wall,  was  vomited  up  and  recovered  from  the 
vomitus ! 

For  the  reasons  cited  I  did  not  operate  on 
this  patient.  I  hoped  he  would  not  give  consent 
to  operation,  and  I  was  put  in  a  difficult  posi¬ 
tion  when  he  said  he  had  perfect  confidence  in 
me  and  whatever  I  wanted  he  would  let  me  do. 
Had  he  developed  a  severe  peritonitis  subse¬ 
quently  and  died,  I  should  have  had  to  explain 
to  the  coroner  why  the  patient  was  not  operated 
on,  because  we  always  operate  on  these  cases  since 
they  are  usually  seen  early.  But  it  seemed  to  me 
this  late  case  was  exceptional,  for  were  I  to  go  in 
I  might  disturb  the  peritoneal  walling  off  that 
had  already  occurred  and  make  him  worse  rather 
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than  better.  He  had  a  little  fever,  a  little 
tympany,  and  probably  had  a  little  well-localized 
peritonitis  around  the  wound  or  wounds.  If  I 
operated  and  separated  these  adhesions  I  might 
do  more  damage  than  good  by  enabling  the  local¬ 
ized  infection  to  spread.  Perhaps  that  is  the 
reason  why  most  late  operations  for  bullet  wounds 
are  not  successful.  If  we  do  not  operate  on 
them  within  ten  or  twelve  hours  at  the  latest 
we  get  few  recoveries.  Our  good  results  are 
mostly  all  in  patients  operated  on  during  the 
first  few  hours. 

Therefore,  for  all  these  reasons  put  together 
I  did  not  operate,  and  so  far  the  result  is  suc¬ 
cessful.  Whether  I  shall  have  success  in  the 
next  case  I  manage  thus  I  do  not  know;  but  this 
was  the  type  of  bullet  wound  of  the  abdomen 
most  frequently  seen  in  the  Boer  war,  and  the 
English  surgeons  during  that  conflict  treated 
nearly  all  such  abdominal  bullet  wounds  without 
laparotomy  and  yet  with  a  very  considerable 
percentage  of  recoveries. 

Case  IV^ — Epiphyseal  Lesion  of  the  Os 
Calcis 

We  have  here  an  epiphyseal  lesion  of  the  os 
calcis  in  a  little  girl  ten  years  old.  Note  this 
dusky  swelling  over  the  heel  from  which  pus 
oozed  some  days  ago.  The  opening  has  since 
epithelialized  over,  and  this  little  swelling  now 
fluctuates.  I  think  some  more  pus  will  come 
out  later.  She  has  no  fever  at  the  present  time. 
On  the  9th  of  October  (13  days  ago)  she  had 
a  temperature  in  the  morning  of  99.4°  and  at 
noon  of  99.2°.  The  discharge,  whatever  the  etio- 
logy,  will  probably  show  a  mixed  infection  now. 
The  discharge  has  not  been  examined  micro¬ 
scopically,  and  may  not  show  anything  except 
cocci. 

I  show  you  here  the  radiographs  of  the  case. 


There  is  an  epiphyseal  lesion  of  the  os  calcis. 
The  os  calcis  ossifies  in  so  many  different  ways 
that  it  is  difficult  to  determine  what  is  normal 
in  a  given  case,  but  I  should  lay  diagnostic  stress 
here  on  the  fact  that  the  center  of  the  epiphysis 
which  you  see  as  a  line  of  density  on  the  lateral 
plate,  and  as  a  somewhat  rounded  area  at  the 
left  of  the  midline  on  the  anteroposterior  plate, 
is  of  greater  density  than  the  rest  of  the  os 
calcis.  There  is  no  periostitis  present.  We 
know  that  children  frequently  react  to  tubercu¬ 
lous  infection  with  just  such  a  sclerosis  of  bone, 
while  as  a  general  rule  adults  show  caries  and 
bone  absorption.  From  this  fact  and  from  the 
granulomatous  appearance  of  the  heel  lesion  I 
presume  that  this  is  probably  tuberculous.  On 
further  bacteriologic  examination  we  shall  prob¬ 
ably  be  able  to  determine  whether  it  is  tuber¬ 
culosis  or  not,  but  to  me  it  looks  like  a  granu¬ 
loma  and  the  A'-ray  seems  to  point  to  a  tuber¬ 
culous  sclerosis  of  the  calcaneal  epiphysis. 

Case  V — Osteogenesis  Imperfecta 

This  case  (Negro  girl  about  six  years  old) 
looks  something  like  a  case  of  very  marked 
rickets.  There  is  softening  of  the  bones  some¬ 
what  like  rickets,  but  also  a  diminution  in  thick¬ 
ness  and  density  and  a  tendency  to  spontaneous 
fractures.  This  is  a  case  of  osteogenesis  im¬ 
perfecta.  You  see  a  recent  healed  fracture  of 
this  femur  and  an  old  healed  fracture  in  the 
lower  end  of  the  other  femur.  The  bones  in 
the  chest  are  all  very  thin  and  extremely  gracile. 
The  child  has  had  multiple  spontaneous  fractures 
of  the  extremities.  That  is  a  picture  we  do 
not  see  with  rickets,  but  it  is  characteristic  of 
osteogenesis  imperfecta.  These  patients  keep  on 
having  spontaneous  fractures  so  long  as  they  live 
and  life  is  not  often  prolonged  to  adult  years 
in  such  well-marked  cases  as  this  one. 


CORN  KERNELS  IN  THE  AIR  PASSAGES* 

By  Frederick  H.  Roost,  M.D. 

SIOUX  CITY,  IOWA 


Accidental  entrance  of  corn  kernels  into  the 
air  passages  is  unfortunately  of  frequent  occur¬ 
rence  in  this  locality.  The  occurrence  is  not 
always  recognized  early,  and,  I  fear,  too  often 
the  accident,  generally  in  small  children,  goes 
unnoticed,  ending  fatally  in  pneumonitis. 

♦Presented  before  the  Sioux  Valley  Eye  and  Ear  Acad¬ 
emy,  Omaha,  Nebraska,  July  9,  1923 


In  comparison  to  other  objects  inhaled  ac¬ 
cidentally,  the  corn  kernel  stands  out  preeminent¬ 
ly  to  the  bronchoscopist  here  because  of  its  fre¬ 
quency,  and,  in  my  opinion,  is  important  enough 
for  special  consideration. 

When  recognized  early,  the  removal  of  a  kernel 
of  corn  from  the  bronchus  offers  no  great  diffi- 
cult}^  and  is  usually  followed  by  a  rapid  and 
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uncomplicated  recovery.  Unlike  other  legumin¬ 
ous  bodies,  the  corn  kernel  is  apparently  free 
from  toxic  qualities,  nor  does  it  disintegrate 
quickly  from  absorption  of  moisture.  Further¬ 
more,  it  swells  only  slightly  even  though  left  in 
situ  for  a  number  of  days.  Recently  a  corn 
kernel  removed  on  the  eleventh  day  was  still 
practically  normal  in  size  and  consistency,  though 
constantly  bathed  in  watery  secretions. 

The  accident  seems  to  occur  most  frequently 
in  children  between  the  ages  of  one  and  three 
years.  In  two  of  our  cases  the  ages  were  seven 
and  ten  months,  respectively. 

In  some  respects  the  corn  kernel  presents 
some  distinctive  features.  Being  a  firm,  smooth 
body,  it  may  lodge  in  the  lung  for  a  considerable 
period  without  giving  rise  to  symptoms  suffic¬ 
iently  alarming  to  be  noticed  by  a  child’s  at¬ 
tendants.  Choking  or  spasmodic  coughing  short¬ 
ly  following  the  accident  is  always  present,  we 
note,  and  is  generally  followed  by  a  quiescent 
stage  which  may  last  until  we  get  lung  conditions 
consequent  upon  prolonged  bronchial  obstruction. 

Another  difficulty  is  that  the  ;ir-ray,  usually 
affording  us  the  most  efficient  of  diagnostic  aids, 
is  more  or  less  valueless,  as  the  corn  kernel 
produces  no  shadow.  However,  there  may  be 
exceptions,  as  you  will  see  in  the  diagnostic  film 
I  herewith  present.  The  patient  was  a  child 
eleven  months  old  and  thin  chested.  Note  the 
lodgment  of  the  kernel  in  the  right  bronchus,  in 
which  place  it  was  found  and  removed.  Inas¬ 
much  as  a  good  skiagram  is  valuable  in  detection 
of  lung  pathology,  it  should  always  be  obtained. 

Careful  history  of  the  onset  of  the  accident 
is  important.  As  before  mentioned,  inquiry  has 
invariably  brought  out  the  fact  of  choking  and 
spasmodic  coughing  and,  less  frequently,  cyano¬ 
sis.  This  coupled  with  observation  or  suspicion 
that  the  child  was  playing  with  corn,  was  the 
sum  total  in  diagnostic  signs  presented  in  a 
number  of  cases.  In  a  case  from  another  city, 
where  we  were  consulted  by  phone,  a  very  com¬ 
petent  general  practitioner  after  careful  exam¬ 
ination  of  the  chest  and  observation  over  night 
in  the  local  hospital,  allowed  the  impatient  par¬ 
ents  to  take  the  child  home  to  the  farm,  where 
shortly  afterwards  he  had  a  choking  spell  which 
resulted  fatally. 

We  recite  this  case  to  emphasize  the  fact  that 
at  certain  periods  following  the  accident,  lung 
signs  may  be  difficult  to  elicit.  The  child  is 
usually  very  young,  and  there  are  no  witnesses 
to  the  accident  and  early  symptoms.  It  is  the 
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alert  practitioner  that  consults  the  bronchoscopist 
early  in  the  corn  kernel  cases. 

At  all  times  in  handling  a  patient  with  a  corn 
kernel  in  the  lung  there  is  a  caution  that  we 
wish  to  repeat.  Do  not  invert  the  patient  as  a 
diagnostic  test.  At  least  two  patients  were 
brought  to  us  that  had  had  this  experience  at 
the  hands  of  their  physicians.  A  fatal  glottic 
spasm  may  ensue.  Our  diagnostic  search  must 
be  limited  to  history,  respiratory  signs,  and  skia¬ 
grams.  These  may  be  quite  clear  and  definite, 
or,  as  stated  before,  cjuite  obscured  and  doubtful. 
Given  the  slightest  suspicion,  an  endoscopic  ex¬ 
amination  should  be  made.  Had  this  been  done, 
the  fatality  quoted  above  would  probably  have 
been  prevented. 

The  place  of  lodgment  is  influenced  to  some 
extent  by  the  size  and  contour  of  the  kernel.  In 
our  cases  they  were  all  lodged  in  the  main  right 
or  left  bronchus.  In  two  cases  only  broken  half 
kernels  were  found.  That  the  kernel  always 
lodges  with  the  germ  end  up  does  not  hold  true 
in  our  experiences.  Either  end  may  present. 
Whatever  the  manner  of  its  inhalation,  it  finall}' 
beds  tight  in  one  or  the  other  bronchus.  It 
is  perhaps  considerably  influenced  and  further 
wedged  by  the  bechic  movements  of  the  lung 
and  the  change  of  air  pressure  in  the  obstructed 
air  channels. 

The  technic  of  removing  corn  kernels  does  not 
differ  from  that  of  removing  other  leguminous 
bodies,  such  as  i)eanuts  or  beans.  The  kernel 
is  firm,  and,  once  firmly  grasped,  is  very  easy 
of  removal.  It  has  the  further  advantage  in 
that  it  presents  a  rectangular  end  affording  sag¬ 
ittal  space  on  the  sides  for  placing  the  blades 
of  the  forceps.  Jackson’s  advice  in  taking  ad¬ 
vantage  of  this  is  especially  applicable  here.  Our 
favorite  forceps  has  a  straight  fenestrated  tip, 
whose  slender  jaws,  when  open,  lie  flat  against 
the  lumen  of  the  bronchial  tubes  and  gently  en¬ 
velop  the  leguminous  body  for  a  firm  hold.  As  we 
have  remarked,  the  leguminous  body  intruder  is 
found  most  often  in  infant  patients.  This  means 
making  use  of  the  4  mm.  tube  if  the  upper  route 
is  chosen  for  delivery,  and  the  upper  route, 
regardless  of  age,  affords  ample  room  if  the 
bronchoscopist  is  sufficiently  expert.  This  small 
tube  naturally  requires  a  small  shank  and  tip 
for  the  forceps.  The  Jackson  instrument  an¬ 
swers  this  requirement  for  us. 

The  very  fact  that  the  small  tube  is  so  gen¬ 
erally  required  in  the  extraction  of  a  leguminous 
body  calls  for  special  training  with  the  small 
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tube.  The  suggestion  of  painstaking  practice 
with  small  calibered  rubber  tubes,  in  which 
leguminous  bodies  have  been  inserted,  is  a  good 
one.  Certainly  the  mechanical  problem  to  be 
met  with  in  these  cases  should  be  thoroughly 
worked  out  beforehand,  and  then  at  the  time 
of  extraction  having  at  hand  the  necessary  and 
complete  equipment,  in  addition,  there  should  be 
co-ordinated  team-work.  To  fit  an  improper 
forceps  to  a  leguminous  body  may  result  in 
either  reducing  the  same  to  small  fragments, 
forcing  it  further  down,  or  in  damaging  the  lung 
tissue,  thus  changing  a  favorable  situation  to  an 
unfavorable  one. 

Bronchoscopic  science  has  reached  a  degree 
of  advancement  and  availability  where  every 
victim  is  entitled  to  all  the  niceties  of  strategy 
and  manipulative  skill  requisite  to  successful  re¬ 
covery.  Failure  to  remove  corn  kernels  and 
other  leguminous  bodies,  results  fatally  in  a  short 
time.  A  number  of  such  deaths,  due  to  the 
inhalation  of  corn  kernels,  have  occurred  in  this 
locality,  fortunately  none  in  our  practice. 

The  Boyce  position  affords  us  the  most  con¬ 
venient  posture,  inclined  slightly  to  the  Trendel- 
lenburg  position  when  possible. 

Ether  anesthesia  is  used  when  it  seems  to 
be  required,  and  then  only  during  the  period 
of  introducing  the  tube.  Personally  we  have 
a  feeling  that  no  anesthetic  should  be  required 
in  the  procedure,  were  manipulative  skill  suffic¬ 
ient  to  make  one  feel  secure  in  dispensing  with 
the  same. 

No  attempt  has  been  made  in  this  paper  to 
go  into  details  of  general  bronchoscopic  technic, 
except  as  it  touches  the  matter  of  leguminous 
bodies.  Conditions  brought  about  in  the  lung 
by  foreign  bodies  of  any  nature  or  conformation 
have  certain  features  in  common,  but  it  is  our 
experience  that  leguminous  bodies,  such  as  the 
corn  kernel,  are  more  easily  overlooked  in  the 
early  stages,  exact  place  of  lodgment  in  doubt, 
and  because  of  their  obstructive  tendencies,  are 
more  conducive  to  quick  fatalities. 

Also  it  appears  to  us  that  leguminous  cases 
are  more  beset  with  diagnostic  difficulties.  Al¬ 
though  suspecting  the  presence  of  the  foreign 
body,  its  place  of  lodgment  is  hidden.  Whether 
left  or  right  lung,  may  be  in  doubt. 

In  a  ten  months’  old  child  referred  to  us,  the 
accident  occurred  during  a  siege  of  bronchopneu¬ 
monia.  The  kernel  was  located  and  removed 


only  after  aspirating  and  swabbing  both  bronchi 
free  of  troublesome  secretions.  Another  case 
presented  the  problem  of  a  conflicting  history 
of  the  child  being  seen  playing  with  both  corn 
kernels  and  carpet  tacks.  The  skiagram  showed 
a  fictitious  outline  of  a  large-headed  tack  in  the 
trachea ;  also,  a  bloody  trail  of  secretion  led  into 
tbe  right  bronchus,  but  none  was  found  there, 
and  a  continued  search  located  a  roughened 
half  kernel  of  corn  in  the  bottom  of  tbe  left 
bronchus. 

And  to  the  casual  bronchoscopist  the  necessity 
of  operating  through  infant-sized  tubes  with  the 
foreign  body  somewheix  in  a  well  of  bronchial 
secretions,  may  bring  on  a  situation  of  stress 
that  requires  courage  and  ingenuity  to  carry 
through  to  a  successful  issue.  Yet,  the  properly 
prepared  operator  will,  we  believe,  have  nearly 
100  per  cent  success  if  forehanded  with  the 
proper  equipment  and  manipulative  practice  and 
skill. 


BOOK  NOTICES 


Essentials  of  Surgery.  A  text-book  of  Surgery  for 
Students  and  Graduate  Nurses  and  for  those  in¬ 
terested  in  the  Care  of  the  Sick.  By  Archibald 
Leete  McDonald,  M.D.,  Johns  Hopkins  Univer¬ 
sity.  Second  Edition.  Cloth.  Price,  $2.50  net. 
Pp.  293,  with  49  illustrations.  Philadelphia;  J.  B. 
Lippincott  Company,  1923. 

There  have  been  few  books  written  on  Essentials 
of  Surgery,  for  nurses.  Ur.  McDonald’s  book  is  an 
excellent  book  to  be  used  by  students  and  instruc¬ 
tors  as  a  reference  book  in  connection  with  sur¬ 
gical  lectures. 

Surgical  nursing  is  thoroughly  covered  in  this 
book  of  fifteen  chapters.  The  first  three  chapters 
cover  the  knowledge  of  bacteria  with  a  review  of 
bacteriology,  showing  the  need  of  a  thorough  knowl¬ 
edge  of  bacteriology  and  its  application  to  surgi¬ 
cal  nursing.  The  fourth  chapter  defines  and  classi¬ 
fies  tumors  and  new  growths  simply  and  clearly, 
making  it  an  excellent  reference  for  gynecology 
as  well  as  surgery. 

The  definitions,  classifications,  and  illustrations 
are  very  clear  throughout  the  book.  Good  clear 
illustrations  aid  the  students  in  understanding  many 
of  the  facts  given  in  lecture. 

The  students  usually  have  not  had  the  opportunity 
of  seeing  operations  before  having  surgical  lectures. 

The  value  of  any  book  to  a  student  nurse  is,  that 
it  containes  enough  essential  material  for  .use  while 
the  nurse  is  a  student  and  that  it  can  be  used  as  a 
reference  book  after  she  graduates. 


— K.  E.  D. 
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THE  ANNUAL  MEETING  OF  THE  HEN¬ 
NEPIN  COUNTY  MEDICAL  SOCIETY 
AND  THE  PRESIDENT’S  ADDRESS 

The  Hennepin  County  Medical  Society,  at  its 
annual  meeting  December  7,  1923,  celebrated  its 
sixty-ninth  annual  meeting,  and  preparations  are 
on  the  way  to  celebrate  its  seventy-fifth  birthday 
in  1930.  Dr.  Fred  L.  Adair  presented  the  presi¬ 
dential  address,  which  is  to  be  printed  in  The 
Journal-Lancet  and  should  be  read  by  every 
physician  interested  in  the  progress  of  medicine. 

Dr.  Adair  covered  a  very  wide  field  in  the 
history  of  medicine ;  and  for  his  principle  theme 
he  selected  the  addresses  of  past  presidents, 
commenting  on  them,  criticizing  them  mildly, 
but  more  deftly  criticizing  the  medical  society 
of  ^Minneapolis  for  not  doing  the  work  they  had 
talked  about  and  expected  to  do  from  forty 
years  ago  to  the  present  time.  Many  good  sug¬ 
gestions  were  made  that,  if  promises  had  been 
kept,  would  have  put  the  Hennepin  County  Med¬ 
ical  Society  in  the  lead  of  any  similar  organ¬ 
ization  in  the  state.  But  because  medical  men 
are  easygoing  and  look  forward  with  joyous 
anticipations  to  the  carrying  out  of  a  program, 
they,  like  many  other  organizations,  forget  the 
necessity  of  following  up  the  plan.  It  is  inter¬ 
esting  to  note,  too,  the  similarity  of  the  work 
of  the  men  of  fifty  years  ago  and  those  of  the 
present  time.  It  is  also  interesting  to  know  and 
to  understand  that  most  of  the  medical  work  in 


medical  societies  is  done  by  a  comparatively 
few,  and  these  few  are  the  men  who  are  vitally 
interested  in  the  success  of  the  organization. 
This,  perhaps,  is  more  definitely  demonstrated 
by  a  comparison  of  the  work  of  the  men  who 
were  interested  years  ago  and  the  present-day 
methods  of  conducting  a  medical  society.  To 
be  president  of  the  Hennepin  County  Medical 
Society,  with  its  491  members,  means  work, — 
hard,  and  continuous  work,  with  endless  meet¬ 
ings,  conferences,  and  association  with  other 
organized  bodies.  The  man  who  becomes  its 
president  must  make  up  his  mind  to  give  up 
his  time,  his  services,  and  in  no  small  measure 
his  practice,  in  order  to  do  this  work  properly. 
And,  as  Dr.  Adair  suggested,  there  ought  to  be 
some  means  provided  whereby  the  president 
should  be  relieved  of  some  of  the  detail  work 
in  order  to  keep  in  front  of  him  the  greater 
problems  that  must  inevitably  be  met. 

The  necessity  of  continuing  our  influence  with 
public  utilities  and  with  other  activities,  both 
industrial  and  business,  was  strongly  emphasized 
— that  too  often  the  doctor  hesitated,  or  quibbled 
over  the  ethics  in  a  problem  and  was  lost  in  the 
confusion  that  he  himself  was  responsible  for. 

The  Executive  Committee  alone  has  many 
meetings  each  year,  and  is  responsible  for  the 
success  of  the  program,  the  meetings,  and  the 
incidental  affairs  which  arise  in  the  work  of  the 
Society.  The  members  of  the  Board  of  Censors 
have,  as  they  know,  a  disagreeable  task  to  per¬ 
form.  They  have  to  meet,  either  by  card  or 
letter,  every  man  who  seeks  admission  to  the 
Society,  and  sometimes  where  the  record  is  not 
good  they  have  to  arrange  for  personal  meetings 
with  the  applicant.  They  sometimes  bridge  over 
difficulties  and  chasms  and  thus  help  on  the 
work  of  the  whole  organization.  The  Board 
of  Trustees  and  the  Committee  on  Permanent 
Policy  have  to  do  with  the  present  financial  status 
of  the  organization  and  with  the  future  policy. 
Then,  too,  it  was  interesting  to  hear  the  report 
of  the  Entertainment  Committee  and  to  know 
that  by  getting  men  together  for  an  annual 
banquet,  for  golf  meets,  and  bridge  parties 
they  learned  to  know  one  another  better — often 
finding  the  man  who  was  looked  upon  as  rather 
reticent  to  be  a  fine  fellow,  and  so  on.  The 
Budget  and  Finance  Committee,  of  which  the 
popular  secretary.  Dr.  R.  T.  LaVake  was  chair¬ 
man,  presented  all  of  the  necessary  expenses ; 
and  in  his  capacity  as  treasurer  of  the  Society, 
Dr.  LaVake  gave  a  very  good  outline  of  what 
it  cost  to  run  an  organization  of  this  sort.  Con- 
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sequently,  if  the  dues  are  raised  a  dollar,  men 
must  make  a  little  extra  endeavor  to  meet  the 
increase  because  it  is  needed,  not  only  for  the 
Society,  but  particularly  for  the  library  in  which 
the  Hennepin  County  Medical  Society  has  much 
pride. 

One  of  the  most  important  committees  is  the 
Committee  on  Education  and  Publicity,  and  this 
we  will  hear  from  during  the  present  year.  It 
has  to  do  with  medical  information  and  edu¬ 
cational  articles  furnished  to  the  daily  press 
under  the  auspices  of  the  committee  of  the  So¬ 
ciety,  and  not  by  an  individual.  It  has  to  do 
with  broadcasting  information  that  is  educational 
from  a  medical  point  of  view. 

The  Society  is  to  be  congratulated  upon  the 
successful  work  of  Dr.  Adair,  and  by  its  election 
of  Dr.  C.  B.  Wright  as  its  future  president  the 
same  good  endeavor  will  be  maintained. 

STAFF  MEETINGS  AND  MEDICAL 
MEETINGS 

The  new  year  seems  to  have  opened  auspic¬ 
iously  with  medical  meetings,  which  include  the 
usual  staff  meeting ;  and  it  was  the  pleasure 
of  the  editor  to  attend  a  hospital  staff  meeting 
the  other  day  at  which  many  men  endeavored, 
by  one  process  or  another,  to  introduce  various 
resolutions,  suggestions,  and  other  incidentals 
that  have  to  do  with  a  hospital.  The  formation 
of  a  new  staff  for  a  new  hospital  is  not  an  easy 
problem,  particularly  when  there  are  factions 
endeavoring  to  conduct  a  semipolitico-medical 
campaign.  The  meeting  not  only  afforded  a 
good  deal  of  entertainment,  but  it  brought  out 
the  difficulties  in  organization,  either  in  staff 
work  or  hospital  work.  As  a  matter  of  fact,  it 
has  been  found  by  various  business  concerns 
that  a  small  unit  can  do  much  better  business 
and  do  more  business  in  a  reasonable  time  than 
can  a  heterogeneous  mass  of  men  who  are  con¬ 
nected  in  a  business  enterprise.  The  result  of 
such  endeavors  is  disorganization  rather  than 
organization.  Although  we  are  in  hearty  sym¬ 
pathy  with  the  efforts  of  the  hospital  to  promote 
the  most  friendly  feeling  among  professional 
men  it  is  quite  another  matter  to  expect  it,  even 
though  the  political  factions  are  personally 
friendly.  The  average  medical  man  knows  com¬ 
paratively  little  about  the  conduct  of  a  hospital 
and  its  relation  to  the  profession  or  the  com¬ 
munity,  but  he  wants  to  say  something  about 
it  anyway  so  that  his  voice  will  not  be  lost  in 
the  uproar. 


The  editor  also  attended  another  meeting,  a 
few  nights  before  this  one,  which  was  scheduled 
to  begin  at  7:30  p.  m.,  but  which  actually  began 
at  8:30  and  was  finally  concluded  at  11:30, 
after  conducting  a  good  deal  of  business,  which 
was  more  or  less  political  rather  than  medical. 

If  staff'  meetings  are  to  be  classed  among  those 
that  endure  the  longest  and  take  up  much  of 
a  man’s  time,  they  will  not  be  able  to  continue 
successfully.  As  was  said  in  the  foreword  of 
this  editorial,  the  staff  and  the  hospital  con¬ 
ducted  by  a  small  unit  can  get  down  to  business 
and  know  what  they  are  going  to  do  and  transact 
their  business  in  the  usual  business  manner. 
One  hospital  in  Minneapolis  has  very  clever  staff 
meetings.  They  are  called  to  order  at  a  dinner  at 
6:15,  and  the  by-laws  of  the  staff  make  it  im¬ 
perative  that  the  meeting  be  over  and  concluded 
at  8:00.  In  this  way  a  staff  meeting  can  be 
made  a  success,  as  well  as  a  pleasure,  and  it  is 
not  drudgery.  This  may  apply  to  the  conduct 
of  a  medical  society,  as  well,  but  it  is  less  likely 
to  be  so  confusing  because,  as  a  rule,  the  med¬ 
ical  society  has  an  organization  behind  it  and 
has  rules  for  the  guidance  and  conduct  of  its 
business.  And  even  though  the  meeting  be  an 
annual  meeting  in  which  many  reports  are  made 
and  the  president’s  address  delivered,  it  need 
not  consume  more  than  two  and  a  half  hours. 
Here  again  the  same  question  comes  up  as  to 
who  is  to  conduct  a  medical  society,  and  many 
are  the  criticisms  from  outsiders  or  from  men 
who  never  contribute  one  thing  in  the  way  of 
committee  work  or  literature  or  case  re])orts  to 
the  society,  but  complain  the  loudest.  The}',  in 
fact,  rarely  attend  a  meeting,  and  they  frequently 
disapprove  of  the  dues.  The  argument  generally 
is  that  the  meetings  are  held  by  a  combination 
of  specialists,  which  is  not  true  at  all.  The 
meetings  are  held  for  the  general  improvement 
of  the  medical  profession ;  whether  a  man  be  a 
general  practitioner  or  a  specialist  he  can  get 
something  out  of  each  meeting  if  he  will.  The 
only  way  in  which  a  medical  society  can  be  suc¬ 
cessful  and  attendance  large  is  to  get  ever}'  man 
to  keep  himself  personally  interested  in  the  work. 

DR.  BRUCE  W.  JARVIS  IN  CHINA 

Dr.  Bruce  W.  Jarvis  and  family,  of  IMinne- 
apolis,  who  left  here  on  November  30,  after  visit¬ 
ing  Dr.  Jarvis’  parents,  Mr.  and  IMrs.  C.  W. 
Jarvis,  Sr.,  and  brothers,  M.  B.  Jarvis  and  C. 
W.  Jarvis,  Jr.,  in  Seattle,  left  San  Francisco 
Tuesday,  December  11,  on  the  “Korea  iMaru” 
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for  Hong  Kong,  en  route  to  China,  where  Dr. 
Jarvis  will  become  a  member  of  the  medical 
missionary  statY  of  the  North  China  Conference 
of  the  Methodist  Episcopal  Church. 

Dr.  Jarvis  will  be  stationed  at  Taianfu  in  the 
province  of  Shantung,  which  is  an  important  ex¬ 
port  center  and  is  near  one  of  China’s  five  sacred 
mountains,  where  thousands  of  pilgrims  from 
every  part  of  North  China  come  annually  to 
worship.  It  is  also  an  influential  student  center. 

If,  with  Taianfu  as  a  center,  a  circle  with 
a  radius  of  fifty  miles  be  drawn,  the  circum¬ 
ference  will  enclose  a  territory  in  which  there 
is  no  missionary  hospital  or  dispensary  and  only 
one  Chinese  physician  of  Western  training.  It 
is  a  low  estimate  that  this  medical  center  must 
serve  a  population  of  4,500,000  if  they  are  to 
be  served  at  all. 

Since  1904  the  Methodists  have  had  medical 
work  in  Taianfu,  but  in  old  and  inadequate 
buildings.  The  present  plan  is  to  build  a  hos¬ 
pital  for  both  men  and  women,  in  which  the 
Women’s  Foreign  Missionary  Society  and  the 
Board  of  Foreign  Missions  shall  co-operate. 
The  present  staff  includes  one  Chinese  physician, 
a  graduate  of  the  Peking  Union  Medical  College, 
a  dentist,  and  a  male  nurse  trained  in  the  Meth¬ 
odist  hospital  in  Peking. 

Dr.  Jarvis,  after  his  internship  in  the  Univer¬ 
sity  Hospital  in  Minneapolis  became  associated 
with  Dr.  W.  A.  Jones  and  was  in  the  office  with 
him  for  six  years.  With  his  association  in  the 
University  Hospital  and  the  Minneapolis  Gen¬ 
eral  Hospital,  as  well  as  the  special  hospitals 
for  the  care  of  mental  and  nervous  cases.  Dr. 
Jarvis  is  ready  to  enter  into  a  new  unit  which 
is  being  inaugurated  in  China  to  take  care  of 
nervous  and  mental  diseases  in  the  hospital 
where  he  is  to  reside. 

Dr.  Jarvis  is  a  courteous  and  kindly  man,  and 
he  is  very  much  interested  in  neurology  and 
psychiatry.  He  will  be  the  American  repre¬ 
sentative  on  the  staff.  He  is  a  graduate  of  the 
University  of  Washington  and  of  the  Medical 
School  of  the  University  of  Minnesota.  He  has 
been  practicing  in  Minneapolis  for  six  years  and 
has  been  a  lecturer  on  the  staff  of  the  University 
Medical  School.  / 


DR.  JOHN  HUNTER  ADAIR  ^ 

The  Journal-Lancet  records  with  sorrow 
the  death  from  pneumonia  of  Dr.  John  Hunter 
Adair,  of  Owatonna,  Minnesota,  which  occurred 
on  Sunday,  January  6,  1924.  Dr.  Adair  was 


one  of  the  adorable  men  in  the  state.  Everyone 
who  knew  him  looked  up  to  him  as  a  man  who 
was  always  a  friend  and  one  who  always  en¬ 
deavored  to  do  his  duty  toward  his  confreres 
and  toward  his  associates;  and  the  young  man 
had  as  hearty  a  welcome  from  him  as  did  his 
old  friends. 

Dr.  Adair  was  one  of  the  founders  of  the 
Minnesota  Valley  Medical  Association  back  in 
1882.  This  association  was  an  active  organ¬ 
ization  composed  of  the  Minnesota  Valley  prac¬ 
titioners,  but  it  soon  extended  its  operations 
into  other  counties  and  ultimately  became  a 
large  enough  society  so  that  its  name  was 
changed  to  The  Southern  Minnesota  Medical 
Association.  Very  rarely  was  Dr.  Adair  absent 
from  one  of  these  meetings,  or  from  the  state 
meetings ;  one  could  always  count  on  his  pre¬ 
sence  because  he  had  an  interest  in  the  work. 

Dr.  Adair’s  acute  illness  dated  back  about 
nine  months,  and  he  practiced  up  to  within  a 
week  of  his  death  so  that  he  died  like  a  gen¬ 
tleman  and  went  out  in  full  glory  and  with  the 
warm  appreciation  of  all  men  who  knew  him. 
Those  who  knew  him  best  will  remember  him 
as  a  cheerful  and  joyous  man,  and  a  doctor  of 
the  old  school  who  kept  up  with  the  advances 
in  his  profession. 

John  Hunter  Adair,  M.D.,  son  of  Robert  and 
Flora  Adair,  pioneers  of  Steele  County,  Minnesota, 
was  born  in  Havana  Township  July  26,  1858.  He 
attended  the  district  school,  Pillsbury  Academy, 
and  Carleton  College  (1879-80),  and  was  graduated 
from  Rush  Medical  college  in  1883.  He  was  married 
September  15,  1887  to  Mary  Davidson,  whose  death 
occurred  January  22,  1917. 

With  the  exception  of  absence  while  attending 
school  and  his  first  year  of  practice  in  Winnebago 
City,  his  entire  life  was  spent  in  Steele  County.  He 
was  an  active  member  of  the  Steele  County  Medi¬ 
cal  Society,  the  Southern  Minnesota  Medical  So¬ 
ciety,  President  of  the  State  Medical  Association 
for  the  year  1920,  Fellow  of  the  American  College 
of  Surgeons,  and  in  addition  to  his  work  as  general 
practitioner,  he  was  physician  of  the  State  Public 
School  at  Owatonna  for  thirty-four  consecutive  years. 

He  was  a  member  of  the  Presbyterian  Church, 
of  the  K.  P.  Lodge,  Workman  Lodge,  and  Rotary 
Club.  He  always  took  an  active  interest  in-  Civic 
work,  was  a  member  of  the  I.ibrary  Board,  and 
member  of  the  present  Charter  Commission  at  the 
time  of  his  death. 

His  decline  in  health  dates  from  the  death  of  his 
wife;  and  his  strenuous  work  during  the  influenza 
year  of  1918-19  undermined  his  strength  greath'. 

He  is  survived  by  two  daughters,  Mrs.  F.  R. 
Kerman  of  Berkeley,  Cal.  and  Miss  Catherine  Adair 
of  this  City  also  one  sister.  Miss  Esther  Adair  of 
this  City. 
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In  Memoriam — Dr.  Warren  A.  Dennis 

The  Administrative  Board  of  the  Medical  School 
of  the  University  of  Minnesota  records  with  great 
regret  the  death  of  Dr.  Warren  A.  Dennis,  Associ¬ 
ate  i’rofessor  of  Surgery. 

Dr.  Dennis  died  in  the  prime  of  life  and  in  the 
full  activity  of  his  calling.  Intellectually  mature, 
with  an  orderly  mind  developed  by  constant  study 
and  broad  experience,  he  had  attained  to  a  high 
place  in  the  profession. 

By  those  of  us  who  knew  him  best,  he  will  be 
remembered  as  much  for  his  personal  charm  and  his 
sterling  worth  as  for  his  high  professional  attain¬ 
ments. 

The  story  of  his  life  is  one  of  unassisted  effort. 
Losing  both  father  and  mother  at  an  early  age,  he 
was  cai-ed  for  by  relatives,  to  whom,  during  all  the 
succeeding  years,  he  has  made  every  remembrance. 
His  years  of  study  and  graduation  at  the  University 
of  Wisconsin  were  achieved,  in  the  main,  through 
his  own  initiative.  The  work  he  did  there  is  sug¬ 
gested  by  the  fact  that  he  stood  high  in  Phi  Beta 
Kappa.  Two  or  three  years  of  school-teaching 
furnished  sufficient  support  to  permit  him  to  enter 
the  Medical  School  of  the  University  of  Minnesota 
in  the  fall  of  1893,  from  whence  he  graduated  in 
1896. 

With  an  intense  desire  for  knowledge,  trained  in 
study,  experienced  in  the  expression  of  thoughts, 
relatively  older  in  judgment  than  his  fellows,  more 
fully  appreciative  of  the  curriculum,  acknowledging 
the  efforts  of  his  teachers,  stimulating  them,  by  his 
earnest  endeavor,  his  interest  and  his  helpfulness  in 
the  affairs  of  others  he  immediately  obtained  and 
held  a  high  position  of  esteem  and  respect  not  only 
among  his  classmates,  but  among  the  faculty  and 
in  the  profession,  with  which  he  came  in  contact 
in  future  years. 

He  interested  himself  in  medical  affairs  and 
wherever  he  went  he  won  recognition.  He  was  a 
past  president  of  the  Ramsey  County  Society  and 
of  the  Minnesota  Academy  of  Medicine,  a  District 
Councilor  of  the  Minnesota  State  Medical  Society 
and  Secretary  of  the  Western  Surgical  Society. 

He  held  commanding  positions  during  the  two 
recent  Wars;  as  Major  Surgeon  of  the  15th  Minne¬ 
sota  in  the  Spanish  Ameriean  War,  and  as  Major 
Surgeon  and  Lieutenant  Colonel  of  the  88th  Base 
Hospital,  with  which  he  served  in  France  during 
the  World  War. 

Never  physically  robust,  his  lack  of  resistance  was 
well  known  to  his  friends  and  associates.  His  in¬ 
terest  in  his  work  led  him  many  times  to  physical 
exhaustion.  It  was  this  tendency  doubtless  that 
determined  the  too  early  end  of  his  career. 

His  relaxation  was  largely  along  lines  of  study, 
particularly  in  the  languages,  developing  a  ready 
command  of  German,  French,  Spanish  and  Italian. 
To  the  abilities  that  made  him  a  splendid  surgeon 
were  added  the  judicial  qualities  of  mind  which 


marked  him  as  not  only  a  wise  advisor  but  a  true 
counsellor  and  friend. 

The  Medical  School  offers  to  his  widow  and  child¬ 
ren  its  sympathy  and  the  assurance  of  its  apprecia¬ 
tion  of  the  rich  legacy  of  love  and  appreciation  he 
has  left  to  them  and  to  his  friends. 

OBITUARY  NOTICES  PRESENTED  BY  THE 
HENNEPIN  COUNTY  MEDICAL  SOCIETY 

John  Michael  Egan 

Dr.  Egan  was  born  at  Osseo,  Minnesota,  January 
5,  1883,  the  son  of  Mary  Jane  Ryan  Egan  and 
Edward  Egan. 

His  father  was  a  New  York  man,  who  moved 
west  to  become  a  rancher.  Dr.  Egan  obtained  his 
early  education  at  the  village  school  and  his  high 
school  degree  at  Anoka.  He  obtained  his  medical 
degree  in  1907  at  the  University  of  Minnesota. 
There  followed  a  year’s  internship  at  the  Minne¬ 
apolis  City  Hospital. 

From  1908  to  his  death  he  practiced  continuously 
in  Minneapolis.  In  1912  he  formed  a  partnership 
with  Dr.  W.  J.  Byrnes,  which  relationship  was  per¬ 
manent.  Dr.  Egan  was  a  general  practitioner  on  the 
staff  of  St.  Mary’s  Hospital,  and  a  very  active  and 
hard-working  man. 

He  belonged  to  the  Catholic  Church  and  was  a 
member  of  the  Knights  of  Columbus,  the  Ancient 
Order  of  Hibernians,  the  Benevolent  and  Protective 
Order  of  Elks,  the  Phi  Beta  Pi  Fraternity,  the  Auto¬ 
mobile  Club,  and  the  Golden  Valley  Golf  Club.  He 
was  a  member  of  the  Hennepin  County  Medical  So¬ 
ciety,  the  Minnesota  State  Medical  Association,  and 
the  American  Medical  Association. 

He  is  survived  by  a  wife  and  four  children. 

He  died  suddenly,  at  his  home,  from  acute  dila¬ 
tation  of  the  heart,  on  November  30,  1923. 

George  William  Kirmse 

Dr.  Kirmse  was  born  February  26,  1883,  at 
Dubuque,  Iowa,  the  son  of  Cora  Ritter  Kirmse  and 
William  D.  Kirmse. 

His  early  life  and  education  through  High  School 
was  at  Dubuque.  He  obtained  his  medical  educa¬ 
tion  at  the  University  of  Chicago  and  St.  Louis 
University  Medical  School,  graduating  from  the 
latter  in  1907.  After  ten  years  of  general  practice 
at  Clayton,  Mo.;  at  St.  Louis,  Mo.;  Smith  Center, 
Kansas;  and  Frazee,  Minnesota,  he  took  up  the 
special  line  of  eye,  ear,  nose,  and  throat.  His  prac¬ 
tice  at  Frazee,  Minnesota,  was  as  a  partner  of  Dr. 
Edgar  R.  Barton,  who  became  a  member  of  the 
Hennepin  County  Society  in  1919. 

Dr.  Kirmse  prepared  himself  for  special  work  by 
postgraduate  courses  of  study  at  St.  Louis  Uni¬ 
versity,  New  York  E3^e  and  Ear  Infirmary,  and 
Manhattan  Eye,  Ear,  Nose,  and  Throat  Hospital. 
He  came  to  Minneapolis  and  became  associated 
with  Dr.  George  A  Kohler,  wdth  whom  he  practiced 
until  his  death. 

During  the  World  War  he  volunteered  in  the 
United  States  Navy  and  was  commissioned  a  lieu¬ 
tenant  in  the  Medical  Corps.  He  maintained  this 
connection  after  the  war  and  was  a  member  of  the 
Naval  Reserve  at  the  time  of  his  death. 

He  belonged  to  the  Episcopal  Church,  the  Elks, 
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the  Automobile  Club,  the  Y.  M.  C.  A.,  and  the  Ma¬ 
sonic  Fraternity.  His  medical  affiliations  were  the 
Hennepin  County  Medical  Society,  the  Minnesota 
State  and  the  American  Medical  Associations. 

Dr.  Kirmse  is  survived  by  his  wife,  Aldine  Jacobs- 
meyer  (Kirmse)  and  their  two  sons;  by  his  parents 
and  two  sisters:  Lillian  Kirmse  Christy,  of  Dallas, 
Texas,  and  Cora  Kirmse  Preitaner,  of  Dubuque, 
Iowa. 

Dr.  Kirmse  was  a  great  lover  of  outdoor  recrea¬ 
tion  and  especially  hunting.  It  was  on  a  hunting 
expedition  that  he  met  his  untimely  death,  being 
drowned  in  Lake  Sylvia,  near  South  Haven,  Minne¬ 
sota,  November  25,  1923.  The  exact  manner  of 
his  death  is  unknown.  With  a  cousin  he  was  last 
seen  in  a  boat  on  the  lake  during  a  storm.  Both 
bodies  were  recovered  after  much  search,  several 
days  after  their  empty  boat  was  washed  ashore. 

D.  Edmund  Smith 

Dr.  Smith  was  born  at  Winona,  Minnesota,  De¬ 
cember  20,  1867,  the  only  son  of  Charles  Henry 
Smith  of  Potsdam,  New  York,  and  Clarissa  Maria 
Moody  (Smith)  of  Canton,  New  York.  There  were 
two  sisters, — Ruth  Smith  (See)  and  Alary  Moody 
(Curran). 

His  father  was  a  manufacturer  who  moved  from 
New  York  to  Alinnesota,  and  from  Minnesota  to 
Illinois,  where  Dr.  Smith  obtained  his  early  train¬ 
ing.  He  completed  the  High  School  in  Chicago 
and  then  attended  Amherst  College,  graduating  with 
the  B.  A.  degree. 

He  took  his  medical  degree  in  1894  at  Rush,  going 
to  Johns  Hopkins  for  postgraduate  work  about  ten 
years  later. 

In  1894  he  came  to  Alinneapolis  as  an  interne  in 
the  old  Asbury  Hospital  and  had  remained  here 
in  active  general  practice  until  his  death,  December 
15,  1923.  In  1896  he  married  Alice  Clark  Dyer,  who 
died  in  1919.  One  daughter,  Esther,  survives  her 
parents. 

He  served  at  various  times  on  the  medical  staff 
of  General  Hospital,  St.  Barnabas,  and  Asbury; 
w'as  an  active  member  of  Westminster  Presbyterian 
Church;  belonged  to  the  Chi  Psi  (academic)  and 
the  Nu  Sigma  Nu  (medical)  fraternities;  the  Six 
O’clock  Club,  and  the  Alliance  Francaise.  He  was 
a  member  of  the  American  Medical  Association  and 
Hennepin  County  Medical  Society.  He  taught  for 
a  time  at  the  University  of  Minnesota  Medical 
School,  about  1898. 

Early  in  1918  Dr.  Smith  entered  the  service  of 
the  American  Red  Cross  with  a  commission  of  cap¬ 
tain.  In  April,  1918,  he  was  sent  to  Erance  and 
stationed  at  Lourdes  in  the  Pyrenees  near  the  Span¬ 
ish  border.  Here  he  found  an  opportunity  for 
unique  and  extremely  humane  service.  Being  the 
only  American  doctor  in  the  area,  he  established 
an  American  maternity  hospital  of  sixty  beds  in 
which  he  performed  a  great  and  worthy  service. 
He  also  attended  the  refugee  men,  women,  and 
children  of  the  five  other  hospitals  of  Lourdes, 
which  had  been  taken  over  with  all  the  hotels  by  the 
French  Red  Cross.  At  times  he  was  the  only  phy¬ 
sician  in  charge  of  all  these  homeless  and  starved 
people,  whose  numbers  ran  to  five  or  six  thousand. 
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Insufficient  help,  insufficient  food,  and  lack  of  medi¬ 
cal  supplies  made  this  service  a  terrible  one. 

Dr.  Smith  remained  at  this  post  until  the  end  of 
the  war  and  gave  such  unselfish  and  untiring  at¬ 
tention  to  it  as  to  permanently  impair  his  own 
health.  In  recognition  of  his  devotion  to  his  duty 
during  this  period,  he  received  from  France  the 
Order  of  the  Reconaissance  Francaise,  and  from 
Belgium  the  Order  of  the  Angel  of  Rheinis. 

The  death  of  his  wife  and  his  own  depleted  phy¬ 
sical  condition  after  his  arduous  service  overseas 
resulted  in  his  death  from  a  complication  of  diseases, 
December  15,  1923. 

The  Society  is  proud  to  have  numbered  him  in 
its  membership. 


NEWS  ITEMS 


Dr.  W.  F.  Mart  has  moved  from  Sioux  Falls, 
S.  D.,  to  Huron,  S.  D. 

Dr.  T.  M.  Stixrud  has  moved  from  Litchville, 
N.  D.,  to  Seattle,  Wash. 

Dr.  Cecil  C.  Smith  has  moved  from  Beulah, 
N.  D.,  to  Mandan,  N.  D. 

Dr.  Bernard  H.  Simons,  of  Chaska,  was  mai- 
ried  last  month  to  Miss  Adelaide  Collins,  of 
Minneapolis. 

The  Sioux  Valley  Eye  and  Ear  Academy  meets 
on  January  22  at  the  West  Hotel  in  Sioux 
City,  Iowa. 

The  annual  meeting  of  St.  Paul  Clinic  Week 
begins  to-day,  and  will  continue  Wendnesday 
and  Thursday. 

Dr.  H.  B.  Martin,  of  Harrold,  S.  D.,  has  re¬ 
sumed  practice  after  an  absence  of  several 
months  in  California. 

Dr.  E.  K.  Pfaff,  who  recently  sold  his  interest 
in  the  Community  Hospital  and  his  practice  at 
Richmond,  has  gone  to  California. 

Three  nurses  have  been  appointed  to  work  in 
the  four  high  schools  of  St.  Paul,  having  super¬ 
vision  over  the  health  of  the  5,500  pupils  in 
such  schools. 

The  Twin  City  Shriners  Hospital  for  Crippled 
Children  is  to  have  a  convalescent  home,  which 
will  give  more  room  in  the  Hospital  for  children 
now  on  the  waiting  list. 

Dr.  D.  W.  Wheeler,  formerly  of  the  Trudeau 
Sanatorium,  at  Saranac  Lake,  N.  Y.,  has  been 
appointed  assistant  superintendent  of  Nopeming 
Tuberculosis  Sanatorium,  near  Duluth. 
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Dr.  B.  D.  Rasnick,  who  has  been  at  the  head 
of  the  tuberculosis  work  in  the  St.  Paul  Veter¬ 
ans’  Hos])ital,  has  been  transferred  to  a  similar 
work  in  the  Minneapolis  Veterans’  Hospital. 

Dr.  Thomas  McDavitt,  secretary  of  the  Minne¬ 
sota  State  Board  of  Medical  Examiners,  states 
that  there  are  very  few,  if  any,  physicians 
practicing  in  Minnesota  without  proper  licenses. 

Dr.  Carl  E.  Anderson,  of  the  Swedish  Hos¬ 
pital  of  Minneapolis,  has  purchased  the  practice 
of  Dr.  E.  A.  D.  Jones,  of  Garretson,  S.  D. 
Dr.  Jones  expects  to  spend  a  year  and  a  half 
in  special  study  in  the  schools  and  hospitals  of 
the  East. 

Dr.  D.  W.  McDougald,  formerly  of  Le  Sueur, 
after  spending  a  year  and  a  half  in  postgrad¬ 
uate  work  in  New  York  City,  in  eye,  ear, 
nose,  and  throat  work,  has  located  in  Minne¬ 
apolis  at  Fourth  St.  and  East.  Hennepin  Ave.  to 
practice  his  specialty. 

Dr.  Henry  C.  Cotton  died  in  Minneapolis  last 
week  at  the  age  of  83.  Dr.  Cotton  was  a  grad¬ 
uate  of  Albany  Medical  College,  class  of  ’63, 
and  was  a  veteran  of  the  Civil  War,  and  came 
to  Wisconsin  soon  after  the  war.  He  practiced 
at  Prescott,  Wis.,  until  a  year  ago. 

At  the  annual  meeting  of  the  Waseca  County 
Medical  Society,  held  last  month  in  Waseca,  the 
following  officers  were  elected  for  the  current 
year ;  President,  Dr.  H.  A.  Miller ;  vice-presi¬ 
dent,  Dr.  H.  M.  McIntyre;  secretary-treasurer. 
Dr.  B.  J.  Gallagher,  all  of  Waseca. 

The  following  Minneapolis  physicians  have 
moved  into  the  new  Yeates  building  at  the  corner 
of  Nicollet  Avenue  and  9th  Street :  Drs.  L.  M. 
Daniel,  E.  C.  Gardner,  D.  F.  Gosin,  J.  T.  Litch¬ 
field,  G.  M.  Olson,  F.  H.  Poppe,  A.  F.  Schmitt. 
S.  C.  Schmitt,  and  Perry  R.  St.  John. 

At  the  annual  meeting  of  the  Scott-Carver 
Medical  .Society  the  following  were  elected  of¬ 
ficers  for  1924:  President,  Dr.  F.  J.  von  Boh- 
land.  Belle  Plaine;  vice-president.  Dr.  F.  H. 
Buck,  Shakopee ;  secretary-treasurer.  Dr.  H.  W. 
Reiter,  Shakopee ;  delegate.  Dr.  Reiter. 

Dr.  John  H.  Adair,  of  Owatonna,  died  last 
week  at  the  age  of  66.  Dr.  Adair  graduated 
at  Rush  with  the  class  of  ’83,  and  at  once  began 
practice  in  Owatonna,  where  he  practiced  forty 
years.  He  was  prominent  in  all  the  medical 
interests  of  the  state.  (See  editorial  columns.) 

The  Central  Minnesota  Medical  Association 
held  its  annual  meeting  in  Willmar  last  week, 
when  the  following  officers  w'ere  elected  for 


1924:  President,  Dr.  W.  P.  Robertson,  Litch¬ 
field;  vice-president.  Dr.  L.  W.  Anderson,  At¬ 
water;  secretary-treasurer,  Dr.  C.  L.  Scofield, 
Benson. 

The  Clay-Becker  County  Medical  Society  met 
in  Moorhead  last  month,  when  the  following 
officers  were  elected  for  1924:  President,  Dr. 
G.  G.  Haight,  Audubon ;  vice-president.  Dr.  M. 
C.  Bergheim,  Hawley;  secretary-treasurer.  Dr. 
J.  H.  Heimark,  Moorhead;  delegate,  Dr.,W.  H. 
Aborn,  Hawley. 

A  delegation  of  war  veterans  at  the  Aberdeen, 
St.  Paul,  headed  by  Mayor  Nelson,  came  to 
Minneapolis  last  week  to  present  Dr.  B.  D. 
Resnick,  now  in  the  Asbury  Veterans  Hospital,  a 
Masonic  scarf  pin  in  appreciation  of  his  ser¬ 
vices  in  the  St.  Paul  hospital.  As  noted  above. 
Dr.  Resnick  has  been  transferred  to  Minne¬ 
apolis. 

The  antivaccinationists  of  Butte,  Montana — 
perhaps  it  is  some  religious  cult- -have  appealed 
to  the  courts  to  prevent  a  “cruel  and  unusual 
punishment”  in  the  form  of  vaccination  of  school 
children  in  that  state.  The  appeal  to  the  courts 
is  based  on  a  technical  point,  that  is,  as  to 
whether  a!  state  board  of  health  in  that  state 
really  exists. 

Dr.  Donald  A.  McClellan,  of  Warm  Springs, 
Mont.,  died  last  month  at  the  age  of  58.  Dr. 
McClellan  was  a  graduate  of  Quebec,  class  of 
’97,  and  went  to  Montana  to  practice  the  next 
year  after  graduation.  He  was  formerly  as¬ 
sistant  superintendent  for  the  Montana  State 
Hospital  for  the  Insane,  and  was  a  member  of 
the  staff  at  the  time  of  his  death. 

At  the  January  meeting  of  the  Huron  (S.  D.) 
Medical  Society,  held  last  week,  papers  were 
presented  by  Dr.  Benjamin  Thomas  on  “Some 
Nasal  Troubles  Most  Commonly  Met;”  and  by 
Dr.  L.  N.  Grosvenor  on  “Ophthalmoscopic  Find¬ 
ings  as  Helps  in  Diagnosis.”  The  following 
officers  were  elected :  President,  Dr.  O.  R. 
Wright ;  vice-president.  Dr.  T.  J.  Ward ;  secre¬ 
tary-treasurer,  Dr.  J.  N.  Grosvenor ;  delegate.  Dr. 
B.  H.  Sprague,  all  of  Huron. 

The  Sioux  Valley  Medical  Association  meets 
at  Sioux  City,  Iowa,  on  Wednesday  and  Thurs¬ 
day  of  next  week.  The  morning  sessions  will 
be  devoted  to  clinical  work  in  the  hospitals  of 
the  city.  Addresses  will  be  delivered  at  the 
afternoon  sessions  by  Dr.  Martin  Fischer,  of 
Cincinnati ;  Dr.  E.  S.  Bullock,  of  Silver  City, 
N.  M. ;  Dr.  H.  Gifford,  of  Omaha ;  Dr.  Hugh 
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T.  Patrick,  of  Chicago;  Dr.  W.  F.  Braasch,  of 
Rochester,  Minn. ;  Dr.  J.  B.  Le  Lee  and  Dr. 
A.  J.  Pacini,  of  Chicago. 

Dr.  H.  O.  Altnow,  of  Mandan,  N.  D.,  has 
gone  East  for  a  year  of  postgraduate  work 
in  internal  medicine  in  the  medical  wards  of 
the  Peter  Bent  Brigham  Hospital  in  Boston. 
After  completing  his  work  he  expects  to  locate 
in  Bellingham,  Washington,  to  specialize  in  in¬ 
ternal  medicine.  Dr.  Altnow  has  been  in  Man- 
dan  for  the  past  fourteen  years,  and  during  this 
time  has  served  the  entire  time  as  Northern 
Pacific  railway  local  surgeon.  He  also  served 
for  a  period  of  six  years  on  the  Board  of  Med¬ 
ical  Examiners,  and  a  two-year  term  as  its 
president.  At  present  he  is  the  second  vice- 
president  of  the  North  Dakota  State  Medical 
Association.  North  Dakota  thus  loses  one  of  its 
best  men,  and  the  good  wishes  of  the  whole 
profession  go  with  him. 

Following  his  internship  in  the  City  and 
County  Hospital,  St.  Paul,  Dr.  Olaf  Kittelson 
went  around  the  world  in  1913  and  1914.  Fol¬ 
lowing  this  trip  he  completed  a  fellowship  in  in¬ 
ternal  medicine  in  Rochester,  and  returned  to 
Grand  Forks,  N.  D.,  where  he  was  in  practice 
until  ^lay,  1917,  when  he  joined  the  American 
Army.  He  went  overseas  and  was  attached  to 
the  British  forces  in  London  hospitals  and  the 
casualty  stations,  when  he  became  battery  med¬ 
ical  officer  in  the  front  line.  On  his  return 
he  was  in  Minneapolis  as  internist  in  Veteran’s 
Hospital  No.  68.  After  the  termination  of  his 
service  there,  he  became  associated  with  Dr. 
W.  A.  Jones,  and  is  now  in  the  suite  occupied 
by  Drs.  W.  A.  Jones,  J.  Frank  Corbett,  and  O. 
.S.  Wyatt  in  the  Physicians  &  Surgeons  Build¬ 
ing.  Dr.  Kittelson  will  continue  his  work  in 
internal  medicine  in  addition  to  his  neurological 
work. 

At  the  annual  meeting  of  the  Hennepin  County 
iMedical  Society,  held  last  week,  the  following 
officers  were  elected :  President,  Dr.  C.  B. 
Wright;  first  vice-president.  Dr.  J.  M.  Lajoie; 
second  vice-president.  Dr.  F.  K.  Schaaf ;  sec¬ 
retary-treasurer,  Dr.  R.  T.  LaVake;  members 
of  the  executive  committee.  Dr.  F.  L.  Adair 
and  Dr.  W.  J.  Marcley;  members  of  the  board 
of  censors.  Dr.  E.  A.  Loomis  and  Dr.  C.  O. 
iMaland ;  members  of  the  board  of  trustees.  Dr. 
A.  W.  Abbott  and  Dr.  W.  A.  Jones ;  delegates 
to  State  Convention,  Drs.  F.  L.  Adair,  J.  W. 
Bell,  R.  T.  LaVake,  and  J.  G.  Cross ;  alternates, 
Drs.  L.  A.  Nippert,  H.  B.  Sweetser,  James  John¬ 
son,  and  J.  C.  Litzenberg. 


The  New;  Asbury  Hospital  of 
Minneapolis 

In  order  to  prevent  confusion,  either  among 
physicians  or  the  lay  people,  the  New  Asbury 
Hospital  of  Minneapolis,  which  has  just  been 
completed,  is  located  on  Fifteenth  Street  and 
Ninth  Avenue  South  (or  Elliot  Avenue,  as  it 
is  designated).  It  is  only  a  block  from  the  old 
building,  which  we  all  knew  so  well  as  the  old 
Asbury  Hospital,  but  which  is  now  called  the 
Veteran’s  Hospital  No.  68.  This  new  hospital  is 
probably  as  up-to-date  as  any  hospital  in  the 
state.  It  is  beautifully  constructed,  very  sub¬ 
stantially  built,  and  it  is  delightfully  furnished, 
and  has  air  and  sunshine  from  all  sides. 

The  hospital  was  formally  opened  some  time 
ago,  but  the  first  patients  were  received  last 
week,  and  the  first  child  was  born  in  the  hos¬ 
pital  on  the  ninth  of  January.  The  hospital  has 
about  120  beds  available  for  patients.  It  is 
heated  by  an  oil-burning  furnace,  which  seems 
to  be  ideal  in  that  during  the  severe  weather 
it  stood  up  under  the  test  remarkably  well. 
There  are  many  new  officers  in  the  hospital,  a 
list  of  whom  will  be  given  in  our  next  issue, 
as  will  the  list  of  staff  members.  At  present 
the  staff  consists  of  a  selection  of  men  from 
various  departments  of  medicine  and  surgery 
who,  in  turn,  are  to  suggest  other  men  to  act 
either  as  assistants  or  associates  in  other  de¬ 
partments.  But  our  readers  may  rest  assured 
that  the  staff  will  be  an  adequate  one,  composed 
of  men  who  are  recognized  as  able  surgeons 
and  physicians. 

The  telephone  number  of  the  New,  Asbury 
is  Main  1080.  In  communicating  with  the  hos¬ 
pital,  the  principal  thing  to  keep  in  mind  is  that 
the  location  is  on  Fifteenth  Street  and  Elliot 
Avenue. 

The  Minneapolis  Surgical  Society 

Program  of  the  February  Meeting 
Thursday,  February  Seventh 
Lmiversity  Hospital 
9:00  A.  M.,  to  12  M. 

Dr.  A.  T.  Strachauer,  Dr.  Law,  Dr.  Johnson, 
and  Dr.  Cameron 

Followed  bv  a  Pathological  Conference 
Dr.'^E.  T.  Bell  and  Staff 
Dinner  at  University  Hospital 
6:30  p.  M. 

Followed  by  presentation  of  cases 
and  a  paper  by  Dr.  R.  E.  Farr  on 
“Local  Anesthesia  of  the  Abdominal  Sympa¬ 
thetic  System.” 
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Program  of  the  Hennepin  County  Medical 
Society  for  February,  1923 

Studies  in  the  Anatomy,  Physiology  and  Dis¬ 
eases  of  the  Brain,  of  Special  Interest  to  the 
General  Physician. 

Wednesday,  February  6,  1  io  2  v.  m. 

“Recent  studies  in  Cerebral  Function.”  By 
Prof.  K.  S.  Lashley. 

Wednesday,  February  13,  1  to  2  v.  M. 

“Some  Recent  Advances  in  Our  KnoAvledge 
of  Cerebral  Pathology.”  By  J.  C.  McKinley, 
M.D. 

Wednesday,  February  20,  1  to  2  v. 

“Psychiatric  Problems  in  Childhood.”  By 
Lawson  Lowry,  M.D. 

Wednesday,  February  27 ,  1  to  2  ¥.  m. 

“Personality  Study  in  Psychiatry.”  By  J.  C. 
Michael,  M.D. 

Monday,  March  2,  8  p.  m. 

1.  “Modern  Classification  of  Mental  Dis¬ 
ease.”  By  W.  A.  Jones,  M.D. 

2.  “The  Mental  Hygiene  Movement.”  By  A. 
S.  Hamilton,  M.D. 

Furniture,  Instruments  and  Library 

Of  the  late  Dr.  J.  M.  Egan,  of  Minneapolis,  are 
offered  for  sale.  They  can  be  seen  at  1415  Emerson 
Avenue  North,  Minneapolis. 

Part  of  Minneapolis  Office  for  Rent 

Private  office  and  use  of  reception-room  with 
Drs.  Weston  and  Willcutt,  801  Physicians  and  Sur¬ 
geons  Building,  Nicollet  and  9th  Street;  Tel.  Geneva 
4783. 

Position  in  Hospital  or  Clinic  Wanted 

A  graduate  nurse  with  experience  desires  a  posi¬ 
tion  in  a  clinic  or  hospital.  Will  go  outside  of  the 
Twin  Cities.  Best  of  references.  Can  do  some  .v-ray 
work.  Address  42,  care  of  this  office. 

Office  Position  Wanted  in  Minneapolis 

By  a  young  lady  of  good  address,  who  will  ac¬ 
cept  work  for  a  half  or  a  full  day  and  who  will  give 
faithful  and  efficient  service.  The  best  of  refer¬ 
ences.  Address  52,  care  of  this  office. 

Position  as  Technician  Wanted 

By  a  woman  with  the  best  of  training  as  a  gen¬ 
eral  laboratory  technician.  Can  give  the  highest 
of  recommendations,  and  will  go  to  any  part  of  the 
Northwest.  Address  47,  care  of  this  office. 

Position  Wanted 

A  young  lady  with  four  years’  experience  in  taking 
medical  dictation  desires  a  change  of  location. 
Group  practice  or  clinic  preferred.  Has  also  knowl¬ 
edge  of  .I'-ray.  Address  49,  care  of  this  office. 

Village  Practice  for  Sale 

In  Southern  Minnesota.  Scandinavian  preferred. 
Examiner  for  many  life  and  casualty  insurance 
companies.  Yearly  income  over  $6,000  in  cash.  Price, 


$500  for  practice  and  equipment.  Leaving  soon  to 
do  special  work.  Address  51,  care  of  this  office. 

Physician  Wanted 

Becker,  Minn.,  wants  a  good  live  doctor  at  once. 
Big  territory.  18  to  25  miles  east,  west,  and  north 
to  any  physician.  Nearest  one  now  8  miles  away 
and  across  the  Mississippi  river.  Write  J.  W.  Put¬ 
ney,  President  of  Village  Council,  Becker,  Minn. 

Position  Wanted 

An  expert  x-vay  technician,  with  a  slight  knowl¬ 
edge  of  routine  laboratory  work,  desires  a  position, 
in  the  Twin  Cities  or  the  country,  at  a  moderate 
salary.  Will  assist  in  office  work  or  do  anj*  kind  of 
work  she  can  handle.  Address  411,  care  of  this  office. 

Physician’s  Residence  for  Sale  in  St.  Paul 
The  residence  of  the  late  Dr.  von  Cappellen,  at 
1659  East  7th  St.  (formerly  Hazel  Park),  St.  Paul, 
is  for  sale  at  a  low  figure  and  on  easy  terms.  A 
general  practitioner  can  quickly  build  up  a  good 
practice  at  this  point,  and  it  will  grow  rapidl}-.  Ad¬ 
dress  Mrs.  Frieda  von  Cappellen  at  the  above  ad¬ 
dress. 

Physician’s  Equipment  and  Instruments  for  Sale 
Includes  Allison  table,  oak  instrument  cabinet  full 
of  instruments,  dressing  table,  nebulizing  outfit  with 
motor,  apparatus  for  application  of  hot  air,  thera¬ 
peutic  lamp,  high-frequency  generators,  blood-pres¬ 
sure  apparatus,  specialist’s  chair,  sterilizer,  etc. 
Price  for  quick  sale  $250.  Address  43,  care  of  this 
office. 

Wanted — A  General  Practitioner 
Wanted — A  General  practitioner  who  is  not  in¬ 
clined  to  do  surgery,  but  will  assist  in  major  opera¬ 
tions,  to  locate  in  a  South  Dakota  town  of  1,350  on 
the  C.  M.  &  St.  Paul  Railway,  to  work  with  a  sur¬ 
geon  who  owns  a  private  hospital.  Must  be  a  good 
general  man,  must  be  a  Catholic,  and  must  be  li¬ 
censed  in  South  Dakota.  This  is  positively  an  A 
No.  1  location.  Address  41,  care  of  this  office. 

Physician  Wanted 

Excellent  location  in  central  eastern  North  Da¬ 
kota  now  without  a  physician.  Large  territory  of 
good  agricultural  district  including  several  other 
towns.  Two  railroads  with  good  passenger  service 
contribute  to  practice.  May  move  into  vacated  phj^- 
sician’s  office  in  connection  with  dentist  if  desired. 
Office  furniture  and  x-ray  machine  here  for  physi¬ 
cian’s  use.  Nothing  for  sale.  Address  O.  H.  Hoff¬ 
man,  D.D.S.,  Hannaford,  N.  D. 

Small  Minnesota  Hospital  for  Sale 
A  small  up-to-date  hospital  with  surgeon’s  living 
quarters  and  offices  on  first  floor  and  with  hospital 
equipment,  consisting  of  8  hospital  beds,  operating- 
table,  stand,  sterilizer,  chairs,  and  other  appliances, 
on  the  second  floor.  This  hospital  is  located  in  a 
small  town  surrounded  by  good  dairy  farms  and  a 
well-known  summer  resort  only  57  miles  from  Min¬ 
neapolis  on  the  Soo  Line.  Property  can  be  bought 
at  a  great  sacrifice  and  on  satisfactory  terms.  Com¬ 
petition  easy.  Telephone  Geneva  6203  or  write  607 
La  Salle  Building,  Minneapolis. 
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TREATMENT  OF  BRAIN  INJURIES* 

WiTPi  Which  is  Incorporated  Records  Made  By  Dr.  F.  Hirsciifield 


By  J.  F.  Corbett,  M.D. 


MINNEAPOLIS,  MINNESOTA 


The  real  question  of  importance  in  regard  to 
head  injuries  is  the  amount  of  damage  to  the 
brain.  Of  secondary  importance  are  the  frac¬ 
tures  of  the  skull  that  may  or  may  not  be  asso¬ 
ciated  with  brain  injuries.  During  the  years 
1921  and  1922  among  my  personal  series  of  head 
injuries  there  occurred  32  basal  fractures  with  a 
mortality  of  fourteen.  The  basal  fractures  were 
all  proven.  Seventeen  were  simple  fractures 
without  extensive  brain  damage,  and  of  these 
but  one  died.  When  extensive  laceration  and 
contusion  of  the  brain  existed  in  fifteen  cases 
there  were  thirteen  deaths.  Reduced  to  a  percent¬ 
age  basis  we  have  for  all  basal  fractures  a 
mortality  of  45  per  cent.  When  there  existed 
severe  laceration  and  contusion  of  the  brain  90 
per  cent  died.  Without  marked  brain  damage 
similar  basal  fractures  gave  but  5  per  cent  of 
deaths.  With  fractures  of  the  vault  there  were 
18,  of  which  4  died,  divided  as  follows :  Simple 
fracture  of  vault  1  death  and  5  recoveries. 
Fracture  of  vault  with  laceration  1  death  and 
3  recoveries.  Fracture  of  vault  external  hem¬ 
orrhage,  1  death  and  5  recoveries.  Fracture  of 
vault  and  internal  injuries,  1  death  and  1  re¬ 
covery. 

Brain  injury  results  in  the  following  changes : 

I.  The  changes  immediately  and  directly  re¬ 
sulting  either  from  the  inbending  of  cranial 

♦Presented  at  the  forty-second  annual  meeting  of  the 
North  Dakota  State  Medical  Association  at  Grand  Forks, 
N.  D.,  May  31  and  June  1,  1923. 


bones  or  from  the  bumping  of  the  brain  against 
the  inside  of  the  cranium  (Le  Count’s  contre- 
coup.)  These  are  immediate  contusions  and 
lacerations. 

II.  Contusions  of  the  brain  arising  as  a  sec¬ 
ondary  result  from  various  degrees  of  hemor¬ 
rhage  from  torn  pial  vessels. 

III.  Subdural  traumatic  hemorrhages. 

IV.  Extradural  hemorrhage. 

V.  Leptomeningeal  hemorrhage. 

VI.  Edema  of  brain. 

Le  Count  has  classified  injuries  into  seven 
groups : 

A.  Severe  laceration  of  brain  from  4  to  6 
cm.  in  diameter  with  depth  of  4  to  5  cm.  There 
is  a  defect  filled  with  torn  brain  and  clotted 
blood. 

B.  Bruises  of  brain,  usually  wedge-shaped, 
in  which  brain  is  infiltrated  with  blood  2-4  cm. 
deep.  The  leptomeninges  are  usually  torn  and 
brain  is  lacerated. 

C.  Bruises  with  leptomeninges  intact  hem¬ 
orrhage  into  the  brain  wedge-shaped,  no  lacer¬ 
ation. 

D.  Superficial  contusion  represented  by  close¬ 
ly  set  petechial  hemorrhage  of  cortex. 

E.  Hemorrhage  into  pons  and  medulla. 

F.  Small  intracerebral  hemorrhages  5-10  mm. 
in  size. 

G.  Small  intracerebral  hemorrhage  1  cm.  in 
diameter. 
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Most  of  these  terms  are  self-explanatory  and 
are  of  but  little  practical  importance.  By  lepto- 
meningeal  hemorrhage  is  meant  escape  of  blood 
into  the  sub-arachnoid  space  or  between  the  brain 
and  the  pia.  These  result  from  tears  of  pial 
arteries,  cortical  vessels,  or  bleeding  of  the  brain. 
However,  extradural  hemorrhage  and  edema 
of  the  brain  are  two  important  subjects  and  it  is 
with  these  that  this  paper  will  deal. 

WHAT  IS  EDEMA? 

Cannon  attributes  occurrence  of  edema  to 
changes  in  osmotic  pressure  in  brain  tissue  caused 
by  contusion,  the  latter  characterized  by  diffuse 
formation  of  thrombi,  punctate  extravasations, 
and  thin  patches  of  hemorrhage  in  meninges.  He 
concludes  edema  is  result  of  alteration  in  brain 
tissue  associated  at  times  with  a  pressure  many 
times  greater  than  blood  pressure.  Reichardt 
believes  the  weight  of  brain  in  edema  exceeds 
the  weight  of  the  same  volume  of  normal  brain, 
through  absorption  of  water.  The  gross  appear¬ 
ance  of  edema  at  postmortem  shows  a  drumlike 
tenseness  of  dura,  a  flattened  condition  of  the 
convolutions,  the  peripheral  sulci  closed  tightly, 
small  cerebral  veins  are  empty,  and  larger 
branches  wedged  tight  in  sulci.  The  minute  pial 
arteries  are  almost  or  quite  invisible,  the  sur¬ 
faces  of  the  visceral  arachnoid  are  dry,  and 
almost  microscopic  droplets  may  be  seen'  from 
where  visceral  serous  surfaces  are  separated. 
The  surface  of  the  brain  is  often  like  putty. 
The  brain  when  removed  is  soft.  The  lateral 
ventricles  are  closed,  and  the  cut  surfaces  of  the 
brain  show  absence  of  stippling.  Microscopic¬ 
ally  the  perivascular  lymph  spaces  are  distended, 
and  there  are  empty  spaces  between  fibers  and 
cells.  Apfelbach  has  made  a  careful  study  of 
the  water  content  of  brain  with  edema.  As  a 
result  of  his  investigations  he  found  there  is 
an  actual  demonstrable  increase  of  from  3  to 
45  grams  of  water  in  the  entire  brain  with  edema. 
This  mere  increase  of  bulk  would  not  produce 
symptoms  as  may  be  seen  from  following  ob¬ 
servations.  Deucher  introduced  paraffin  into 
skull  to  extent  6  per  cent  volume  without  symp¬ 
toms.  With  10  per  cent  there  was  slowing  of 
pulse  and  respiration.  Schulten  believes  there 
may  be  from  40  to  90  c.c.,  decrease  of  intra¬ 
cranial  space  from  intradural  hemorrhage,  and 
no  symptoms  follow.  Sixty-eight  c.c.,  of  free 
blood  between  the  dura  and  the  cranial  bones 
have  produced  moderate  stupor  and  slowing  of 
pulse,  and  116  c.c.,  have  produced  marked  symp¬ 
toms  of  intracranial  pressure  with  coma. 

The  post-mortem  findings  of  Le  Count  and 


Apfelbach  showed  that  edema  begins  a  few 
hours  after  injury,  increases  for  two  or  three 
days,  and  then  disappears.  Edema  seems  to 
produce  symptoms  of  intracranial  pressure. 
Reichardt  considers  colloid  chemical  phenomena 
explanation  for  the  marked  disproportional 
swelling  of  edema  through  the  agency  of  a  re¬ 
latively  small  amount  of  water. 

It  is  evident  from  the  preceding  statements 
that  increased  volume  of  the  brain  occurring 
in  the  condition  known  as  edema  is  not  alone 
on  account  of  the  brain  taking  up  water,  but 
there  must  be  some  physical  change  in  the  brain 
substance.  We  cannot  demonstrate  this  micro¬ 
scopically,  but  can  express  the  change  as  of  a 
colloid  or  colloid-chemical  nature.  This  same 
phenomenon  has  its  analogue  in  a  very  homely 
experiment.  Let  one  fill  a  bottle  with  beans 
and  then  fill  all  the  interstices  with  water,  cork 
the  bottle,  and  allow  it  to  stand.  Sufficient 
pressure  will  develop  to  burst  the  bottle,  and 
the  beans  will  be  so  expanded  that  their  surfaces 
will  be  covered  with  facets.  Edema  of  the  brain 
manifests  itself  clinically  as  follows :  Char¬ 
acteristic  changes  in  the  eye-grounds.  These  do 
not  assume  the  character  of  a  papillo-edema, 
such  as  we  have  in  extradural  hemorrhage,  yet 
they  are  marked.  The  vessels  may  appear  in¬ 
distinct  as  though  imbedded  in  velvet.  The 
nasal  half  of  the  disc  usually  loses  its  outline. 
The  veins  may  be  distended,  the  arteries  small. 
If  conscious,  the  patient  has  headache,  but  in 
more  severe  edema  half  consciousness,  manifest 
by  disorientation  of  mind  and  incoherence  in 
speech,  occurs  and  with  extreme  edema  com¬ 
plete  unconsciousness ;  and  when  the  medullary 
center  becomes  encroached  upon,  slow  pulse  and 
respiratory  paralysis  ensue.  Such  is  one  of  the 
most  serious  conditions  we  have  to  combat  with 
when  treating  head  injuries. 

Before  discussing  the  various  means  at  our 
disposal  let  us  further  consider  the  condition  un¬ 
der  which  the  brain  exists.  The  skull  and 
vertebral  canal  may  be  considered  a  practically 
inelastic,  rigid  vessel.  It  is  true  there  is  a  little 
elasticity  to  the  membranes  at  the  exit  of  the 
spinal  nerves,  but  this  is  very  slight.  In  this  the 
soft  jelly-like  brain  is  suspended  in  the  cerebro¬ 
spinal  fluid.  Under  normal  conditions  this  vessel 
is  exactly  filled  with  fluid,  brain,  and  cord.  The 
cerebrospinal  fluid  is  in  all  probability  entirely 
secreted  in  the  choroid  plexuses  of  the  lateral 
ventricles,  finds  its  course  from  these  through 
the  foramina  of  Munro  to  the  third  ventricle,  tra¬ 
verses  the  third  ventricle,  and  leaves  it  by  the 
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iter  to  the  fourth  ventricle,  and  finally  escapes 
from  the  fourth  ventricle  by  the  foramina 
Magendi  and  Luschka  to  the  subarachnoid  spaces. 
There  seems  to  be  a  current  from  the  basal 
subarachnoid  region  to  the  region  of  the  long- 
itudenal  sinus,  where  the  fluid  is  absorbed  by 
the  tufts  of  veins  draining  into  the  sinus.  No 
one  knows  the  rate  of  the  secretion  of  the 
cerebrospinal  fluid  under  normal  conditions.  It 
is  probably  very  slow,  or  at  least  the  rates  of 
production  and  absorption  are  closely  correlated. 
Escape  of  cerebrospinal  fluid  through  the  open¬ 
ing  in  the  skull  may  be  enormous,  but  this  enor¬ 
mous  output  is  probably  only  an  effort  to  main¬ 
tain  a  proper  balance.  It  has  been  said  that 
the  function  of  the  cerebrospinal  fluid  is  to 
provide  a  mechanical  safeguard  to  the  centers 
and  a  regulatory  mechanism  for  the  blood  supply 
by  the  brain.  In  edema  of  the  brain  it  is  ap¬ 
parent  that  the  veins  concerned  in  absorption 
are  blocked;  therefore  relief  from  pressure  by 
absorption  of  fluid  does  not  normally  occur. 
If  we  can  then,  in  any  way,  remove  a  small 
part  of  the  fluid  we  relieve  the  pressure  and 
in  some  degree  unlock  the  portal  of  absorption 
so  that  the  balance  may  be  restored.  There 
seem  to  be  two  methods  at  our  hand  to  ac¬ 
complish  this : 

1.  Intravenous  injection  of  hypertonic  salt 
solution. 

2.  Spinal  puncture. 

In  regard  to  intravenous  injection:  The  re¬ 
search  by  Foley  shows  that  when  concentrated 
salt  solution  is  injected  into  the  veins  there 
occurs  a  complete  reversal  of  the  normal  circu¬ 
lation  of  cerebrospinal  fluid.  Under  this  pro¬ 
cedure  the  choroid  plexus  no  longer  secretes, 
but  actually  absorbs  cerebrospinal  fluid ;  the 
arachnoid  villi,  whose  normal  function  is  to 
absorb,  then  secrete ;  and  the  whole  current  of 
the  fluid  is  reversed.  This  will  decrease  the 
fluid  in  the  ventricles  and  to  some  degree  take 
water  from  the  brain.  Theoretically  this  seems 
beautiful,  but  the  results  in  actual  clinical  cases 
have  not  been  very  good  in  my  hands,  in  that 
a  secondary  reaction  has  always  followed  with 
increased  edema. 

Spinal  puncture  is  a  procedure  I  wish  to  dis¬ 
cuss  in  the  fullest  detail.  Dr.  Hirschfield  has 
collected  data  from  twenty-five  skull  fractures 
in  my  service  that  I  will  use  as  illustrations, 
with  Dr.  Hirschfield  I  made  a  careful  study 
and  analysis  of  twenty-five  severe  head  injuries. 
These  cases  gave  evidence  of  severe  laceration 
of  the  brain,  and  the  spinal  fluid  in  all  was  blood 


stained  for  a  period  of  time.  Choked  disc  did 
not  occur  in  any,  but  so  far  as  our  records  go 
there  were  changes  indicative  of  increased  in¬ 
tracranial  pressure  in  that  there  was  blurring  of 
the  nasal  half  of  the  disc.  These  cases  gave 
a  general  impression  of  edema  of  the  brain. 
They  were  treated  with  repeated  spinal  punctures 
as  we  made  it  a  rule  to  reduce  the  spinal  pres¬ 
sure  to  normal  limits  as  often  as  was  thought 
best  in  each  case.  The  cases  in  this  series  were 
unusually  severe.  Of  the  basal  fractures  three 
showed  loss  of  light  reflex,  and  two  reacted; 
of  the  vault  cases  all  gave|  light  reaction ;  of 
the  basal  and  vault  fractures,  nine  gave  no  re¬ 
action  to  light  and  five  gave  reaction.  Of  all 
cases  that  gave  no  reaction  to  light,  death  ensued 
in  six  cases,  and  six  recovered.  There  was  in¬ 
equality  of  the  pupils  in  two  basal  fractures, 
in  one  vault  fracture,  and  six  basal  and  vault 
fractures.  There  was  paralysis  of  extra-ocular 
movement  in  three  of  the  basal  fractures;  in 
none  of  the  vault  fractures ;  and  in  six  of  the 
basal  and  vault  fractures.  In  these  internal 
strabismus  was  reported  once  and  external  strab¬ 
ismus  twice.  The  pupils  were  contracted  in  four 
of  basal  and  vault  fractures.  In  three  basal 
and  vault  fractures  the  pupils  were  normal  size. 
One  case  had  irregular  pupils  due  to  syphilis, 
which  was  discovered  at  autopsy.  The  eye  find¬ 
ings  gave  a  good  index  to  the  grade  of  severity 
of  these  cases.  At  one  time  it  was  thought  that 
loss  of  light  in  a  basal  fracture  indicated  a  fatal 
prognosis.  There  was  definite  bleeding  from  the 
ears  recorded  in  nine  of  these  cases. 

Of  the  basal  cases  one  died,  and  two  recovered ; 
of  the  vault  cases  two  died  and  four  recovered. 
While  in  the  basal  and  vault  cases  there  occurred 
six  deaths  and  ten  recoveries.  Total  deaths,  nine ; 
recoveries,  sixteen.  The  cause  of  death  was  as 
follows :  meningitis  in  one  operated  case  of  vault 
fracture  in  two  operated  cases  of  basal  and 
vault  fractures ;  in  two  non-operated  basal  and 
vault  fractures,  and  in  one  non-operated  basal 
fracture ;  shock  in  two  cases ;  hemorrhage  one 
case.  Death  from  hemorrhage,  shock,  and  men¬ 
ingitis  in  nine.  This  seems  to  leave  no  deaths 
from  brain  edema,  usually  a  prolific  cause.  The 
condition  on  admission  was  as  follows :  Deep 
coma  occurred  thirteen  times,  distributed  as 
follows :  basal  and  vault,  eight ;  base,  two ;  vault, 
three.  Semicoma  occurred  ten  times,  distributed 
as  follows :  vault,  two ;  vault  and  base,  six ; 
basal,  two ;  intermittent  coma  and  semicoma  in 
one  vault  and  basal  fracture.  Of  incidental  in¬ 
terest  is  the  occurrence  of  a  positive  Babinski 
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with  no  associated  or  later  paralysis.  These  in¬ 
cluded  two  vault  fractures,  in  one  of  which  the 
patient  was  blind  for  twelve  hours ;  three  basal 
and  vault  fractures,  of  which  one  had  Jackson¬ 
ian  attacks  and  one  basal.  Paralysis  of  the 
seventh  and  eight  nerves  occurred  twice. 

The  relation  to  brain  injury  and  edema  is 
shown  to  some  degree  by  the  spinal  manometer 
reading.  The  average  reading  was  11  mm.  of 
mercury  when  this  was  done  within  three  hours 
after  the  accident.  In  one  instance  this  was 
16  mm.,  which  was  the  highest.  There  was  one 
case  not  included  in  the  above  averages  where 
the  manometer  registered  21  mm.,  almost  im¬ 
mediately  after  the  accident.  In  this  case  there 
was  no  blood  in  the  spinal  fluid,  but  there  was 
an  enormous  depressed  fracture.  The  pressure 
was  15  mm.  in  this  case  at  the  end  of  twenty- 
four  hours.  Even  the  cases  in  profound  coma 
on  admission  did  not  show  any  increase  above 
what  has  been  given.  Some  of  these  cases 
improved  at  end  of  twenty-four  hours,  but 
among  those  that  got  worse  there  were  five,  and 
in  these  the  average  pressure  was  25  mm. ;  that 
is,  edema  had  been  added  to  the  damage  of  the 
original  trauma.  In  one  case  edema  was  delayed 
and  showed  a  maximum  as  indicated  by  spinal 
reading  of  28  mm.,  in  three  days.  With  all  cases 
the  average  manometer  reading  was  17.1  mm., 
at  the  end  of  twenty-four  hours.  As  an  example 
of  edema,  in  a  case  with  no  evidence  of  initial 
trauma,  5253  was  most  striking.  This  man  was 
injured  at  9  a.  m.,  and  his  mind  was  clear  at 
1:59,  p.  M.  He  became  slightly  drowsy  and  al¬ 
most  comatose  at  5  p.  m.  His  manometer  read¬ 
ing  at  5  p.,  M.,  was  23  mm.  He  immediately 
cleared  after  puncture,  and  his  reading  remained 
at  16  mm. 

Coma  may  exist  as  a  result  of  the  brain  trauma 
without  increased  intraspinal  tension,  but  the 
usual  subsequent  occurrence  of  edema  is  apt  to 
complicate  the  condition  by  further  increasing 
intracranial  tension.  Edema  has  never  been  very 
evident  before  eight  hours  after  the  accident ; 
therefore  early  spinal  puncture  is  not  advisable 
unless  there  is  special  reason  for  it.  It  was 
hoped  that  this  research  might  reveal  some  rule 
to  determine  when  this  is  needed.  No  rate  be¬ 
tween  the  pulse  rate  and  the  pulse  pressure  has 
been  determined,  although  in  some  cases  there 
seems  to  be  a  ratio.  The  pulse  rate  does  not 
seem  to  give  any  index  of  the  manometer  read¬ 
ing,  especially  late  in  brain  injury,  when  it  is 
probable  that  spinal  puncture  does  not  register 
intracranial  pressure  on  account  of  partial  plug¬ 


ging  of  the  foramen  magnum.  In  cases  showing 
increase  of  mental  torpor  and  in  all  cases  of 
coma,  spinal  puncture  is  indicated  at  a  time 
from  eight  to  seventy-two  hours  after  the  ac¬ 
cident.  When  there  is  respiratory  embarrass¬ 
ment  or  marked  slowing  of  the  pulse,  spinal 
puncture  is  indicated.  However,  this  may  actu¬ 
ally  intensify  slowing  of  the  pulse  when  done 
late  in  the  condition  owing  to  lack  of  free  com¬ 
munication  between  the  structures  above  and 
below  the  foramen  magnum.  Actual  slowing  of 
the  pulse  after  spinal  puncture  is  shown  in  Case 
7367.  Further  than  this  the  pulse  remained  slow 
for  a  period  of  time  when  the  intraspinal  pres¬ 
sure  was  low ;  therefore  it  is  probable  that  the 
intracranial  pressure  was  not  the  same  as  the 
intraspinal,  and  so  I  do  not  believe  spinal  punc¬ 
ture  is  of  much  value  after  the  third  day.  As 
a  general  rule  it  is  indicated  from  the  end  of 
eight  hours  to  seventy-two  hours  after  the  ac¬ 
cident.  In  one  case  the  edema  persisted  for  a 
long  time,  and  the  continued  punctures  seemed 
to  be  beneficial.  Leucocytosis  occurs  in  brain  in¬ 
juries  where  no  meningitis  or  pneumonia  can  be 
demonstrated.  In  this  series  it  averaged  12,650. 

Extradural  hemorrhage. — Moody  reports  that 
of  908  autopsies  there  were  100  cases  of  extra¬ 
dural  hemorrhage  of  such  size  that  compression 
of  the  brain  by  blood  was  the  cause  of  death.  Of 
these  the  diagnosis  was  made  by  autopsy  in  63 
cases.  In  fatal  cases  the  blood  weighed  from 
do  to  d6  gm.  He  further  calls  attention  to  the 
occurrence  of  leucocytosis  in  these  cases.  From 
these  reports  one  might  reason  that  extradural 
hemorrhage  was  common  and  that  its  recog¬ 
nition  during  life  was  difficult.  There  is  nothing 
more  dramatic  than  the  course  of  a  case  of  extra¬ 
dural  hemorrhage.  The  patient  may  have  a 
momentary  or  a  prolonged  period  of  unconscious¬ 
ness  followed  by  a  greater  or  less  lucid  interval. 
Then  in  the  course  of  from  six  to  twelve  hours 
there  is  a  gradual  progressive  development  of 
a  new  train  of  symptoms.  For  example,  a  pa¬ 
tient  may  walk  into  the  doctor’s  office  and  report 
that  he  has  been  struck  on  the  head.  If  he  is 
kept  under  observation  symptoms  of  localized 
compression  develop.  Extradural  hemorrhage  is 
most  common  from  rupture  or  tearing  of  the 
middle  meningeal  artery ;  therefore  the  motor 
area  is  affected  early.  While  the  patient  is  still 
conscious  certain  motor  phenomena  develop. 
First  of  all,  slight  increase  in  reflexes,  then 
fibrillar  twitching  of  muscles,  then  as  conscious¬ 
ness  begins  to  drift  away  there  develop  in  the 
muscles  of  the  leg  and  arm  first  a  flaccid  paraly- 
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sis  and  loss  of  reflexes,  and  later  this  may  be¬ 
come  spastic.  Immediately  before  the  develop¬ 
ment  of  coma  aphasia  can  often  be  demon¬ 
strated  if  hemorrhage  is  on  the  left. 

Examination  of  the  eyes  shows  a  rapidly  de¬ 
veloping  papillo-edema.  The  pupil  is  often  di¬ 
lated  on  the  same  side  as  the  hemorrhage. 
Finally  complete  unconsciousness  develops.  The 
pulse  becomes  slow,  respiration  stertorous,  and 
the  pulse  pressure  becomes  raised.  Sometimes 
the  pulse  pressure  is  twice  the  pulse  rate.  Such 
a  case  can  get  relief  only  through  surgical  in¬ 
tervention.  Death  will  ensue  from  anemia  after 
the  intracranial  pressure  exceeds  the  blood  pres¬ 
sure.  In  my  series  are  six  cases  of  bleeding 
from  the  middle  meningeal  with  one  death;  two 
cases  with  hemorrhage  from  the  longitudinal 
sinus  with  recovery  in  both ;  one  case  from  the 
sigmoid  sinus  with  recovery;  one  case  of  deep 
bleeding  in  the  brain  substance  simulating  a 
middle  meningeal  hemorrhage  with  recovery. 
The  symptoms  from  the  sigmoid  case  were  those 
of  a  cerebellar  tumor  without  general  signs  of 
compression. 

The  surgical  indication  is  to  operate  as  soon 
as  diagnosis  is  made.  This  necessitates  ligation 
of  the  middle  meningeal  or  packing  the  sinus 
with  gauze.  The  recovery  has  usually  been  com¬ 
plete  and  depends  on  the  amount  of  damage 
done  to  the  brain  cells  by  pressure. 

Record  of  Case  7367,  showing  slow  pulse  and 
severe  mental  reaction,  due  to  intracranial  pressure 
but  no  increase  in  intraspinal  pressure  after  the 
fourth  day. 


7367  P. 

B.P. 

p.p. 

Ma. 

T. 

Notes 

84 

100^2 

28 

8 

Ad. 

Coma 

70 

70 

41 

2 

Da. 

Early  In  recov. 
Residual  Irrit. 

74 

70 

24 

3 

Da. 

Laughs  silly 
Overtalkative 

60 

lOO^g 

24 

17 

4 

Da. 

58 

24 

8 

8 

Da. 

80 

34 

Late 

Great  Improv. 

P.=pulse  rate. 

B.  P.=Blood  pressure. 

P.  P.=:Pulse  pressure. 

Ma.=Reading  of  spinal  manometer  in  terms  of  Hg. 

Record  of  Sase  6303. 

Vault  and  basal  fracture 
H 


6303  P. 
60 

B.P.  P.P.  Ma. 
i49ioo  40  14 

T. 

Notes 

Left  facial 
Palsy  VII 

78  14 

24 

Hrs. 

Nerve 

Deafness  VIII 

1^4/90  84 

48 

Firs. 

Blood  in 

Spinal  fluid 

44 

15 

72 

Hrs. 

58 

80 

48 

10 

96 

Hrs. 

P.=pulse  rate. 

B.  P.=:Blood  pressure. 

P.  P.=Pulse  pressure. 

Ma.=Reading  of  intraspinal  pressure. 


Record  of  Case  7450. 
Basal 


7450  P. 

B.P. 

P.P. 

Ma. 

T. 

Notes 

60 

136^0 

66 

12 

Recov. 

Right  facial 

Palsy  VII 

70 

48 

21  24  Hrs. 

after 

admittance 

Right  nerve 

Deafness  VHI 

70 

62 

28 

48  Hrs. 

Subconjunctival 

Hemorrhage 

70 

30 

28 

72  Hrs. 

Unequal  pupils  no 
reaction  to  light 

70 

46 

17 

96  Hrs. 

Mental 

Deterioration 

70  104/^0 
P.=:pulse  rate. 

34 

20 

120  Hrs. 

Now  clearing 

B.  P.=Blood  pressure. 

P.  P.=Pulse  pressure. 

Ma.=Intraspinal  pressure  in  terms  of  Hg. 

DISCUSSION 

Dr.  John  Crawford  (New  Rockford):  It  has  re¬ 
cently  been  shown  that  the  intraspinal  pressure  can 
be  markedly  reduced  with  15  per  cent  hypertonic 
salt  solution,  using  100  c.c.;  and  I  would  like  to 
know  if  Dr.  Corbett  has  used  this  in  his  head  in¬ 
juries.  It  is  of  marked  advantage  in  the  treatment 
of  neurosyphilis,  and  I  would  like  to  have  the  Doc¬ 
tor’s  opinion  regarding  its  use  in  head  injuries. 

Dr.  Corbett  (closing) :  I  have  tried  intravenous 
salt  solution  on  numerous  occasions. 

The  first  cases  were  those  of  a  couple  of  patients 
in  the  hospital  who  had  a  large  defect  in  the  skull 
where  I  had  removed  a  brain  tumor  and  there  was 
more  or  less  of  a  herniated  mass.  After  I  admin¬ 
istered  the  salt  solution  you  could  almost  see  the 
mass  shrink  down,  but  always  following  that  there 
was  a  larger  hernia  than  we  had  before.  That  gave 
me  an  unfavorable  impression  of  the  treatment. 

From  research  work  that  has  been  done  in  regard 
to  the  hypertonic  solution  it  has  been  found  that 
the  maximum  effect  was  from  fluid  from  the  ven¬ 
tricles.  It  has  been  found  that  in  some  measure  it 
draws  that  fluid  from  the  brain.  In  edema  we  are 
not  dealing  with  distension  of  the  ventricles  but 
with  a  colloid  condition  in  the  brain  that  is  very 
little  influenced  by  salt  solution.  The  great  benefit 
derived  from  salt  solution  has  been  in  cases  with 
distension  of  the  ventricles.  I  have  tried  it  in  cases 
with  edema,  and  the  results  were  bad,  so  I  have 
never  become  very  enthusiastic  about  salt  solution 
in  cases  with  edema  of  the  brain.  I  soon  became 
discouraged  about  this,  and  it  may  be  my  fault,  but 
I  think  spinal  puncture  is  so  much  easier  and  safer 
that  I  have  abandoned  the  use  of  the  hypertonic 
solution  altogether. 

I  wish  to  thank  you,  gentlemen,  for  your  kind 
attention  in  listening  to  my  paper. 
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In  the  light  of  the  recent  great  work  of  Dr. 
Banting,  one  hesitates  to  present  the  subject  of 
the  control  of  diabetes  mellitus  except  in  a  dis¬ 
cussion  of  its  treatment  by  the  use  of  insulin, 
but  our  experience  with  insulin  has  already 
taught  us  that  the  dietetic  control  is  still  a  most 
important  factor,  and  that  an  understanding  and 
proper  application  of  the  correct  principles  in¬ 
volved  in  feeding  diabetic  patients  is  just  as 
essential  to  success  as  it  was  before  the  intro¬ 
duction  of(  insulin.  The  use  of  insulin  in  its 
relation  to  the  treatment  of  juvenile  diabetics 
will  be  discussed  after  canvassing  the  recent 
steps  in  dietary  regime.  Perhaps  the  first  valu¬ 
able  contribution  in  recent  years  to  our  knowl¬ 
edge  of  dietary  control  was  made  by  Allen ;  and 
closely  following  and  associated  with  it,  is  the 
work  of  Joslyn.  These  two  men  having  brought 
forth  the  scheme  of  feeding  diabetics  generally 
known  as  the  “undernutrition  plan.”  This 
scheme  of  Allen’s,  as  modified  by  Joslyn,  has 
become  in  the  past  few  years  generally  accepted 
as  a  standard  by  the  medical  profession  of  our 
country.  This  plan,  in  brief,  was  built  upon 
the  theory  that  excessive  feeding  hastened  the 
downward  progress  of  the  disease,  and  that  the 
presence  of  glycosuria  and  hyperglycemia,  and 
the  presence  of  acetone  bodies  in  tbe  urine  were 
a  serious  menace  to  the  welfare  of  the  patient, 
and  that  a  state  of  undernutrition  with  periodic 
starvation  should  be  maintained  as  the  best 
method  of  eliminating  these  undesirable  condi¬ 
tions.  Furthermore,  their  diets  were  built  up 
empirically  upon  the  theory  that  fat  was  the 
greatest  menace  to  the  patient’s  health,  and  there¬ 
fore  should  be  resorted  to  only  to  the  extent 
necessary  to  make  up  sufficient  calories  for  a 
bare  maintenance  diet.  This  was  especially  em¬ 
phasized  in  their  method  of  initial  treatment 
with  the  object  of  having  the  patient  become 
sugar  and  acetone  free,  which  consisted  of  first 
withdrawing  the  fat,  then  the  protein,  and  then 
the  carbohydrate.  In  this  way  they  were  suc¬ 
cessful  in  nearly  every  case  in  rendering  the 
patient  sugar-free  without  producing  a  state  of 
coma,  while  they  found  that  when  they  with¬ 
drew  the  carbohydrate  first  and  allowed  the  fat 


to  remain,  they  were  very  likely  to  produce  coma. 
Once  the  patient  was  sugar- free,  he  was  placed 
on  a  diet  containing  as  much  as  two  or  even  three 
grams  of  protein  per  kilo  of  body  weight,  a  small 
amount  of  carbohydrate,  and  only  enough  fat  to 
make  up  sufficient  calories  for  a  bare  main¬ 
tenance  diet.  The  carbohydrate  was  then  in¬ 
creased  from  day  to  day  until  sugar  again  ap¬ 
peared  in  the  urine,  at  which  time  the  carbo¬ 
hydrate  was  restricted  to  a  point  well  below 
tolerance  and  the  patient  expected  to  maintain 
himself  upon  this  diet.  By  this  method  the  re¬ 
cent  statistics  by  Joslyn^  have  shown  that  the 
life  of  the  average  diabetic  has  been  increased 
from  three  and  one-half  to  six  and  one-half 
years.  However,  one  must  bear  in  mind  that 
these  patients  when  children,  except  in  the 
mildest  cases,  were  in  a  state  of  undernutrition, 
which  prohibited  growth  and  normal  physical 
and  mental,  activity.  There  has  been  little  ma¬ 
terial  change  in  the  method  of  Allen  and  Joslyn 
in  the  past  several  years. 

If  we  may  pass  over  a  number  of  rather  start¬ 
ling  reports  of  successful  diabetic  feeding,  such 
as  the  Donkin  milk  cure,  von  Duering’s  rice 
cure.  Moose’s  potato  cure.  Van  Noorden’s  oat¬ 
meal  cure,  and  Petran’s  high- fat  cure,  we  come 
to  the  recent  work  of  Newburgh  and  Marsh,^ 
who  in  the  past  three  years  have  obtained  as 
striking  results  as  Allen  and  Joslyn  by  a  method 
of  feeding  which  is  almost  diametrically  op¬ 
posite  to  that  of  the  previously  accepted  stand¬ 
ard.  Briefly,  this  method  involves,  no  matter 
how  severe  the  case,  no  initial  or^periodic  starva¬ 
tion  period  and  no  prolonged  undernutrition 
status.  On  admittance,  their  patients  without 
preparation  were  given  a  daily  diet  which  con¬ 
tained  protein,  from  15  to  20  gms. ;  fat,  from 
85  to  95  gms. ;  and  carbohydrate,  from  10  to  12 
gms.,  making  a  total  of  some  900  calories  for 
adults  with  children  in  proportion,  and  in  all 
of  the  190  patients  they  have  reported  there  was 
no  case  in  which  acidosis  developed,  and ,  in 
practically  all  cases  the  sugar  and  acetone  dis¬ 
appeared  from  the  urine  within  a  few  days. 
After  the  patient  was  desugarized,  his  diet  was 
gradually  increased  by  steps  until  he  was  receiv- 
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ing  2/3  gms.  of  protein  per  kilo,  never  more 
than  35  gms.  of  carbohydrate,  and  sufficient  fat 
for  a  liberal  maintenance  diet.  The  patients  on 
this  diet  usually  gain  largely  in  weight,  and  upon 
being  discharged  are  able  to  take  up  their  or¬ 
dinary  activities  of  life. 

Here,  then,  we  have  a  seemingly  paradoxical 
situation,  one  group  advocating  undernutrition, 
high  protein,  and  carbohydrate  as  high  as  pos¬ 
sible,  with  the  minimum  necessary  amount  of 
fat ;  and  the  other  group  advocating  low  protein, 
low  carbohydrate,  and  high-fat  and  full-nutrition 
diet.  Both  groups  seemingly  obtain  about  the 
same  extension  of  life  for  the  diabetic,  with  the 
high-fat  feeders  having  the  advantage  of  a  pa¬ 
tient  comfortably  fed  and  with  sufficient  energy 
for  growth  and  ordinary  activity. 

It  is  to  the  biological  chemist  that  we  must 
turn  for  an  explanation  of  why  fat  is  so  danger¬ 
ous  in  certain  combinations  of  food,  and  so  gen¬ 
erously  possible  with  restricted  protein  and,  when 
properly  balanced,  with  carbohydrates.  Lusk, 
Woodyatt,  Wilder,  and  Shaffer  have  contributed 
largely  to  our  knowledge  of  the  scientific  princi¬ 
ples  involved  in  the  disease  and  its  treatment. 
Woodyatt,^  in  1921,  pointed  out  three  important 
factors  in  the  control  of  diabetes  which  had  been 
little  considered  by  clinicians,  and  the  knowledge 
of  which  has  contributed  as  much  to  our  under¬ 
standing  of  the  correct  principles  of  diatetic 
control  as  all  of  the  clinical  work  that  has  been 
done.  First,  he  points  out  that  the  anomaly  of 
the  metabolism  which  characterizes  diabetes  is 
an  inability  on  the  part  of  the  body  to  utilize 
as  much  glucose  as  may  be  utilized  by  the  normal 
body  when  the  supply  of  glucose  exceeds  certain 
limits.  The  diabetic  appears  to  be  capable  of 
utilizing  a  limited  quantity  of  glucose,  as  well 
as  the  normal  individual,  but  fails  to  utilize  a 
normal  percentage  of  any  glucose  introduced 
into  the  body  in  excess  of  this  limit.  The  en¬ 
docrine  function  of  the  pancreas  presumably 
is  the  secreting  of  a  substance  (insulin)  having 
the  power  to  dissociate  the  one  specific  sugar, 
glucose,  into  which  all  other  carbohydrates  that 
are  capable  of  utilization  on  a  large  scale,  must 
first  be  converted  before  they  can  be  oxidized, 
reduced,  or  built  up  into  glycogen.  Also  the 
anomaly  of  metabolism  in  which  abnormal  quan¬ 
tities  of  acetone,  aceto-acetic,  and  B.  hydroxy- 
butyric  acid  appear  in  the  tissues,  urine,  and 
blood,  is  a  secondary  effect  in  the  nature  of  a 
disturbed  metabolic  balance  resulting  from  an 
insufficient  amount  of  oxidizing  glucose.  This 
appears  to  be  the  immediate  result  of  the  oxid¬ 


ization  of  certain  fatty  acids  in  the  absence  of 
a  sufficient  proportion  of  dissociated  glucose. 
The  quantity  of  dissociated  oxidizing  glucose  in 
the  body  and  the  maximum  quantity  of  keto- 
genic  faty  acids  that  can  be  oxidized  in  the  same 
time  without  the  appearance  of  abnormal  amounts 
of  acetone  bodies,  is  in  definite  ratio,  and  thus 
the  quantity  of  oxidizing  glucose  available  fixes 
the  upper  limit  to  the  quantity  of  fatty  acid  that 
can  be  completely  oxidized.  Secondly,  Woodyatt 
pointed  out  that  we  must  not  think  of  the  food 
supply  of  the  body  exclusively  in  the  terms  of 
diet  to  the  neglect  of  the  endogenous  factors. 
When  a  man  fasts,  he  does  not  cease  to  produce 
heat.  With  light  exertion,  he  will  probably  pro¬ 
duce  as  much  as  30  calories  per  kilo  of  body 
weight  daily,  the  source  of  this  being  largely  the 
body  fat  and  protein.  Lusk^  explains  that, 
where  there  is  much  fat  stored  in  the  body,  little 
protein  is  used ;  where  there  is  little  fat  present, 
much  protein  is  consumed ;  and  where  there  is 
no  fat,  protein  alone  yields  energy  for  life;  but 
the  ingestion  of  fat  may  spare  tissue  fat  and 
thus  prevent  the  amount  of  protein  used  from 
becoming  abnormally  great,  the  fat  ingested 
simply  burning  instead  of  the  body  fat,  the  re¬ 
lative  amount  of  protein  and  fat  burned  remain¬ 
ing  the  same.  If  this  be  true,  why  should  we 
ever  use  complete  fasting  for  diabetics?  Third¬ 
ly,  Woodyatt  observes  that  we  are  inclined  to 
think  too  much  in  terms  of  carbohydrate,  pro¬ 
tein,  and  fat,  and  that  these  substances  are  not 
in  reality  the  substances  that  present  themselves 
for  final  oxidative  attack  in  the  body  which 
results  in  the  liberation  of  energy.  It  is  not 
starch  in  the  bowel  nor  glycogen  in  the  liver 
or  muscles  that  taxes  the  endocrine  function  of 
the  pancreas,  but  glucose  into  which  these  carbo¬ 
hydrates  is  resolved.  Protein  of  the  diet  ceases 
to  be  protein  and  becomes  a  mixture  of  amino- 
acids.  Neutral  fats,  to  be  sure,  may  be  ab¬ 
sorbed  in  part  as  such,  but,  before  they  can  be 
acids.  Neutral  fats,  to  be  sure,  may  be  absorbed 
in  part  as  such,  but,  before  they  can  be  oxidized 
and  used  as  sources  of  energy,  they  must  first  be 
saponified  into  glycerol  and  higher  fatty  acids. 
Or,  to  state  it  as  simply  as  possible,  where  these 
substances  present  themselves  for  the  vital  me¬ 
tabolic  process  in  which  the  pancreatic  extract 
insulin  plays  its  important  part,  fat  must  be 
figured  on  a  basis  of  90  parts  higher  fatty  acids 
and  10  parts  glucose ;  protein  resolves  itself  into 
58  parts  glucose  and  45  parts  ketogenic  acid 
equivalent,  while  the  carbohydrate  changes  to 
100  per  cent  glucose. 
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Aside  from  these,  there  are  other  important 
physiological  factors  which  must  be  considered, 
one  of  the  most  important  being  the  maintenance 
of  the  nitrogen  equilibrium,  it  being  well  known 
that  any  diet  which  does  not  supply  sufficient 
nitrogen  intake  to  more  than  contrabalance  the 
urinary  nitrogen  output,  would  soon  bring  the 
patient  to  disaster.  As  protein  is  the  main  source 
of  nitrogen,  our  diet  must  contain  an  adequate 
amount  of  this  substance.  Hindhede  has  shown 
that  for  adults,  two-thirds  of  a  gram  of  protein 
per  kilo  of  body  weight  is  sufficient  to  maintain 
a  nitrogen  balance,  and  while  there  are  no  figures 
available  for  small  children  it  is  usually  estimated 
that  one  gram  of  protein  per  kilo  is  necessary. 
It  has  been  proven  by  various  observers  that 
there  is  no  difference  in  the  maintenance  of  a 
nitrogen  balance  between  normal  individuals  and 
diabetics. 

It  is  an  important  consideration,  as  shown  by 
Wilder  and  others,  that  protein  has  a  decided 
tendency  to  increase  the  metabolic  rate,  a  thing 
to  be  avoided  in  the  care  of  diabetics. 

Therefore  with  all  of  these  points  in  mind, 
and  remembering  that,  when  treating  a  diabetic 
child,  we  are  attempting  to  produce  and  main¬ 
tain  an  aglycosuric  state,  a  freedom  from  acid¬ 
osis,  a  nitrogen  balance,  a  normal  blood  sugar,  to 
supply  sufficient  energy  for  growth  and  ordinary 
activity,  to  avoid  the  evils  of  fasting  and  under¬ 
nutrition,  and,  if  possible,  to  avoid  a  downward 
progress  of  the  disease,  and  in  children  a  reason¬ 
able  gain  in  weight,  we  may  proceed  to  construct 
a  diet  on  those  principles.  For  example,  let  us 
assume  that  we  have  a  child  of  15  kilos.  We 
know  that  he  must  have  approximately  80 
calories  per  kilo,  or  1,200  calories  per  day.  In 
order  to  maintain  the  nitrogen  equilibrium,  it 
will  be  necessary  to  give  at  least  1  gram  per 
kilo  of  protein  so  we  will  fix  the  protein  at  15 
grams.  In  order  to  throw  the  least  possible 
strain  upon  the  diseased  pancreas,  we  fix  the 
carbohydrate  as  low  as  is  possible,  and  still  have 
sufficient  glucose  to  burn  up  the  higher  fatty 
acids.  Let  us  then  give  20  grams  of  carbo¬ 
hydrate,  which  should  be  well  within  the  toler¬ 
ance  of  any  but  the  most  severe  case.  The  15 
grams  of  protein  figured  at  4  calories  per  gram 
will  supply  60  calories,  and  the  20  grams  of 
carbohydrate  figured  at  4  calories  per  gram  will 
supply  80  calories.  Thus  we  have  now  available 
a  total  of  140  calories,  and  this  deducted  from 
our  1,200  calories  necessary  leaves  1,060  calories 
to  be  derived  from  fat,  and,  figuring  fat  at  9 
calories  per  gram,  we  would  require  115  grams 


of  fat.  Here  we  have  a  diet  which  will  supply 
sufficient  calories,  which  will  maintain  a  nitrogen 
balance  and  contain  so  small  an  amount  of  car¬ 
bohydrate  as  to  make  minimum  demand  upon 
the  depleted  pancreatic  excretion,  insulin.  But 
we  have  yet  to  prove  that  such  a  diet  will  not 
bring  about  a  state  of  acidosis.  As  was  pointed 
out  earlier  in  this  paper,  we  must  resolve  this 
protein,  fat,  and  carbohydrate  into  terms  of  glu¬ 
cose  and  higher  fatty  acids,  remembering  that 
there  must  be  present  an  amount  of  oxidizing 
glucose  sufficient  to  insure  the  complete  metab¬ 
olism  of  the  higher  fatty  acids  or  we  shall  have 
in  the  blood  and  tissues  acetone,  aceto,  acetic, 
and  B.  hydroxybutyric  acid,  or,  in  other  words, 
a  state  of  acidosis.  This  ratio  of  glucose  to 
higher  fatty  acids  may  be  as  high  as  1  to  4  ac¬ 
cording  to  Newburgh  and  Marsh, ^  and  the  re¬ 
cent  chart  of  Wilder®  would  bear  this  out. 

In  the  diet  as  outlined  the  15  grams  of  protein 
resolve  themselves  into  58  parts  of  glucose  and  45 
parts  of  ketogenic  acid  equivalent,  or  8.7  grams 
of  glucose  and,  approximately,  7  grams  of 
higher  fatty  acid  equivalent.  The  20  grams  of  car¬ 
bohydrate  will  appear  as  20  grams  of  glucose,  and 
the  115  grams  of  fat  resolve  themselves  into  90 
parts  higher  fatty  acids  and  10  parts  of  glucose, 
or  11.5  grams  glucose  and  103.5  grams  of  higher 
fatty  acids.  Thus,  the  diet  of  15  grams  of  pro¬ 
tein,  20  grams  carbohydrate,  and  115  grams  of 
fat  actually  becomes,  from  the  diabetic  stand¬ 
point,  glucose  40.2  grams,  higher  fatty  acid  and 
equivalent  110.5  grams,  which  is  less  than  a  1 
to  3  ratio,  giving  a  wide  margin  of  safety. 

In  order  to  construct  a  maintenance  diet  along 
the  principles  of  Allen  and  Joslyn  of  1,200  for 
a  15  kilo  child,  we  would  proceed  as  follows: 
First,  the  protein  would  be  placed  at  35  grams, 
almost  2.5  grams  per  kilo,  furnishing  21  grams 
of  glucose  and  15  grams  of  higher  fatty  acid 
equivalent ;  carbohydrate,  40  grams,  furnishing 
40  grams  of  glucose;  and  then  to  make  up  the 
900  calories  remaining,  we  should  have  to  resort 
to  100  grams  of  fat,  which  will  furnish  91  grams 
of  higher  fatty  acids  and  9  grams  of  glucose. 
This  diet,  then,  would  consist  of  105  grams  of 
higher  fatty  acid  and  equivalent  and  70  grams 
of  glucose,  as  compared  with  the  previous  diet 
of  110.5  grams  of  higher  fatty  acids  and  40.2 
grams  of  glucose.  It  is  quite  obvious  that  such 
a  diet  in  no  way  compares  favorably  with  the 
first  one  outlined.  In  the  first  place  the  2.5 
grams  of  protein  per  kilo  would  have  a  marked 
tendency  to  speed  up  metabolism,  and  also  fur¬ 
nish  a  large  amount  of  glucose.  Secondly, 
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the  40  grams  of  carbohydrate  added  to  the  21 
grams  from  the  protein  and  the  9  grams  from 
the  fat  would  obviously  throw  a  great  strain  on 
the  insulin  secretion,  and,  except  in  the  mildest 
case,  would  cause  hyperglycemia  and  glycos¬ 
uria  ;  and,  while  increasing  the  protein  and  carbo¬ 
hydrate  so  markedly,  we  have  reduced  our  total 
fatty  acids  less  than  5  grams.  On  such  a  diet, 
insulin  would  have  to  be  resorted  to  immediately, 
or,  as  was  done  previously,  the  total  calories  were 
cut  down  to  a  point  where  the  glucose  tolerance 
was  not  exceeded,  but  the  same  relative  propor¬ 
tions  of  protein,  fat,  and  carbohydrate  were 
maintained.  In  order  to  approach  the  amount 
of  glucose  in  the  first  diet,  the  total  calories 
would  have  to  be  cut  to  about  700  or,  approxi¬ 
mately,  50  calories  per  kilo,  which  brings  us 
back  to  the  undernutrition  or  starvation  idea, 
which,  no  matter  how  well  it  may  have  worked 
out  for  adults,  has  proved  to  be  a  total  and  ab¬ 
solute  failure  in  the  care  of  the  children  with 
diabetes.  Unfortunately,  all  cases  in  children 
are  rather  severe  in  type  with  a  rapid  downward 
progress ;  and  with  our  restricted  diet  and  starva¬ 
tion  days,  we  not  only  failed  materially  to  retard 
the  progress  of  the  disease,  but  we  condemned 
these  children  to  a  miserable,  unhappy,  half- 
starved  existance,  which  accomplished  nothing 
but  a  temporary  postponement  of  the  inevitable 
exodus.  Whether  or  not  the  new  ideas  of  feed¬ 
ing  will  arrest  the  progress  of  the  disease  or 
prolong  the  life  of  the  child,  they  at  least  will 
give  him  a  well-fed,  comfortable  existence  with 
the  desire  and  strength  to  work  and  play  with 
normal  children. 

Case  1. — James  S.,  aged  4.  May  14,  1923. 

History:  Family  history,  negative.  Until  the 
present  trouble,  he  has  never  had  any  severe  illness. 
Had  whooping  cough  some  time  ago.  About  two 
weeks  ago  his  parents  noticed  the  child  was  extreme¬ 
ly  thirsty,  and  drank  large  quantities  of  water  dur¬ 
ing  the  day,  as  well  as  demanding  water  frequently 
at  night.  He  was  passing  large  quantities  of  urine; 
appetite  was  better  than  usual.  The  child  was  very 
irritable,  did  not  seem  to  have  his  usual  desire  to 
play,  and  evidently  losing  in  weight.  The  family 
physician,  a  day  or  two  before  his  appearance  at 
the  Clinic,  had  found  a  positive  reaction  for  sugar 
in  the  urine. 

Physical  examination:  The  patient  is  a  well-de¬ 
veloped,  fairly  nourished  boy,  with  flushed  cheeks 
and  dry  skin  with  no  other  findings.  Blood  sugar 
showed  .14;  the  urine  gave  a  very  positive  reaction 
of  sugar.  On  a  restricted  diet,  containing  25  pro¬ 
tein,  20  fat,  and  60  carbohydrate  in  twenty-four 
hours,  he  excreted  10j4  grams  of  carbohydrate, 
showing  diacetic  acid  and  acetone.  On  the  follow¬ 
ing  day,  the  carbohydrate  was  cut  to  55  grams; 
he  excreted  2  grams  sugar  with  no  diacetic  acid  or 


acetone;  on  the  following  day,  he  was  sugar  free. 
However,  during  this  period,  he  lost  one  pound  in 
weight.  He  was  then  placed  on  a  high-fat  diet, 
containing  18  grams  protein,  80  grams  fat,  and  20 
grams  carbohydrate.  He  did  not  show  any  further 
sugar,  and  started  to  gain  in  weight.  The  diet  was 
gradually  increased  until  finally,  on  discharge,  he 
was  getting  20  protein,  115  fat  and  20  carbohydrate. 
All  flushing  of  the  face  and  general  feeling  of  lan¬ 
guor  disappeared  after  the  first  few  days  on  this 
diet,  and  he  became  good  natured  and  desired  to 
get  out  and  play  with  other  children.  Since  leaving 
the  hospital  he  has  been  maintained  on  the  same 
diet,  and  has  gained  consistently  in  weight.  The 
father  states  that  he  has  plenty  to  eat  and  plays 
and  acts  exactly  like  a  normal  child.  At  only  one 
time  has  he  showed  any  trace  of  sugar,  which  was 
for  just  one  day. 

Case  2. — Doris  H.,  aged  5.  July  13,  1923. 

History:  Family  history,  negative.  No  history  of 
serious  previous  illness.  First  known  to  have  had 
diabetes  three  months  before,  when  sugar  was  found 
in  her  urine  by  the  local  physician.  She  was  put 
on  a  diet  with  some  apparent  improvement,  but 
still  continued  to  lose  in  weight  and  excrete  sugar 
in  the  urine.  Later  on,  by  advice  of  another  physi¬ 
cian,  practically  abandoned  any  attempt  at  dieting 
at  all,  which  resulted  in  rapid  loss  of  weight,  ex¬ 
treme  thirst,  frequent  urination,  and  a  general  lack 
of  well-being. 

Physical  Examination:  This  showed  a  rather  well- 
developed,  undernourished  child  with  physical  find¬ 
ings  otherwise  negative.  The  urine  contained  large 
amounts  of  sugar  and  acetone.  On  a  diet  which  her 
mother  had  been  giving  her  at  home  during  the 
first  24  hours,  she  excreted  17  grams  of  sugar,  and 
during  the  second  24  hours  excreted  42  grams  of 
sugar,  both  specimens  containing  large  amounts 
of  acetone,  but  no  diacetic  acid.  On  the  third  day, 
without  previous  starvation,  she  was  placed  on  a 
high-fat  diet  of  22  grams  protein,  110  grams  fat, 
and  19  grams  carbohydrate,  with  the  result  that  on 
the  second  day  after  the  high-fat  diet  she  excreted 
6.75  grams  of  sugar;  the  following  day  6  grams;  the 
next  day,  1.25  grams;  and  the  next  day,  she  was 
sugar  free.  During  the  first  three  days,  she  lost  one 
pound,  and  gained  it  back  the  first  four  days  on  the 
high-fat  diet.  Her  blood  sugar  was  not  determined. 

SAMPLE  DIETS 

Breakfast 


Prot. 

Fat 

C.  H. 

Raspberries,  41  gms . . . 

.41 

5.16 

Cream,  1  oz . 

...  1.58 

10.28 

1.42 

Bacon,  30  gms . . . 

Butter  balls,  2  gms _ _ _ 

._  3.15 

19.44 

...  .10 

8.50 

Dinner 

5.24 

38.22 

6.58 

Spinach,  100  gms . 

...  2.10 

4.10 

2.60 

Chicken,  15  gms. . . 

...  4.68 

.66 

.31 

Cauliflower,  60  gms . 

...  .54 

.06 

.24 

Strawberries,  50  gms . 

...  .50 

.30 

3.70 

Cream,  1  tbsp . 

_  .71 

5.14 

.71 

Butter,  30  gms . 

...  .30 

25.50 

8.83 

35.76 

7.56 
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Supper 


OUJJJJCl 

Lettuce  . 

6.50 

Olive  oil,  tbsp.  (French  dr.) 

Salad  egg  yolk . 

2.89 

5.99 

Cauliflower,  120  gms . 

1.08 

.12 

.48 

Jello  (Diabetic) . 

1.00 

Strawberries,  75  gms . . . 

.75 

.45 

5.55 

Butter,  20  gms _ _ _ 

.20 

17.00 

Cream,  3  tbsp . 

1.58 

10.25 

1.42 

7.50 

40.31 

7.45 

Totals  . 

21.57 

114.29 

21.59 

Bran  bread  and  biscuits,  made  up 

without 

food 

value,  are  given  freely  with  each  meal. 

SAMPLE  DIETS 

Breakfast 

Prot. 

Fat 

C.  H. 

Raspberries,  41  gms . 

,  .41 

5.16 

Cream,  1  oz . 

.  1.58 

10.28 

1.42 

Bacon,  30  gms . . 

.  3.15 

19.44 

Butter  balls,  2  gms . . . 

,  .10 

8.50 

5.24 

38.22 

6.58 

Dinner 

Roast  lamb,  20  gms . . . . 

3.94 

2.54 

Spinach,  50  gms . 

1.05 

2.05 

1.50 

Tomatoes,  105  gms . 

.  1.26 

.21 

4.20 

Cucumber,  50  gms . 

.  .40 

.10 

.04 

Mayonnaise  21  gms . 

.  .26 

19.92 

Cream,  1  tbsp . 

.  .62 

2.31 

1.50 

Butter,  10  gms . 

.  .10 

8.50 

7.63 

35.63 

7.24 

Supper 

1  egg . 

..  6.60 

6.00 

Mayonnaise,  21  gms . 

.  .26 

19.92 

Cream,  1  oz . 

-  1.58 

10.28 

1.42 

Butter,  5  gms . 

.  .05 

4.25 

Cherries,  33  gms . 

..  .30 

.26 

5.30 

8.79 

40.68 

6.72 

Totals  . . . 

.21.66 

114.53 

20.54 

Bran  bread  and  biscuits,  made  up 

without 

food 

value,  are  given  freely  with  each  meal. 

SAMPLE  DIETS 

Breakfast 

Prot. 

Fat 

C.  H. 

Egg  yolk,  1 . 

...  2.89 

5.99 

Bacon,  30  gms . - . 

...  3.15 

19.44 

Orange,  60  gms . 

...  .38 

.06 

5.31 

Cream,  1  oz . 

...  1.58 

10.28 

1.42 

Peanut  butter,  5  gms . . 

...  1.26 

2.32 

.85 

Butter  balls,  2  gms . . . 

...  .10 

8.50 

9.36  46.59  7.58 


Dinner 


Cauliflower,  125  gms. 

.  1.08 

.12 

.48 

Tomatoes,  140  gms . 

. .  1.68 

.28 

5.60 

Cream,  3  tbsp . — 

_ _  1.58 

10.25 

1.42 

Butter,  20  gms . _.... 

. 20 

17.00 

Ham,  15  gms . 

. .  3.30 

3.15 

7.84 

30.80 

7.50 

Supper 

Peach,  64  gms . 

. 32 

.75 

4.93 

Egg  yolk . 

.  2.89 

5.99 

Cream,  3  tbsp . 

. . .  1.58 

10.25 

1.42 

Cucumber,  50  gms . 

. . . 40 

.10 

.04 

Mayonnaise  . 

. .  .26 

19.92 

5.45 

37.01 

6.39 

Totals  . . . 

. 22.65 

1 14.40 

21.47 

Bran  bread  and  biscuits,  made  up  without  food 
value,  are  given  freely  with  each  meal. 

So  much  has  been  said  and  written  about  in¬ 
sulin  since  its  discovery  that  there  is  little  new 
tq  add,  and  I  propose  only  briefly  to  discuss 
its  use  in  connection  with  the  dietary  control 
in  children.  We  understand  that  the  disturbance 
of  metabolic  function  known  as  diabetes  mellitus 
is  due,,  primarily,  to  disease  and  degeneration 
of  certain  glands  of  the  pancreas,  which  have 
the  specific  function  of  secreting  insulin ;  and, 
owing  to  this  diseased  condition,  an  insufficient 
amount  of  insulin  is  produced.  And  we  further 
know  that  each  gram  of  glucose  requires  a  cer¬ 
tain  definite  amount  of  insulin  for  its  complete 
metabolism,  and  that  in  the  absence  of  this  com¬ 
plete  metabolism  of  glucose  certain  higher  fatty 
acids  fail  to  metabolise  normally,  but,  instead, 
produce  a  state  of  acidosis.  As  has  been  pointed 
out  many  times,  when  an  organ  is  diseased  it 
is  advisable  to  decrease  its  function  as  much  as 
possible  on  the  theory  that  an  organ  at  rest  will 
attempt  repair,  or,  at  least,  the  disease  process 
may  be  checked.  Theoretically,  an  excessive 
amount  of  glucose  in  the  blood  stream  would 
overstimulate  the  insulin-producing  tissue  of  the 
pancreas,  thus  adding  materially  to  the  down¬ 
ward  progress  of  the  disease.  The  prevention  of 
this  state  by  bringing  about  a  normal  blood 
sugar  is  the  basis  of  the  undernutrition  regime 
of  Allen  and  Joslyn,  and  the  high-fat,  low-pro¬ 
tein  and  carbohydrate  scheme  of  Newburgh  and 
Marsh.  But  when  we  meet  a  situation  where  a 
sufficient  caloric  intake  can  not  be  maintained 
without  glycosuria  and  hyperglycemia,  it  is  neces¬ 
sary  for  us  to  supply  sufficient  insulin  to  oxidize 
the  excess  glucose,  thus  relieving  the  overstimu¬ 
lation  of  the  pancreatic  function,  and  insuring 
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the  oxidization  of  sufficient  glucose  to  dispose 
of  thei  higher  fatty  acids  which  minimize  the 
danger  of  acidosis.  Therefore,  when  a  patient 
is  placed  upon  a  maintenance  diet,  so  balanced 
as  to  contain  the  required  amount  of  protein  to 
maintain  the  nitrogen  equilibrium,  and  the  ab¬ 
solute  minimal  amount  of  carbohydrate  theore¬ 
tically  necessary  to  furnishi  glucose,  which,  if 
properly  dissociated,  will  insure  the  proper  me¬ 
tabolism  of  sufficient  fat  to  make  up  the  required 
number  of  calories,  and  sugar  continues  to  ap¬ 
pear  in  the  urine,  it  is  necessary  to  inject  in¬ 
sulin.  The  amount  of  insulin  necessary  to  inject 
is  based  on  the  ability  of  one  unit  of  the  stand¬ 
ardized  product  to  dissociate  two  grams  of  glu¬ 
cose.  Thus,  if  a  child  on  maintenance  diet  ex¬ 
creted  daily  20  grams  of  glucose,  one  would 
inject  10  units  of  insulin. 

As  you  all  know,  there  is  some  danger  asso¬ 
ciated  with  the  injection  of  insulin,  and  it  should 
be  used  only  when  it  is  impossible  to  control 
glycosuria,  by  dietetic  means.  Furthermore  to 
continue  to  give  insulin  safely,  one  must  either 
resort  to  frequent  blood  sugar  analysis  or  allow 
the  patient  to  show  a  trace  of  sugar  in  the  urine 
daily,  which,  in  a  way,  defeats  our  attempts  to 
maintain  a  state  of  rest  for  the  pancreatic  gland, 
because  of  a  consequent  hyperglycemia. 

Children  seem  to  tolerate  insulin  well,  but  for 
some  reason,  possibly  because  of  a  more  rapid 
metabolism,  we  find  that,  where  it  is  necessary  to 
give  more  than  10  units  daily,  better  results  are 
obtained  if  part  is  given  at  breakfast  time  in  the 
morning,  and  the  balance  in  the  midafternoon. 
Because  of  the  danger  of  an  overdose,  it  is 
advisable  to  have  orange  juice  readily  available. 
(A  few  ounces  will  very  rapidly  overcome  the 
ill  effects  of  an  overdose.)  We  have  advised 
carrying  a  bottle  of  orange  juice  when  traveling 
or  even  on  short  auto  trips.  Another  point  of 
value  is  that  insulin  should  not  be  given  while 
the  patient  is  asleep,  or  just  before  going  to 
sleep,  for  fear  of  a  reaction  without  warning. 
Children  object  to  hypodermic  injections,  but,  if 
we  use  a  fine,  sharp  needle  and  inject  each  time 
in  the  same  spot,  a  callus  soon  forms,  and  the 
child  feels  very  little  discomfort. 

In  case  of  coma,  or  impending  coma,  insulin 
may  be  used  freely,  injections  of  15  to  20  units 
every  six  hours  being  advisable.  However, 
knowing  that  insulin  acts  only  on  the  glucose 
and  that  it  is  this  act  of  insulin  oxidizing  glucose 
which  clears  up  the  acetone,  one  should  give  100 
c.c.  orange  juice  by  mouth  every  three  hours,  or 
10  grams  of  dextros  by  bowel.  The  form  of 


5  per  cent  dextrose  solution  is  the  best.  Bar- 
borka®  advises  lavage  of  the  stomach  with  warm 
5  per  cent  soda  bicarbonate  solution,  lavage  of 
the  lower  bowel  with  warm  soap  suds,  and 
catheterization  of  the  bladder  every  three  hours. 

Case  3. — Esther  B.,  aged  8.  May  9,  1923. 

History:  Family  history,  negative.  No  previous, 
serious  illness  nor  contagious  disease.  For  the  past 
two  weeks  began  to  wet  the  bed  and  to  drink  large 
amounts  of  water  and  developed  an  enormous  appe¬ 
tite.  Had  been  going  to  school  until  4  days  before 
seen,  at  which  time  she  complained  of  being  very 
tired,  unusual  appetite,  was  vomiting,  and  had  be¬ 
come  very  listless,  and  wanted  to  lie  down  and  sleep 
most  of  the  time.  For  the  past  two  days  her  cheeks 
had  been  flushed  and  the  skin  very  dry,  respira¬ 
tion  sighing  in  character. 

Physical  examination:  Examination  disclosed  a 
gracefully  built  child,  flushed  cheeks,  sighing  respira¬ 
tion,  very  much  inflamed  throat,  moderate  sized 
tonsils,  many  carious  teeth  with  infected  gums,  and 
the  urine  was  loaded  with  sugar,  acetone,  and  dia- 
cetic  acid,  had  slight  fever  two  days  ago.  Blood 
sugar  determined  at  .41.  Before  entering,  the  child 
had  been  starved  for  two  days,  and  because  of  the 
marked  acidosis  we  thought  it  advisable  to  immedi¬ 
ately  give  her  food.  The  first  day  she  had  20  grams 
protein,  35  grams  fat,  and  22  grams  of  carbohydrate. 
The  following  day,  she  had  25  grams  protein,  50 
grams  fat,  30  grams  carbohydrate.  During  this 
peiod  she  was  excreting  large  quantities  of  sugar, 
acetone,  and  diacetic  acid,  was  very  somnolent,  and 
on  the  third  day  was  vomiting  all  food.  We  did 
not  know  at  this  time  how  much  of  the  vomiting 
was  due  to  the  diabetes,  and  how  much  to  the  very 
much  inflamed  throat.  However,  on  the  third 
day  she  was  vomiting  practically  all  her  food,  and 
the  acidosis  was  evidently  increasing.  She  was 
given  glucose  by  bowel,  and  15  units  of  insulin,  with 
some  improvement.  On  the  following  day  she  was 
given  more  insulin  and  glucose  by  bowel.  On  the 
fifth  day  she  was  able  to  retain  food  by  mouth, 
still  excreting  large  quantities  of  sugar,  acetone,  and 
diacetic  acid.  Insulin  was  increased  to  20  units;  on 
the  following  day  25  units;  and  the  carbohydrate, 
mostly  in  the  form  of  orange  juice,  was  largely  in¬ 
creased.  The  danger  of  coma  was  apparently  past, 
and  acidosis  was  decreasing.  On  the  eighth  day  the 
insulin  was  discontinued,  and  the  patient  was  still 
excreting  from  16  to  19  grams  of  sugar  with  acetone 
and  diacetic  acid  present,  on  an  intake  of  protein 
15  grams,  fat  20  grams  and  carbohydrate  60  grams. 
On  the  tenth  day,  she  was  put  on  a  high-fat  diet, 
containing  protein  18  grams,  fat  95  grams,  and  carbo¬ 
hydrate  18  grams.  The  first  day  succeeding  that 
she  only  excreted  3.7  grams  of  sugar,  and  from  that 
time  on  was  sugar  free. 

She  did  not  show  a  gain  in  weight  during  this 
period,  but  there  was  a  very  general  improvement 
in  her  general  condition,  having  become  shortly 
after  starting  the  high-fat  diet,  anxious  to  be  up 
and  around.  After  the  diet  was  run  up  to  1,400  cal¬ 
ories,  she  started  to  gain  weight  rapidly,  and  was 
discharged  on  1,500  calories  per  day,  135  of  which 
was  fat,  25  protein,  and  24.5  carbohydrate. 

We  have  not  seen  this  child  since  her  discharge 
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from  the  hospital,  but  have  heard  through  her  phy¬ 
sician.  that  she  has  continued  to  gain  in  weight,  has 
been  sugar  free,  and  seems  quite  happy  and  normal. 

Case  4. — Charles  K.,  aged  7.  May  1,  1923. 

History:  The  patient  was  known  to  have  had  dia¬ 
betes  for  two  years,  no  previous  infection,  had  got¬ 
ten  along  fairly  well  for  the  first  year  on  a  restricted 
diet,  and  then  took  the  influenza  in  January  of  this 
year.  Since  that  time,  downward  progress  has  been 
very  marked.  The  diet  had  been  cut  down  from 
time  to  time  until  he  was  receiving  very  little  nour¬ 
ishment,  and  in  spite  of  that  excreting  large  quanti¬ 
ties  of  sugar  in  his  urine.  His  diet  during  this  long 
period  had  been  a  low  fat,  high  protein,  and  a  small 
amount  of  carbohydrate,  the  carbohydrate  being 
made  up  almost  entirely  of  3  to  5  per  cent  vege¬ 
tables.  In  the  last  week  or  two  the  mother  had 
become  much  alarmed  because  of  the  boy’s  very 
rapid  loss  in  weight,  extreme  pallor,  acetone  breath, 
listlessness,  and  difficulty  in  respiration.  He  was 
brought  in  in  the  hopes  that  insulin  treatment  might 
restore  him  to  health. 

Physical  examination:  Examination  disclosed  a 
boy  very  much  emaciated,  marked  pallor,  very  list¬ 
less,  with  attacks  of  air-hunger.  His  general  exam¬ 
ination  proved  negative.  The  urine  contained  a 
large  amount  of  acetone  and  no  sugar.  There  were 
a  considerable  amount  of  pus  and  a  few  hyaline 
casts.  His  blood  sugar  was  .31.  Because  of  the 
acidosis  it  was  thought  advisable  to  give  him  some 
food  immediately.  He  was  given  22  grams  protein, 
60  grams  fat,  and  22  grams  carbohydrate,  which 
was  continued  for  two  days.  The  first  day  on  this 
diet  he  excreted  10  grams  of  sugar,  and  the  next 
day,  owing  to  the  loss  of  part  of  the  specimen,  a 
sugar  determination  was  not  made.  On  practically 
the  same  diet  on  the  fourth  day  he  excreted  15 
grams  of  sugar,  always  showing  large  amounts  of 
acetone  and  occasional  diacetic  acid.  His  diet  was 
then  increased  from  time  to  time  until  we  were 
giving  25  grams  protein,  75  grams  of  fat,  and  60 
grams  of  carbohydrate  with  the  idea  of  determining 
the  sugar  tolerance  and  to  find  out  how  much  in¬ 


sulin  it  would  be  necessary  to  give.  We  found 
that  he  was  excreting  from  45  to  60  grams  of  sugar 
on  a  carbohydrate  intake  of  60  grams,  which  made 
him  almost  a  total  diabetic.  He  was  then  given 
15  units  of  insulin  each  day,  with  a  reduction  in  the 
amount  of  sugar  excretion,  but  still  showing  acetone 
and  diacetic  acid.  It  was  found  that  on  a  diet  of 
25  grams  protein,  60  fat,  and  60  carbohydrate,  with 
25  units  of  insulin,  he  would  still  excrete  as  high 
as  19  grains  of  sugar.  During  the  period  he  still 
had  constant  attacks  of  air-hunger,  was  in  bed  most 
of  the  time,  and  had  a  fairly  good  appetite,  but  was 
very  listless  and  disinterested  in  play.  At  this  time 
his  diet  was  changed  to  19  grams  protein,  95  fat  and 
18  carbohydrate  with  insulin  withdrawn.  On  this 
diet,  which  contained  more  calories  than  before,  his 
sugar  excretion,  without  insulin,  dropped  to  about 
13  grams.  He  was  then  put  on  insulin  again,  and 
with  10  units  of  insulin  continued  to  excrete  from 
6  to  8  grams  of  sugar  daily.  The  diet  was  gradually 
increased  to  contain  approximately  1,200  calories, 
after  which  time  the  air-hunger  disappeared,  and 
he  began  to  make  a  steady  gain  in  weight,  felt 
better,  wanted  to  be  up,  and  for  the  first  time  in 
two  weeks  was  interested  in  play.  When  he  left 
the  hospital  his  insulin  was  increased  to  10  units, 
night  and  morning,  with  a  diet  of  1,200  calories, — 
protein  21  grams,  fat  115  grams,  and  carbohydrate 
21  grams.  He  continued  to  gain  in  weight  and  felt 
well  when  last  heard  from,  although  still  showing 
a  trace  of  sugar  in  the  urine. 
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SPINAL  ANALGESIA* 

George  F.  Thompson,  B.Sc.,  M.D.,  F.A.C.S. 

CHICAGO,  ILLINOIS 


While  getting  ready  to  administer  the  anes¬ 
thetic  I  shall  show  a  few  operated  cases. 

Postoperative  Case — Cavernous 

I  operated  on  this  patient  under  spinal  anal¬ 
gesia  day  before  yesterday  at  9  o’clock,  and  you 
see  she  is  in  good  condition. 

(To  the  patient)  :  Did  we  hurt  you  during 
the  operation? 

Answer :  Yes, 

♦Presented  at  the  annual  meeting  of  the  Soo  Sur¬ 
gical  Association. 


Question  :  What  hurt  you  ? 

Answer :  Somebody  mashed  me  on  the  chest. 

One  thing  you  have  to  be  careful  about  is 
that  the  interne  does  not  lie  on  the  patient’s 
chest  while  helping  you  to  operate.  Internes  like 
to  go  to  sleep  leaning  on  the  chest  while  you  are 
doing  a  laparotomy.  Right  above  the  field  of 
operation  is  a  zone  of  hyperesthesia  which  hurts 
a  great  deal,  and  that  is  why  she  imagined  she 
was  being  “mashed.” 

Somebody  asked  me  if  I  used  the  Trendelen- 
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burg  position.  (Demonstrating.)  Yes  it  can  be 
used  with  either  a  light  or  heavy  solution.  I 
inject  the  spinal  anesthetic  in  such  a  way  as 
to  keep  the  solution  away  from  the  medulla  for 
some  time.  After  the  patient  has  been  in  this 
position  for  about  ten  minutes  the  solution  does 
not  gravitate  much  further  and  I  then  put  him 
in  the  Trendelenburg,  and  never  have  any  trouble 
when  that  plan  is  followed. 

This  patient  had  an  old  pus  tube,  and  it  was 
a  case  of  uterine  fibroids  with  beginning  de¬ 
generation  of  one  of  the  fibroids.  There  might 
be  a  starting  of  malignancy,  but  more  likely  it 
was  the  usual  softening. 

Postoperative  Case — Hysterectomy 
Lymphangioma 

This  girl,  aged  about  15,  came  into  the  medical 
ward  of  the  hospital  some  time  ago,  the  interne 
in  the  examining  room  making  a  diagnosis  of 
cavernous  lymphangioma  of  the  right  leg  since 
1916.  She  was  in  good  health  up  to  that  time, 
when  she  fell  and  hurt  her  right  leg,  but  there 
was  nothing  special  about  the  injury.  Immedi¬ 
ately  after  this  the  right  leg  began  to  swell 
around  the  tibia,  extending  upward  to  the  knee 
and  then  to  the  hip.  Prior  to  July  of  this  year 
it  was  never  painful,  but  at  this  time  she  began 
to  have  dull,  aching  pain,  which  came  on  only 
when  she  was  standing.  Swelling  continues  in 
the  afternoon  and  evening  and  the  limb  is  smaller 
in  the  morning.  The  left  leg  never  has  been 
swollen.  On  Monday  of  this  week  I  also  oper¬ 
ated  on  her  under  spinal  analgesia.  I  do  not 
use  it  in  children,  but  you  can  use  it  in  young 
patients. 

She  had  here  a  large  bulging  sac  which  stood 
up  about  like  that  (indicating),  and  as  the  skin 
was  thin  it  could  be  grasped  between  the  fingers 
and  moved ;  it  could  be  compressed  and  emptied 
entirely,  but  as  soon  as  released  it  would  fill 
again.  There  was  no  way,  by  pressing  on  the 
saphenous,  above  or  below,  by  which  we  could 
prevent  it  from  filling  after  it.  was  empty.  Now, 
as  you  will  notice,  she  has  a  swelling  down 
here  (inner  side  of  thigh).  It  does  not  feel 
like  a  large  vein,  but  like  a  soft  mass  of  tissue, 
which  extends  into  the  leg.  This  leg  is  larger 
than  the  other  by  one-half  or  three-quarters  of 
an  inch.  You  will  notice  that  when  she  stands 
the  foot  puffs  right  up,  and  if  you  hold  the 
hand  up  here  and  press  the  thumb  over  here 
and  empty  it  for  a  while,  then  let  go,  it  will 
swell  right  up  again.  Over  here  v/here  the 
thickening  is  you  feel  throughout  that  you  are 


not  picking  up  simply  the  skin,  but  other  tissues 
with  it,  but  squeezing  it  will  cause  it  to  stand 
right  up.  On  letting  go  it  will  relax,  and  when 
she  has  been  on  her  feet  a  good  deal  that  is 
more  marked. 

The  diagnosis  on  the  medical  side  was  cavern¬ 
ous  hemangioma,  while,  as  stated,  the  interne 
in  the  examining  room  diagnosed  the  case  as 
cavernous  lymphangioma.  I  made  an  incision 
above  and  came  down  upon  it,  and  a  pint  at 
least  of  pure  lymph  poured  out.  It  kept  coming 
out  and  coming  out  before  it  began  to  subside. 
I  made  incisions  all  through  the  tumor,  some 
cavernous  spaces  being  as  large  as  a  hazlenut. 
I  did  not  know  exactly  what  to  do.  If  there 
was  a  cavernous  hemangioma  there  I  intended 
to  go  down  and  dissect  out  the  whole  thing;  but 
I  did  not  like  to  shut  off  the  lymph  supply  of 
the  leg  altogether  because  there  is  no  anastomosis 
between  the  superficial  and  deep  lymphatics, 
therefore  I  thought  it  better  to  leave  it  alone  and 
stitch  it  up.  When  the  bandage  is  off  it  does 
not  fill  up  any  more.  I  took  a  wedge-shaped 
piece  out  of  the  large  mass  over  the  saphenous 
opening,  reducing  the  size  of  it,  then  sewed  it 
up  with  buried  sutures  of  catgut  in  the  tumor 
tissue  and  silkworm  for  the  skin.  I  considered 
the  feasibility  of  doing  a  Kondoleon  operation 
at  the  same  time  if  I  could  remove  the  entire 
lymphangioma,  but  concluded  it  would  be  better 
to  observe  her  and  see  what  happened.  I  can 
do  that  later.  I  have  never  had  any  previous 
experience  with  lymphangiomas  of  such  an  ex¬ 
tensive  nature. 

Postoperative  Case — Fracture  of 

THE  FEMUR 

This  is  a  patient  who  sustained  a  fracture 
of  the  femur  a  short  time  ago.  She  came  in  the 
8th  of  this  month  (two  weeks  ago).  (Exhibit¬ 
ing  A--rays)  :  You  see  a  very  long  oblique  and 
also  partly  spiral  fracture  of  the  femur.  Several 
attempts  at  reduction  of  various  types  were 
made,  with  extension  and  manipulation  on  the 
Hawley  table,  in  the  course  of  a  few  days.  I 
like  to  get  fracture  patients  up  early.  Dr.  Speed 
says  the  secret  of  treating  these  patients  is  to 
put  them  up  right  away  and  get  extension. 
When  you  wait  a  few  days  to  put  on  apparatus 
the  spasm  of  the  muscles  has  drawn  up  the 
lower  fragment  and  you  cannot  get  it  down. 
Furthermore,  the  blood  is  clotted  pretty  firm 
and  you  have  to  manipulate  rather  hard  to  dis¬ 
lodge  it.  For  instance,  in  fracture  of  both  bones 
of  the  leg  I  anesthetize  the  patient,  reduce  the 
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fracture  as  soon  as  I  can,  and  put  it  in  a  cast. 
The  cast  at  least  keeps  the  fragments  from  over¬ 
riding.  In  this  case,  after  several  attempts  at 
reduction  had  failed,  I  operated  on  her,  a  week 
ago  to-day.  This  was  also  done  under  spinal 
analgesia,  and  the  case  was  a  very  easy,  nice 
one.  We  simply  induced  spinal  analgesia,  re¬ 
duced  the  fracture,  and  put  on  the  Parham  band. 
She  is  running  along  a  normal  course,  and  I 
hope  she  will  continue  to  do  so.  It  is  so  easy 
with  spinal  analgesia  to  pull  the  limb  out,  for 
there  is  no  spasm  of  the  muscles.  She  is  in  a 
body  cast,  and  there  is  a  window  in  it  already. 
She  had  never  had  general  anesthesia  of  any 
kind  and  did  not  know  the  operation  was  being 
done  until  something  fell,  when  she  thought  an 
accident  had  happened  to  her.  Under  this 
method  the  patient  has  enough  anesthesia  to  last 
several  hours  and  comes  out  without  pain  or 
muscular  spasm.  Many  retention  appliances  do 
not  hold  simply  for  the  reason  that  after  getting 
perfect  reduction  you  put  the  patient  in  a  body 
cast  or  other  retention  apparatus  and  he  wiggles 
around  the  bed  and  it  is  hard  to  restrain  them, 
whereas  with  spinal  you  have  perfect  relaxation. 

Postoperative  Case — Ununited  Eracture 
OF  THE  Neck  of  the  Femur 
This  is  a  patient  who  had  ununited  fracture 
of  the  neck  of  the  femur.  She  came  in  two 
weeks  after  the  accident  and  after  attempts  at 
reduction  by  means  of  extension  had  failed. 
There  was  considerable  displacement,  so  I  drove 
a  nail  through  the  head  of  the  femur.  This  is 
the  original  plate  before  the  nail  was  put  in. 
In  order  to  control  the  head  I  made  two  in¬ 
cisions,  one  over  the  head  in  front  of  the  joint 
and  the  other  over  the  trochanter.  The  reason 
I  did  this  is  because  very  frequently  the  head 
is  in  malposition  and  the  nail  does  not  enter 
it  properly  or  may  go  way  through  the  head. 
You  see  it  is  in  not  quite  at  right  angles.  I 
think  it  has  moved  a  little  since  the  limb  was 
taken  out  of  the  retention  apparatus.  There  is 
not  much  evidence  of  callus  around  there.  I  feel 
the  head  of  the  nail  sticking  out  and  intend 
to  remove  it  very  soon.  I  am  not  very  much 
in  favor  of  putting  a  nail  in  the  head  of  the 
femur.  This  patient  is  beginning  to  get  around 
a  little  bit.  Of  course,  there  is  a  good  deal  of 
ankylosis.  While  bands  and  nails  serve  to  hold 
the  fragments  in  position,  they  do  interfere  with 
union.  I  think  nails  or  bands  should  be  removed 
as  soon  as  the  ordinary  retention  apparatus  will 


hold  the  fragments  in  position,  not  leaving  them 
any  length  of  time. 

OPERATION  FOR  DOUBLE  INGUINAL  HERNIA 

Production  of  anesthesia. — We  are  now  mak¬ 
ing  puncture  between  the  third  and  fourth 
lumbar  vertebrae  for  the  purpose  of  withdrawing 
about  3  c.c.  of  spinal  fluid.  We  then  inject  the 
solution,  3  c.c.  of  a  5  per  cent  solution  of  novo¬ 
cain,  after  diluting  it  with  an  ec[ual  amount  of 
spinal  fluid  by  aspirating  that  amount  into  the 
syringe.  Then  we  let  the  patient  down  before 
the  fluid  descends,  because  the  specific  gravity 
of  this  solution  is  slightly  greater  than  that  of 
the  spinal  fluid.  It  gravitates  and  will  come  up 
to  the  concavity  in  the  dorsal  region.  If  glucose 
is  added  it  gravitates  more  quickly. 

Local  anesthesia  is  all  right,  but  for  several 
reasons  I  prefer  spinal  analgesia.  I  have  spoken 
to  the  Association  a  couple  of  times  about  it  and 
feel  that  it  is  not  necessary  to  go  over  the  technic 
again.  To  date  I  have  operated  on  about  1,100 
cases  under  spinal  analgesia,  with  but  one  fatal¬ 
ity,  and  that  was  a  man  who  was  very  septic. 
That  one  fatality  came  very  quickly.  In  a  few 
cases  there  has  been  considerable  postoperative 
shock,  but  I  have  had  nothing  but  the  transient 
effects  which  you  get  with  any  anesthetic. 

This  man  has  had  3  c.c.  of  spinal  fluid  with¬ 
drawn,  with  injection  of  3  c.c.  of  a  5  per  cent 
solution  of  novocain,  which  is  a  little  over  2 
grains.  One  objection  I  have  to  local  anesthesia 
is  that  in  most  cases  more  or  less  pain  is  pro¬ 
duced.  Another  point  in  favor  of  spinal  anal¬ 
gesia  is  that  the  anatomical  parts  are  not  dis¬ 
turbed  at  all  by  this  form  of  anesthesia.  Here 
you  have  no  edema  or  straining  or  coughing  or 
anything  else  to  interfere  with  the  operation. 
( Operating. ) 

You  see  he  has  a  very  large  ring.  I  am  going 
to  make  a  rather  large  incision  in  the  external 
oblique.  I  do  not  think  there  is  a  sac  of  any 
consequence  in  this  hernia  on  the  right  side. 
Here  is  the  vas,  and  I  am  going  to  split  the 
fascia  as  though  I  expected  a  sac  here.  I  have 
here  the  sac,  which  is  rather  easy  to  find  in  this 
case.  Notice  the  vas  as  it  turns  downward  and 
inward  and  then  the  veins  here. 

Just  before  the  war  I  operated  on  a  doctor  un¬ 
der  local.  Shortly  after  he  sent  a  friend  to  me  for 
operation  under  local  anesthesia,  but  I  did  it 
under  spinal.  The  doctor  came  in  before  I  was 
through,  and  said:  “You  submitted  me  to  a 
lot  of  torture  compared  to  this  case.”  Another 
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thing,  when  you  do  a  local  on  the  abdomen  and 
get  in,  you  hurt.  With  this  you  do  not,  except 
once  in  a  while,  as  in  the  case  of  traction  on 
the  kidney  pedicle  and  you  have  to  give  a  few 
whiffs  of  gas  at  that  time. 

Just  a  through-and-through  suture  there  to  pull 
the  neck  of  the  sac  together,  then  two  or  three 
sutures  over  and  over  to  keep  it  from  slipping. 
If  it  is  a  large  sac  I  shut  it  off. 

Where  we  have  so  much  relaxation  of  tissues 
as  we  have  here  I  prefer  to  do  an  imbrication 
operation.  Going  down  below  Poupart’s  liga¬ 
ment,  right  on  the  pubic  spine,  coming  through 
underneath  the  cord,  take  up  the  edge  of  the 
internal  oblique  and  back  again  and  mattress 
the  internal  oblique  and  back  on  the  inner  side 
of  Poupart’s,  then  pick  up  the  edge  of  the  ex¬ 
ternal  oblique,  and  then  back  out  through  the 
original  opening.  I  think  I  shall  have  to  put 
one  suture  up  above  here.  I  prefer  No.  1  catgut 
double  to  a  single.  I  never  use  kangaroo  tendon. 
I  generally  begin  suture  of  the  external  oblique 
down  near  the  pubes  so  I  can  better  regulate  the 
size  of  the  ring. 

To  the  patient;  Did  I  hurt  you? 


Answer :  No. 

We  have  no  nausea  or  pallor  or  other  unfavor¬ 
able  symptoms.  Recently  a  number  of  opera¬ 
tors  have  been  using  a  solution  of  caffein  citrate 
in  these  cases  where  they  have  a  low  blood 
pressure,  I  think  0.5  grain,  and  operate  under 
spinal  anesthesia.  In  an  article  published  a 
couple  of  weeks  ago  one  author  states  that  he 
keeps  a  solution  of  caffein  citrate  on  hand,  and 
if  the  patient  shows  any  symptoms  of  collapse 
he  injects  it  into  the  canal. 

Question:  You  do  not  use  adrenalin? 

Dr.  Thompson :  No,  I  do  not.  The  novocain 
tablets  have  about  1/800  grain  in  each. 

Question :  How  long  before  the  patient  will 
begin  to  feel  sensation? 

Answer :  That  varies  a  great  deal.  In  this 
case  anesthesia  occurred  very  quickly ;  in  three 
minutes  the  patient  was  quite  anesthetic.  In 
the  majority  of  cases  it  takes  about  ten  minutes. 
Anesthesia  lasts  quite  a  long  time,  from  an  hour 
to  three  hours.  In  operating  on  a  case  of  hypo¬ 
spadias,  which  usually  takes  three  hours  to  com¬ 
plete,  I  did  it  all  under  spinal.  So  you  some¬ 
times  get  a  prolonged  anesthesia. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  December  12,  1923 
Dr.  a.  S.  Hamilton,  presiding. 


The  regular  monthly  meeting  of  the  Minnesota 
Academy  of  iMedicine  was  held  at  the  Town  an:l 
Country  Club  on  Wednesday  evening,  December 
12,  1923,  at  8  p.  m.  The  lYesident,  Dr.  A.  S. 
Hamilton,  called  the  meeting  to  order.  There 
were  30  members  and  1  visitor  present. 

Dr.  J.  T.  Christison  read  the  following  me¬ 
morial  of  the  life  of  Dr.  Warren  A.  Dennis,  a 
former  president  of  the  Academy : 

Dr.  Warren  Arthur  Dennis  was  born  in  Wal¬ 
worth  County,  Wisconsin,  December  5,  1869.  His 
death  occurred  in  St.  Paul,  November  8,  1923, 
after  a  protracted  illness,  from  pneumonia.  He 
is  survived  by  his  wife  and  six  children. 

He  was  a  graduate  of  the  University  of  Wis¬ 
consin  in  1891,  receiving  the  degree  of  B.L.  Later 
he  entered  the  Medical  School  of  the  University 
of  Minnesota,  graduating  in  the  class  of  1895. 
After  serving  an  interneship  of  one  year  in  the 
City  and  County  Hospital  in  St.  Paul,  he  became 
associated  with  the  late  Dr.  C.  A.  Wheaton,  one 
of  the  most  highly  respected  surgeons  of  his  day. 

His  professional  life  was  devoted  almost  ex¬ 


clusively  to  the  practice  of  surgery,  in  which 
branch  of  the  profession  he  was  regarded  a 
master.  While  excelling  in  his  own  specialty  he 
always  showed  a  keen  interest  in  all  branches 
of  medical  science.  It  was  this  outstanding  qual¬ 
ity  which  endeared  him  to  his  medical  friends  and 
associates,  and  helped  in  cementing  friendship 
which  was  so  enduring.  His  frank  sympathetic 
nature  won  him  the  everlasting  esteem  and  rev¬ 
erence  of  his  patients,  whom  he  was  untiring 
in  his  efforts  to  serve. 

Dr.  Dennis  enjoyed  an  enviable  war  record, 
having  served  in  the  Spanish-American  War  as 
a  major.  During  the  late  war  he  attained  the 
rank  of  Lieutenant-Colonel,  serving  with  the  88th 
Overseas  Division,  where  he  did  notable  work 
in  brain  surgery. 

While  leading  a  very  busy  life  Dr.  Dennis  was 
of  a  studious  nature  and  was  well  versed  in  the 
latest  problems  of  surgery.  He  was  active  in  the 
many  medical  and  surgical  societies  to  which  he 
belonged,  and  was  prominent  as  an  officer  in  most 
of  them,  and  was  an  active  attendant  and  fre¬ 
quent  contributor  to  all  of  these  organizations. 

Our  friend  and  confrere  has  departed,  but  we 
shall  ever  cherish  the  noble  attributes  of  one  so 
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dearly  loved  and  respected  by  a  sorrowing  family, 

a  bereaved  profession  and  a  saddened  public. 

Signed — J.  T.  Christison, 

C.  N.  McCloud, 
Frank  E.  Burch. 

The  following  candidates  were  elected  to  member¬ 
ship  in  the  Academy:  Dr.  Wm.  R.  Murray  (Minne¬ 
apolis)  and  Dr.  Carl  B.  Drake  (St.  I’aul)  were 
elected  as  active  members,  and  Dr.  W.  A.  Coventry, 
of  Diilnth,  and  Dr.  M.  S.  Henderson,  of  Rochester, 
were  elected  associate  members. 

There  were  no  papers  given  at  this  meeting,  but 
the  following  members  reported  cases: 

1.  Dr.  Wm.  Lerche  (St.  Paul)  sliowcd  lantern 
slides  of  several  cases  of  suppuration  in  the  poster¬ 
ior  mediastinum  that  he  operated  upon,  and  also 
cases  of  esophageal  and  tracheal  fistulse  following 
mediastinal  suppuration. 

In  connection  with  these  cases,  Dr.  R.  E.  Scam- 
mon  discussed  the  anatomy  of  the  neck  and  medi- 
^tinum,  and  its  embryological  development. 

1.  Dr.  Henry  L.  Ulrich  reported  a  case  of  bi¬ 
lateral  hydronephrosis  and  hydro-ureter  of  un¬ 
known  origin.  A  gross  specimen  was  shown. 

C.  R.,  white,  male,  chauifeur,  aged  18.  Was  first 
admitted  to  the  hospital  on  October  14,  discharged 
on  October  19,  re-admitted  on  October  21,  and 
died  October  28. 

The  family  history  was  thought  to  be  of  some 
importance  in  that  one  of  his  brothers  has  talipes 
cquinus  and  one  sister  has  achondroplasia.  The  rest 
of  the  family  was  said  to  be  normal.  The  patient 
had  a  number  of  the  childhood  diseases,  was  ill  for 
three  months  at  tlve  age  of  twelve  with  typhoid 
fever  and  a  so-called  “blood  poisioning”  at  the  age 
of  thirteen,  at  which  time  he  was  ill  for  six  months. 
Although  the  patient  stated  that  prior  to  the  onset 
of  the  present  illness  he  had  been  well,  subsequent 
investigations  showed  that  he  had  not  been  able 
to  do  his  work  in  the  usual  manner  for  possibly 
one  or  two  months  previously.  On  October  first 
he  was  awakened  from  his  sleep  with  diffuse  cramps 
throughout  the  abdomen.  This  distress  interfered 
with  his  sleep  and  continued,  though  less  severe,  up 
to  the  time  of  admission.  On  October  2,  he  became 
nauseated  and  vomited,  and  this  persisted  during 
a  period  of  two  weeks.  All  his  symptoms  were  less 
severe  when  in  bed.  A  yellowish  discoloration  of 
the  skin  was  noted  at  the  beginning  of  the  illness. 
In  the  interval  between  his  discharge  and  second 
admission,  it  was  said  that  he  had  been  unconscious 
for  a  few  minutes  at  one  time.  He  was  more  thirsty 
than  usual  and  had  passed  what  he  thought  to  be 
a  greater  quantity  of  urine  than  normal.  Cramps 
in  the  legs  occurring  at  night  during  the  past  four 
years  was  another  symptom  complained  of. 

On  physical  examination  the  patient  was  found 
to  be  fairly  well-developed  and  somewhat  under¬ 
nourished.  He  appeared  much  older  than  the  age 
given.  His  mentality  seemed  below  par.  The  skin 
and  mucous  membranes  were  pale.  There  was 
no  cyanosis,  and  there  was  thought  to  be  some 
jaundice  of  the  sclerae.  There  was  no  edema'.  The 
submaxillary  and  anterior  cervical  glands  were  pal- 
jiablc.  The  pcri])heral  arteries  were  soft.  The  pulse 
was  regular  and  a  good  quality.  His  blood  pres¬ 


sure  was  118-90.  During  observation,  the  highest 
systolic  blood  pressure  was  126,  and  the  highest  dia¬ 
stolic  was  90.  The  hand  was  large  and  angular  in 
appearance.  The  hair  was  sparse;  the  pupils  were 
equal  and  regular  and  reacted  normally  to  light 
and  accommodation.  There  was  no  nystagmus, 
j'yorrhea  alveolaris  was  present.  There  was  a  dif¬ 
fuse  bilateral  enlargement  of  the  thyroid.  The 
thorax  was  symmetrical.  Harrison’s  grooves  ])res- 
ent;  a  slight  impairment  of  tactile  fremitus  and 
diminished  vesicular  breathing  were  noted  over  the 
left  lower  lobe  posteriorly.  No  other  physical  find¬ 
ings  were  made  out  in  the  examination  of  the  lungs. 

There  was  no  bulging  of  the  precordium  and  no 
visible  cardiac  impulse.  A  definite  thrill  or  rub  was 
noted  on  palpation  over  the  precordium.  The  per¬ 
cussion  dulness  of  the  heart  measured  2.5  cm.  and 
9  cm.  to  the  right  and  left  of  the  midline,  respec¬ 
tively.  On  auscultation  a  harsh  to-and-fro  friction 
sound  corresponding  to  the  palpable  thrill  men¬ 
tioned  was  heard  during  all  phases  of  respiration. 

There  was  no  evidence  of  valvular  disease.  The 
vascular  signs  associated  with  adherent  pericardium, 
as  well  as  the  retractive  phenomena,  were  not  ob¬ 
served.  There  were  no  abdominal  masses.  The 
abdominal  muscles  were  tense  at  all  times.  The 
bladder  was  not  found  to  be  enlarged. 

On  admission  it  was  thought  that  an  intention 
tremor,  an  ankle  clonus,  speech  disturbance,  and 
Babinski  (left)  were  present.  None  of  these  signs 
except  his  slow  speech  was  apparent  or  found  while 
on  the  ward.  He  was  generally  hyperesthetic,  and 
the  tendon  reflexes  were  hy])eractive.  The  fundus 
examination  was  normal. 

A  number  of  urinalyses  showed  specific  gravity 
1010-1012;  reaction,  usvially  acid;  albumin,  heavy 
traces,  1  plus,  — 3  plus.  There  were  many  pus  cells 
and  an  occasional  red  cell.  No  casts  were  seen  on 
any  examination.  There  was  no  bile  in  the  urine. 
On  the  days  that  the  intake  and  output  of  fluid 
W'ere  measured,  it  was  found  that  he  was  taking  in 
about  700  c.c.  and  excreting  about  400  c.c.  of  urine. 
There  was  no  incontinence  of  urine.  The  phenolsul- 
phonephthalein  tests  on  several  occasions  show’cd 
no  return  of  the  dye. 

The  blood  examination  shows:  hemoglobin  42 
per  cent;  R.  B.  C.,  2,440,000;  W.  B.  C.,  8,9C0;  dififer- 
ential  count  and  morphology,  normal.  Later  the 
hemoglobin  was  37  per  cent;  2,060,000  erythrocytes 
and  9,300  leucocytes.  The  Wassermann  reaction 
was  negative.  The  blood  creatinin  was  8.3  mgs. 
per  100  c.c.  The  urea  nitrogen,  221  mgs.;  the  blood 
sugar,  17  per  cent.  Later  the  creatinin  was  8.8  mgs.; 
the  urea  nitrogen,  244  mgs.;  uric  acid,  9.6  mgs.; 
alkalin  reserve,  20. 

The  A'-ray  of  the  heart  was  taken  at  a  distance  of 
six  feet  and  reported  as  showing  cardiac  hyper¬ 
trophy  and  dilatation.  The  outline  suggested  a 
hypertension  type.  The  sella  turcica  was  reported 
as  very  small,  and  plates  of  the  kidneys  were  re¬ 
ported  as  normal  in  size,  shape,  and  position.  The 
temperature  varied  between  96°  and  99.°  The  pulse 
was  usually  about  90,  and  the  respiration  not  more 
than  24. 

The  patient’s  breathing  became  labored.  At  times 
an  uremic  odor  was  noted  on  the  breath.  He  be- 
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caiuc  more  and  more  drowsy,  delirious,  and  finally 
comatose.  He  had  frequent  nose  bleeds  and  vom¬ 
ited.  Apparently  his  hearing  was  impaired.  To¬ 
ward  the  last  a  cardiac  irregularity  was  noted,  with 
increased  rate  up  to  128.  A  cystoscopic  examina¬ 
tion  was  requested,  but  not  made. 

The  patient  died  October  28.  The  clinical  diag¬ 
nosis  was;  ^ 

1.  Acute  fibrinous  pericarditis.  * 

2.  Renal  insufficiency. 

The  post-mortem  revealed  a  double  hydronephro¬ 
sis,  double  hydro-ureters.  The  ureters  were  enorm¬ 
ously  enlarged,  and  there  was  very  little  kidney 
tissue  left,  only  one  pole  of  the  right  kidney.  The 
bladder  was  slightly  dilated.  It  looked  like  a  para¬ 
lytic  bladder.  There  was  absolutely  no  obstruction 
anywhere  in  the  urethra  to  account  for  this  dilata¬ 
tion. 

Co)ii»iciit:  This  boy  was  evidently  suffering  from 
congenital  hydronephrosis,  and  the  remarkable  thing 
about  this  case  is  that  he  should  have  lived  to  be 
nineteen  years  old.  I  am  acquainted  with  only  one 
similar  case,  of  which  the  explanation  was  that  the 
condition  was  due  to  multiple  sclerosis.  At  least 
this  disease  was  associated  with  similar  findings. 
This  boy’s  spinal  cord  was  negative  as  far  as  sclero¬ 
sis  was  concerned,  so  we  shall  have  to  attribute 
this  boy’s  condition  to  a  congenital  lesion. 

DISCUSSION 

Dr.  Owrk:  I  saw  this  case  at  post-mortem,  and 
there  was  absolutely  nothing  to  account  for  the 
hydronephrosis.  1  cannot  account  for  it  unless  it 
was  congenital,  and  yet  pathologists  tell  us  there 
is  no  such  thing.  1  had  one  case  several  years  ago, 
of  a  boy  fourteen  years  of  age,  in  which  I  took  out 
the  kidney  and  ureter,  and  the  ureter  was  greatly 
enlarged. 

Dr.  Farr:  Last  year  Dr.  Brown,  of  Detroit,  Mich., 
reported  about  100  autopsies  on  children  or  embryos 
that  he  had  collected,  with  66  per  cent  malforma¬ 
tions  of  the  genito-urinary  tract.  He  described 
every  deformity  of  the  kidney  and  ureter  that  1 
have  ever  seen,  or  heard  of,  or  read  about. 

Dr.  A.  E.  Benjamin  reported  three  cases  of 
diseased  thyroid  in  one  family.  Mother  and  two 
daughters.  Two  toxic  thyroids,  one  colloid  with 
toxic  symptoms. 

Case  1. — Mrs.  E.,  aged  50;  housewife;  weight,  150; 
generally  well. 

Complaint:  Enlarged  and  troublesome  thyroid  for 
about  twenty  years.  Quite  nervous. 

Complete  history  record  not  found. 

Examination:  Thyroid  enlarged.  Right  lobe  the 
size  of  an  orange;  left,  half  as  large. 

Diagnosis  (pre-operative);  Cystic  goiter. 

Treatment:  Operation  September  4,  1913,  at  St. 
Barnabas.  Incision,  collar.  Sternothyroid  and 
sternohyoid  muscles  clamped  transversely  and 
severed.  Superior  and  inferior  blood  vessels  of  lobes 
clamped  with  forceps.  Diseased  interior  portion 
of  lobes  removed,  leaving  most  of  the  capsules. 
Blood  supply  ligated  with  chromic  cat  gut.  Cap¬ 
sule  and  remaining  portions  stitched  with  plain 
catgut.  Muscles  and  fascia  were  stitched  with 
chromic  catgut.  Small  rubber  drain  inserted. 

Specimen:  Portion  removed  contained  colloid  ma- 
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tcrial.  Some  cysts.  Degenerating  and  hemorrhagic 
areas. 

Results:  Ihilse  rapid  for  a  time,  but  recovery  was 
complete,  and  the  patient  has  been  well  ever  since 
operation. 

Case  2. — Mrs.  L.  (daughter  of  Case  1),  aged  24; 
housewife;  married  one  year,  no  children;  weight, 
100. 

Com])laint  and  symptoms:  Perspires  considerably. 
Extremely  nervous  and  trembly  and  rapid  pulse, 
especially  upon  e.xertion.  Nauseated  and  vomited, 
and  bowels  loose.  Appetite  irregular.  Loss  of  flesh 
and  symptoms  progressed.  Pulse,  120-160.  Was 
kept  in  a  country  hospital  until  her  symptoms  sub¬ 
sided  and  was  then  removed  i )  Minneapolis  where 
special  diet,  sedatives,  and  general  good  care  were 
given. 

History:  Family  history,  negative,  except  that 
mother  was  operated  on  for  colloid  cystic  goiter 
in  1913.  Personal  history:  usual  children’s  diseases. 
Scarlet  fever  at  7  years;  influenza  in  1920.  Menstru¬ 
al  history:  onset  at  15  years:  painful  and  scanty; 
missed  last  two  months. 

Examination;  Head,  enlarged  turbinate,  protrusion 
of  eyeballs,  and  uncertain  vision.  Tonsils  irregular, 
not  diseased.  Right  thyroid  enlarged,  twice  the 
normal  size.  Thorax,  normal  except  rapid  heart. 
Abdomen,  practically  normal.  Pelvis:  slight  retro¬ 
cession  of  uterus,  some  enlargement  of  left  ovary, 
and  prolapsed.  Extremities:  unsteady  and  trembling 
hands.  Urine  negative;  hemoglobin,  70  per  cent; 
blood  pressure,  138-70;  temperature  98.6°-100.6.“ 
A'-ray  treatment  for  enlarged  thyroid  with  little  im¬ 
provement. 

Diagnosis  (pre-operative):  Exophthalmic  toxic 
goiter. 

Operation:  1.  September  21,  1920.  Anesthetic, 
local.  I’ulse,  160.  Upper  pole  of  right  thyroid  li¬ 
gated.  I’aticnt  was  very  nervous  and  excited  during 
the  procedure,  after  which  he  symptoms  continued 
for  several  days.  September  24,  1920,  pulse  118; 
condition,  good. 

2.  October  12,  1920.  Local  anesthetic  and  some 
gas.  Blood  vessels  of  both  lobes  ligated  and  the 
right  lobe  resected.  I’atient  was  very  nervous  at 
the  time  of  operation  and  vomited  considerably 
following  it.  Her  condition  gradually  improved, 
and  she  left  the  hospital  October  23,  1920.  Condi¬ 
tion,  good;  and  pulse,  130-140. 

3.  May  21,  1921.  Anesthetic,  gas  and  novocaine 
were  used.  Pulse  between  160  and  128  during  the 
operation.  Complete  removal  of  all  diseased  tissue 
on  the  right  side  was  done.  There  were  many  ad¬ 
hesions  present  from  former  operations.  Plain  cat¬ 
gut  was  passed  back  and  forth  through  the  capsule 
to  control  hemorrhage.  The  pulse  when  she  left 
the  hospital  was  100.  She  was  in  good  condition. 

Section  from  thyroid:  Many  large  dilated  acini, 
containing  colloid.  The  epithelium  lining  the  acini 
is  of  low  cuboidal  type.  There  are  also  a  number 
of  solid  masses  of  cells  in  which  the  epithelium 
appears  more  cylindrical  and  active. 

Diagnosis:  Mixed  goiter,  colloid  and  toxic  ade¬ 
noma. 

Results:  Patient  made  a  gradual  recovery;  gained 
in  weight,  and  has  been  in  good  health  since,  ex- 
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ccpting  a  little  nervous,  caused  from  disturbance 
of  an  abscessed  tooth. 

October  1923:  Blood  pressure  138-100;  pulse,  130; 
weight,  125;  hemoglobin,  85  per  cent. 

Case  3. — Miss  E.  (daughter  of  Case  1.),  aged  22; 
household  duties;  weight,  116.  Noticed  neck  was 
swollen  and  painful  to  pressure.  Very  nervous. 

History:  Family  history,  negative  except  the 
mother,  who  had  a  colloid  cystic  goiter  and  the 
sister  who  had  a  mixed  colloid  and  toxic  adenoma. 

Patient  has  been  cpiite  well,  with  frequent  frontal 
headaches,  eyes  rather  weak  but  never  examined; 
sore  throat  freciucntly;  tonsillitis,  once;  heart,  quite 
rapid  the  last  few  weeks;  appetite,  good;  digestion, 
good;  bowels,  regular;  menstruation,  normal. 

Examination;  Nose,  some  redness  inside.  Some 
inflammation  of  tonsils,  left  embedded;  right  thy¬ 
roid,  three  times  normal  size;  cardiac  pulsation  very 
rapid;  abdomen  and  pelvis,  negative;  urine,  I’.cga- 
tive;  blood  pressure,  140-60;  temperature,  99.6°; 
hemoglobin,  80  per  cent;  W.  B.  C.,  7,300;  basal 
metabolism,  57;  pulse,  110-140. 

Diagnosis:  exophthalmic  goiter. 

Operation: 

1st  operation:  April  22,  1922.  Anesthetic,  novo¬ 
cain  and  gas.  Right  inferior  artery  ligated  with 
plain  catgut  No.  1.  Left  inferior  artery  ligated. 
Right  superior  artery  ligated.  Part  of  central  por¬ 
tion  of  right  lobe  included  in  addition  suture.  Pulse 
when  left  hospital,  110-120.  Improved.  June  6,  1922, 


temperature,  99.8°;  pulse,  132;  weight,  97j4;  gener¬ 
ally  well,  but  quite  nervous.  September  13,  1922; 
temperature,  99.4°;  pulse,  90-100,  hemoglobin,  75  per 
cent;  blood  pressure,  136-70.  Still  quite  nervous. 

2d  operation:  September  16,  1922.  Anesthetic, 
gas  and  ether;  pulse,  118-120  before  operation;  res¬ 
piration,  28.  Three-fourths  of  right  lobe  removed, 
removing  inner  diseased  portion.  Hemorrhage  con¬ 
trolled  by  plain  catgut  suture  back  and  forth.  Grad¬ 
ually  improved  and  left  hospital  in  fairly  good  con¬ 
dition,  but  somewhat  nervous;  pulse,  98.  October 
18,  1922:  temperature,  99.2°;  pulse,  140-160;  weight, 
106J4;  hemoglobin,  80  per  cent;  blood  pressure, 
130-76;  looks  well;  feels  good.  February  28,  1923; 
examination  showed  slight  mitral  stenosis;  thyroid 
considerably  enlarged  and  soft.  Operation  post¬ 
poned  until  in  better  condition.  Basal  metabolism, 
-f-18. 

3d  operation:  April  20,  1923.  Anesthetic,  local 
and  gas;  pulse  before  operation,  120;  during  opera¬ 
tion,  160-140.  Most  of  inner  left  thyroid  removed. 
Capsule  stitched  with  plain  catgut.  There  were 
many  adhesions  present.  The  right  thyroid  was 
about  normal  size.  Discharged  from  hospital  May 
3,  1923.  Condition,  good;  pulse,  110. 

Specimen:  April  20,  1922,  hypertrophy  of  thyroid. 

Results:  Patient  improved  very  much.  October 
16,  1923:  blood  pressure,  130-74;  pulse  90;  weight, 
116j4;  feels  very  well. 

— John  E.  Hynes,  M.D., 

Secretary. 


THE  CLINICAL  LABORATORY:  VIIL  BLOOD^^ 

By  Walter  E.  King,  A.M.,  M.D. 
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HEMOGLOBIN 

Considerable  variation  may  be  found  in  the 
hemoglobin  percentage.  One  hundred  per  cent 
is  used  as  the  standard  for  normal  male  adults 
and  90  to  95  per  cent  for  normal  female  adults. 
A  high  percentage  is  found  in  new-born  infants 
and  a  lower  percentage  during  the  period  of 
infancy.  During  childhood  and  especially  dur¬ 
ing  the  period  of  puberty,  the  percentage  of 
hemoglobin  is  relatively  lower  than  in  the  normal 
adult. 

The  importance  of  careful  hemoglobin  estima¬ 
tion  is  well  illustrated  by  its  vaue  in  determining 
whether  or  not  the  patient  with  pallor  is  anemic. 
Diseases  of  the  blood,  such  as  organic  anemia 
or  other  conditions,  should  not  be  diagnosed  on 
the  strength  of  a  hemoglobin  estimation  alone. 
Together  with  a  hemoglobin  percentage  finding, 
one  should  consider  the  red  cell  count,  the  pres¬ 
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ence  or  absence  of  abnormal  red  cells,  and  the 
color  index. 

Frequently  much  depends  upon  the  correct 
hemoglobin  estimation  in  given  cases,  as  in  the 
diagnosis  of  pernicious  anemia  and  chlorosis ; 
therefore  great  care  should  be  exercised  as  to 
the  manner  in  which  the  hemoglobin  percentage 
is  estimated.  If  the  Tallquist  method  is  used  at 
the  bedside,  the  examination  should  be  done 
with  as  much  care  as  possible,  as  all  the  usual 
methods  represent  estimates  and  are  lacking  in 
accuracy.  The  physician  should  require  a  state¬ 
ment  as  to  the  method  used  in  the  blood  ex¬ 
aminations. 

Sentry*  has  recently  made  a  careful  study 
of  the  various  methods  of  hemoglobin  deter¬ 
mination  now  in  use.  After  comparing  the 
methods  of  Gower,  Fleische,  Tallc[uist,  Sahli, 
Dare,  Newcomer,  and  Cohen  and  Smith,  the 
Cohen  and  Smith  acid  hematin  method  was  used 
as  a  standard,  the  other  methods  being  checked 
against  it.  The  conclusion  was  reached  from 
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the  work,  that  the  standard  Dare  instrument  is 
practical  and  fairly  reliable  for  determinations 
below  70  per  cent,  and  that  for  routine  work 
the  well-known  Talkiuist  is  perhaps  as  accurate 
as  the  Dare  method. 

COAGULATION  AND  BLEEDING  TIMES 

The  coagulation  time  is  an  important  factor 
in  the  examination  of  blood.  Warwick*  has 
reviewed  the  literature  on  “The  Value  of  the 
Routine  Determination  of  Bleeding  and  Coagu¬ 
lation  Times  on  New-born  Infants.”  This 
author,  after  having  studied  the  results  of  taking 
the  coagulation  and  bleeding  times  as  a  routine 
measure  on  250  infants,  concludes  that  such  tests 
should  be  adopted  as  a  routine  measure  upon 
every  new-born  infant  on  the  third,  fifth,  and 
ninth  days  following  birth.  Such  tests  are  nec¬ 
essary,  not  only  for  diagnosis,  but  in  order  that 
correct  treatment  may  be  instituted.  It  not  in¬ 
frequently  happens  that  hemophiliac  infants  may 
die  from  hemorrhage.  Such  deaths  often  may 
be  prevented  by  the  diagnosis  of  hemophilia 
and  the  administration  of  serum  preparations  or 
other  treatment. 

The  normal  coagulation  time  in  adults  is  re¬ 
garded  as  from  three  to  five  minutes.  In  infants 
and  small  children  the  normal  coagulation  time 
is  five  to  ten  minutes.  It  is  often  desirable, 
sometimes  quite  necessary,  to  obtain  the  coagu¬ 
lation  time  of  the  blood  as  a  pre-operative  pro¬ 
cedure.  Prolongation  of  the  coagulation  time 
accompanies  jaundice,  sepsis,  syphilis,  hemo¬ 
philia,  lymphatic  leukemia,  splenic  anemia,  and 
some  of  the  specific  infectious  diseases,  especially 
lobar  pneumonia.  The  clotting  time  is  decreased 
in  leukemia,  diabetes,  and  endocarditis. 

Great  care  should  be  exercised  in  determining 
the  coagulation  time  and  careful  discrimination 
should  be  given  in  choosing  the  method  to  be 
used.  Block*  describes  a  method  by  which  he 
states  he  has  been  able  to  diagnose  variations 
in  coagulation  time  in  which  other  methods  were 
unsuccessful. 

The  bleeding  time  does  not  always  correspond 
with  the  coagulation  time.  The  bleeding  time  is 
determined  by  the  simple  procedure  of  making 
a  small  cut  in  the  finger  or  lobe  of  the  ear. 
As  the  blood  is  shed,  it  is  removed  by  means 
of  blotting  paper  and  the  total  duration  of  the 
hemorrhage  is  designated  as  the  bleeding  time. 
The  normal  bleeding  time  is  regarded  as  from 
one  to  three  minutes. 


RESISTANCE  OF  BLOOD  CELLS,  OR  FRAGILITY 

The  resistance  of  the  red  blood  cells  is  de¬ 
termined  by  subjecting  the  cells  to  a  series  of 
accurately  graduated  salt  solutions.  Either  the 
unwashed  or  washed  cells  are  placed  in  a  series 
of  salt  solutions  ranging  from  0.3  per  cent  to 
0.6  per  cent. 

Normal  erythrocytes  begin  to  dissolve  or  un¬ 
dergo  hemolysis  in  0.425  per  cent  to  0.350  per 
cent  salt  solution.  As  the  resistance  of  red 
blood  depends  chiefly  upon  the  osmotic  tension 
of  the  plasma,  as  well  as  upon  the  condition 
of  the  erythrocytes  themselves,  such  a  test  is 
frequently  of  diagnostic  aid.  The  diminished  re¬ 
sistance  of  the  red  cells  is  found  in  cases  of 
severe  anemia,  hyperpyrexia,  and  in  those  cases 
in  which  there  are  present  in  the  blood  bacterial 
toxins  and  an  excess  of  COo.  It  is,  therefore, 
necessary  sometimes  to  conduct  the  fragility  test 
in  order  that  a  careful  determination  may  be 
made  by  the  physician,  as  to  the  degree  of 
toxemic  condition  present  and  its  influence  on 
the  condition  of  a  patient. 

COLOR  INDEX 

An  estimation  showing  average  amount  of 
hemoglobin  in  each  red  blood  cell  in  a  given  case 
constituted  the  color  index.  The  color  index, 
therefore,  consists  of  an  estimation  showing 
whether  the  percentage  of  hemoglobin  is  normal 
in  comparison  to  the  number  of  red  cells.  The 
color  index  in  a  normal  case  (obtained  by  di¬ 
viding  the  percentage  of  hemoglobin  by  the  per¬ 
centage  of  red  blood  corpuscles)  is  below  one. 
The  importance  of  determining  color  index  is 
illustrated  by  the  high  color  index,  one  plus, 
found  in  typical  cases  of  pernicious  anemia  and 
the  low  color  index,  often  0.5,  found  in  chlorosis. 

DIFFERENTIAL  COUNT  AND  MORPHOLOGICAL 
•STUDY 

No  blood  examination  is  complete  without  a 
microscopic  study  of  stained  morphological  ele¬ 
ments.  In  some  cases,  depending  upon  the  con¬ 
ditions  of  course,  it  is  necessary  only  to  make 
a  careful  examination  of  a  given  blood  film, 
properly  stained,  in  order  to  determine  whether 
or  not  the  blood  is  relatively  normal.  If,  for 
instance,  an  anemic  condition  is  present,  a  smear 
of  blood  examined  microscopically  will  show 
certain  changes  which  can  be  readily  recognized. 
If  the  blood  is  normal,  the  red  cells  will  appear 
uniform  in  size  and  color,  and  the  relative  nor¬ 
mal  proportion  of  leukocytes  will  be  apparent. 
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On  the  other  hand,  should  the  red  cells  show 
considerable  variation  in  size,  with  distorted 
forms  present,  and  should  some  of  the  red  cells 
he  deficient  in  hemoglobin,  as  indicated  by  pale 
color,  a  suspicion  of  anemia  may  be  entertained. 
In  the  latter  condition  a  complete  blood  exam¬ 
ination,  including  the  count  of  white  and  red 
cells,  coagulation  time,  hemoglobin  estimation. 


color  index  determination  and  careful  differential 
count,  sbould  be  made.  It  may  be  stated  that 
while  the  red  and  white  count  is  of  extreme  im¬ 
portance,  the  differential  count  and  careful 
search  for  abnormal  cellular  constituents  of  the 
blood  should  never  be  omitted,  d'he  study  of 
the  structure  and  form  of  the  blood  cells  affords 
very  valuable  data. 


THE  AMPUTATION  OF  THE  FAMILY  PHYSICIAN;  IS  THE  LINE  OF 
DEMARCATION  JUST  ABOVE  THE  EARS? 


By  John  T. 

HERMAN, 

A  clinic  may  be  defined  as  “a  body  of  phy¬ 
sicians  revolving  about  a  senile  molar,  who  oc¬ 
casionally  lapse  into  horse  sense and  “the 
family  physician  as  that  person  who  is  tolerated 
to  humor  grandma.” 

The  autonomic  imbalance  of  the  medical  pro¬ 
fession  to-day  is  a  hyperthyroid  clinical  three- 
ringed,  whoop-jumping  contest,  on  the  one  hand, 
and  a  hypothyroid  c|Uoit-pitching  lethargy,  on 
the  other.  In  one  case  the  patient  is  a  test- 
tube  ;  in  the  other,  a  i)eg.  The  family  physician 
makes  a  “ringer”  because  he  knuzvs  the  patient ; 
the  clinic  gets  a  “reaction”  because  they  find 
out  why  they  don’t  know  the  patient. 

If  some  genial  soul  with  a  sense  of  humor 
would  take  apical  focal  infection  by  tbe  nape 
of  the  neck  and  put  it  out  in  the  back  shed 
with  poor  old  neurasthenia,  v/e  might  go  on 
with  our  hominy  and  rye  of  true  pathology. 
Our  art  of  diagnostic  painting  has  long  enough 
been  infested  by  this  cubistic  insect.  George 
Washington  died  from  septic  angina,  and  he  had 
false  teeth!  If  he  had  gone  through  to-day’s 
clinic  he  would  have  had  his  tonsils  removed 
to  prevent  Valley  Forge. 

A  few  years  ago  we  were  greatly  perturbed 
because  of  the  proteids  in  cow’s  milk  in  feeding 
the  baby ;  our  pneumonia  patients  were  poulticed 
and  steamed ;  our  puerperal  cases  douched ; 
our  typhoids  starved ;  and  our  opsonic  index 
cross  filed.  To-day  our  O.  B.  cases  are  ver¬ 
sioned  for  a  mess  of  pottage,  our  teeth  and 
tonsils  extracted  because  of  our  own  denseness 
of  understanding.  (We  remember  when  the 
ovary  and  turbinates  irrigated  like  the  long  ex¬ 
tinct  wild  pigeon).  What  righted  these  wrongs? 
A  folio  of  cardiographic,  rontgenogranric  films, 


Leland,  M.D. 

MINNESOTA 

a  gazing  at  the  tongue  or  palpating  the  pulse? 
No,  the  communion  of  patient  and  jrhysician. 

All  treatment  to-day  is  nrarked  by  simplicity, 
whether  its  the  drainage  of  surgery  or  the 
therapeutic  drainage  of  the  internist ;  the  Thomas 
splint  and  the  like,  not  bone  plates ;  the  rest 
and  diet  for  constitutional  diseases,  not  the 
flapperism  of  organotherapy;  and,  after  all  is 
said  and  done,  the  things  that  are  nrost  startling 
in  nredicine  to-day  are  the  result  of  exercising 
horse  sense, — open  air  treatment  of  burns,  no 
loop  gastro-enterostomy,  paracentesis  for  acute 
otitis,  insulin,  rest  in  tuberculosis,  extension  for 
arthritis,  boiled  milk  for  bottle  babies,  vitamins ; 
and  then  some  day  we  shall  learn  that  cancer 
is  but  the  inability  of  repair  to  remove  its  own 
scaffolding,  and  supply  the  insulin-like  needful. 

Why  does  gastric  ulcer  so  frecpiently  show  a 
spring  and  fall  exacerbation? 

Why  does  hypertension,  per  se,  so  frequently 
reveal  no  pathology? 

Why  does  pneumonia,  a  toxic  infection,  so 
frequently  end  by  crisis,  that  miracle  which 
horse  sense  has  taught  us  to  assist  and  not 
treat?  The  answer  will  be  revealed,  not  by 
pyrotechnical  laboratory  staging,  but  by  the 
learned  interpretation  of  physiology  bridged  by 
that  subtle  technic. 

Jenner  and  his  vaccine  for  smallpox  have 
been  the  incentive  for  all  of  to-day’s  best  serum 
sellers,  but  James  Carroll  by  the  simple  (?) 
expedient  of  exterminating  the  mosc|uito  saved 
a  vast  amount  of  night  work  in  the  attempt  to 
perfect  a  serum  for  yellow  fever. 

The  Chiropractor  will  fail  because  he  ignores 
horse  sense,  adjustment  of  the  cervical  vertebra 
will  not  help  trifacial  neuralgia,  neither  will  it 
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prevent  tonsillitis ;  he  fears  horse  sense  and  in 
the  perplexities  of  his  attempts  to  cure  will 
never  arrive  because  horse  sense  and  he  must 
ever  remain  strangers.  When  we  so  insistently 
harp  on  thirty-two  teeth  do  we  not  come  within 
one  of  playing  the  accompaniment  to  the  steam 
calliopic  solo  of  the  Chiropractor  who  twangs 
his  thirty-three  vertebrae  so  sweetly? 

Christian  Science  will  never  bask  in  the  whole¬ 
some  association  of  equine  sense  because  they 
don’t  believe  that  even  the  jaw-bone  of  an  ass 
could  produce  death. 

And  Coue?  There  is  something  in  history 
of  soldiers  attacking  a  city,  who,  as  the  ad¬ 
vancing  head  of  attack,  were  hidden  within  a 
wooden  horse ;  Coue  headed  his  attack  with 
wood,  but  no  horse.  We  cannot  imagine  Coue 
communing  with  his  patients  to  improve  “Every 
day,  in  every  way.  I’m  better  and  better,”  be¬ 


cause,  if  he  did,  he  would  “better”  himself  out 
of  a  job. 

Eugene  H.  Pool,  in  summarizing  his  article, 
“Management  of  Surgical  Service,”  states :  ”It 
should  be  emphasized  that  in  any  effort  toward 
systematization,  the  physical  mechanism  and 
duties  alone  must  be  regulated,  not  the  spirit 
and  thought.  A  routine,  inelastic  mode  of  treat¬ 
ment,  an  inhuman,  mechanical  attitude  toward 
the  patients  especially  should  be  avoided.  De¬ 
velopments  or  changes  should  be  in  the  nature 
of  an  evolution,  being  incorporated  as  far  as 
possible  with  existing  customs ;  the  disturbing 
upheaval  of  revolutionary  methods  should  rarely, 
if  ever,  be  employed.” 

Which  is  a  more  esthetic  way  of  saying; 
The  physician,  be  he  “clinic”  or  “family,”  will 
commune  with  his  patient  and  horse  sense,  and 
the  latter  influence  so  often  prevailing  makes  of 
him  a  better  physician  and  man. 


ALIEN  PRACTITIONERS 

By  an  Old  Country  Doctor 


The  present  generation  of  medical  men  are 
watching  with  dismay  the  activities  of  two 
groups  of  practitioners  known,  respectively,  as 
Chiropractors  and  Osteopaths.  The  last  gener¬ 
ation  were  equally  dismayed  when  they  contem¬ 
plated  the  conduct  of  a  class  known  as  Home¬ 
opaths,  whose  footprints  are  now  rarely  se^n, 
but  who  are  entitled  to  decent  burial  alongside 
of  another  class  known  as  Eclectics.  Both  of 
these  irregular  groups  have  passed  away  or 
are  fading  to  their  end.  We  raised  them  both 
to  professional  rank  by  resisting  them  and  by 
having  laws  passed  forcing  them  to  raise  their 
requirements.  We  are  trying  to  do  the  same 
thing  with  osteopathy  and  with  chiropractic. 

Chiropractic  seems  to  be  in  the  first  stage  of 
development  and  is  recruiting  itself  from  the 
ranks  of  unskilled  labor.  Osteopathy  seems  to 
be  in  the  second  stage  of  development,  as  they 
are  doing  surgery  and  practicing  obstetrics. 

The  pathway  of  medical  progress  is  strewn 
with  the  wreckage  of  numerous  false  systems, 
which  have  grown  up,  flourished  for  a  time,  and 
passed  away.  These  cults  and  sects  have  certain 
limitations  placed  on  their  progress  due  to  the 
fact  that  none  of  them  are  based  on  any  sound 
scientific  principles.  If  left  to  themselves  they 


become  extinct  in  the  course  of  time.  They 
lack  internal  balance  and  are  unable  to  adjust 
themselves  to  changing  conditions.  The  germ 
of  permanency  is  not  in  them,  although  we  can 
perpetuate  them  beyond  their  allotted  span  by 
interfering  with  them,  and  trying  to  suppress 
them.  They  derive  their  nourishment  from  pub¬ 
lic  sympathy  and  popular  credulity  and  are  sure 
of  an  ample  supply  of  both,  especially  if  they  can 
make  the  people  believe  that  they  are  being 
persecuted.  When  laws  are  passed  compelling 
these  pseudophysicians  to  study  anatomy,  physi¬ 
ology,  chemistry,  etc.,  such  laws  defeat  their 
own  purpose,  for,  instead  of  retarding  their 
growth,  we  simply  stabilize  them  and  give  them 
balance.  The  study  of  such  subjects  as  anatomy, 
etc.,  does  not  require  ability  and  in  itself  does 
not  exercise  selection,  but  it  brings  a  better 
educated  class  of  people,  although  of  no  less 
irrational  mind  to  their  banners. 

To  those  who  can  perceive  the  essential  “noth¬ 
ingness”  of  their  theories  the  idea  of  compell¬ 
ing  them  to  spend  years  in  their  pursuit  seems 
ridiculous.  This  method  eventually  drives  them 
into  the  general  practice  of  medicine,  enjoying 
all  of  our  rights  and  privileges.  Thereby  we  ac¬ 
quire  a  large  body  of  undesirable  recruits  who 
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make  a  brave  addition  to  our  already  over  bur¬ 
dened  profession  and  give  point  to  the  proverb 
that  “Chickens  come  home  to  roost.”  If  we 
could  only  be  induced  to  leave  these  sects  alone 
or,  at  the  most,  try  to  push  them  into  the  path 
of  forces  that  would  cause  their  extinction  we 
would  be  much  happier  for  in  every  instance 
their  end  is  in  view  from  their  beginning. 

Homeopathy  was  a  ghost  that  frightened  us 
for  a  hundred  years.  Homeopathy  died  in  spite 
of  our  efforts  to  keep  it  alive  after  its  fol¬ 
lowers  had  deserted  to  our  side.  We  may  be  a 
little  hypocritical  in  expressing  so  much  concern 
for  the  public  welfare  every  time  we  put  a 
Chiropractor  in  jail,  but  the  public  does  not 
seem  to  appreciate  our  solicitude.  The  Chiro¬ 
practors  at  present  are  making  a  strong  play  for 
public  sympathy,  and  every  effort  on  our  part 
to  regulate  them  is  played  up  strongly  as  an  in¬ 
dication  of  persecution.  These  sects  suffer 
greatly  from  internal  dissensions  and  show  a 
tendency  to  break  up  into  their  component  parts, 
which  they  would  do  if  it  were  not  for  our  fos¬ 
tering  care,  which  gives  them  the  stability  de¬ 
rived  from  having  to  face  a  common  enemy. 
Perhaps  there  is  nothing  so  black  in  nature  as 
the  hate  between  a  competing  Chiropractor  and 
an  Osteopath,  still  they  both  face  one  way  when 
they  face  us.  While  we  are  tottering  towards 
perfection  ourselves,  both  these  sects  lean 
heavily  on  us  for  the  support  derived  from  our 
efforts  to  destroy  them.  The  Osteopaths,  how¬ 
ever,  have  lately  shown  a  disposition  to  stand 
on  their  own  feet :  they  have  raised  their  re¬ 
quirements  at  our  suggestion  and  are  now  in¬ 
vading  the  domain  of  surgery  and  obstetrics. 
When  we  compel  them  to  study  for  three  or 
four  years  we  seem  to  insist  that  there  is  some¬ 
thing  to  their  art.  Our  attitude  towards  them 
has  had  much  to  do  with  the  impression  they 
have  made  on  the  public  mind.  Our  opposition 
gives  them  importance  and  causes  thousands  of 
partisans  to  take  their  side. 


Of  course  we  know  that  when  these  sects  pass 
away  others  will  immediately  grow  up  to  take 
their  place.  But  we  cannot  shut  our  eyes  to 
the  fact  that  where  the  standards  for  medical 
education  are  kept  very  high  these  flourish  much 
less  luxuriantly  and  never  assume  the  importance 
which  they  do  where  the  standard  of  medical 
education  is  low.  This  is  an  obvious  fact  of 
which  there  can  be  no  dispute,  and  it  also  points 
to  the  only  line  of  conduct  for  us  to  pursue ; 
namely,  raise  our  standards  and  keep  them  high, 
both  ethical  and  educational.  We  have  suffered 
enough  from  poor  medical  education.  Do  not 
try  to  raise  their  standards,  but  raise  our  own. 
Do  not  try  to  lift  them  up  to  our  level,  but  let 
our  superiority  be  such  that  even  the  people  will 
notice  it.  We  should  try  to  keep  them  from 
wearing  our  livery  and  should  resist  their  at¬ 
tempt  to  usurp  all  the  rights  and  privileges  of  the 
regular  profession ;  but  beyond  that  we  should 
leave  them  to  the  mercy  of  the  law  of  natural 
selection,  which  would  do  to  them  that  which 
we  are  unable  to  do. 

We  must  not  be  deceived  by  certain  false 
voices  which  would  have  us  lower  our  require¬ 
ments  by  shouting  that  there  are  not  enough 
doctors — not  enough  doctors  in  the  country. 
There  are  plenty  of  doctors  in  the  country  and 
far  too  many  in  the  city.  If  you  doubt  this  take 
a  stroll  through  Chicago,  where,  in  some  dis¬ 
tricts,  to  judge  by  the  signs,  half  of  the  people 
seem  to  be  physicians.  Moreover,  the  automo¬ 
bile  has  greatly  enlarged  the  sphere  of  every 
country  doctor.  There  is  nothing  for  us  to  fear 
in  the  growth  of  Chiropractic  and  Osteopathy. 
We  are  somewhat  to  blame  ourselves.  In  a 
certain  way  they  are  an  indication  of  our  own 
unworthiness.  Chiropractic  has  been  said  to 
represent  the  fear  in  the  public  mind  of  the 
knife.  We  should  not  do  unnecessary  opera¬ 
tions. 

As  a  profession  we  ought  to  be  able  to  de¬ 
termine  our  own  destiny  and  escape  our  enemies 
by  our  own  intelligence. 
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SPEEDING  UP  EDUCATION 

Many  discussions  on  educational  problems 
have  been  heard  this  year,  and  many  of  them 
are  especially  interesting,  particularly  from  those 
who  criticize  educational  methods  of  the  pres¬ 
ent  day.  It  seems  to  the  writer  that  the  most 
important  criticism  which  may  be  launched 
against  the  educational  system  is  that  of  speed. 
There  seems  to  be  a  great  tendency  on  the  part 
of  educators  to  crowd  into  the  uncertain  brain 
cells  of  most  children  all  of  the  systems  they 
can  possibly  think  of.  But  the  most  dangerous 
is  that  of  so-called  speed  contests  in  the  school, 
and  the  criticism  here  is  directed  against  this 
method  in  which  one  case  was  the  focal  point 
of  discussion.  A  boy  of  thirteen,  retarded,  as 
many  children  are,  up  to  puberty,  is  a  slow 
thinker.  He  finds  his  problems  very  difficult ; 
he  is  not  able  to  keep  up  with  his  class,  and  in 
one  of  his  studies  (spelling)  he  was  rated  as 
low  as  five.  His  teacher  was  frantic  because,  as 
she  tells  his  mother,  his  markings  bring  the 
whole  class  average  down  to, such  a  level  as  to 
make  it  conspicuous.  The  mother,  a  very  wise 
woman,  told  her  the  solution  of  it  was  to  drop 
his  paper  out  and  take  only  the  averages  of  the 
other  pupils.  That  would  bring  the  average 
back  to  approximately  normal.  But  this  does  not 
satisfy  the  average  educator,  prompted,  perhaps, 
by  an  over-zealous  superintendent  of  education. 


He  must  expect  all  things  from  all  children,  and 
this  phase  of  education  is  one  of  the  impossibili¬ 
ties  of  present-day  life. 

In  the  average  school-room  there  are  probably 
not  very  many  bright  children,  and  those  who 
are  bright  ought  to  be  set  aside  in  a  special 
class.  Those  who  are  half-bright  should  be 
given  less  instruction,  and  those  who  are  retarded 
should  be  given  instruction  in  minor  things.  But 
that  is  not  the  theory  of  the  educator.  He 
lumps  these  children  together,  propounds  the 
same  questions  to  each,  and  expects  all  to  an¬ 
swer  with  a  reasonable  degree  of  intelligence. 
The  retarded  end  of  the  class  keeps  both  the 
middle  section  and  the  upper  section  below  par, 
and  the  entire  school-room  is  gauged  by  this  sort 
of  a  test ;  but  to  the  physician  and  to  many  lay 
people  it  seems  unscientific,  unwise,  and  some¬ 
times  a  ridiculous  effort  on  the  part  of  the 
sponsors  of  education.  This  is  only  one  of  the 
many  fads  that  are  to  be  laid  against  the  crimes 
of  the  school  board.  Some  man  introduces  a 
new  idea  because  he  is  an  idealist,  a  theorist 
more!  likely;  and  he  introduces  it  with  such  glib 
authority  that  it  is  promptly  accepted  and 
promptly  tried  out  on  the  poor,  suffering,  and 
ill-constituted  children.  The  idea  of  the  doctor 
is  that  most  children  should  be  allowed  to  grow 
up  first  physically;  that  they  should  be  sorted 
out  according  to  their  abilities ;  that  the  high- 
strung,  nervously  tense  children  should  be  han¬ 
dled  with  special  delicacy  and  not  forced  beyond 
their  limitations.  The  parents  are  practically 
helpless.  They  are  anxious,  of  course,  to  have 
their  children  succeed  in  school  regardless  of 
the  inconsequential  totals  of  their  education. 
Physicians  and  others  see  the  ultimate  result 
of  this  imperfect  method.  Children  who  survive 
at  all  until  adolescence  show  their  ineptitude  for 
forced  education ;  they  become  slow,  more  re¬ 
tarded,  and  are  unequal  to  the  strain  of  social 
or  active  life  that  is  placed  upon  them.  As 
an  illustration  one  may  cite  the  example  of  the 
son  of  Boris  .Sidis,  a  celebrated  psychologist  of 
Boston.  This  boy  at  two  was  well  along  in  his 
educational  career,  and  at  five  to  seven  he  could 
speak  three  languages.  He  was  trained  to  the 
highest  point  of  so-called  educational  efficiency, 
and  yet  when  he  grew  uj)  to  manhood  he  be¬ 
came  a  radical,  a  retarded  boy,  and  was  hobnob¬ 
bing  with  all  of  the  bad  governmental  theories 
of  the  country.  Now  he  is  working  at  an  adding 
machine — totally  unfit  for  anything  else.  In  all 
probability  he  was  a  defective  from  the  start. 
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at  least  precocious,  and  was  a  fine  specimen  to 
develop  into  a  case  of  dementia  precox.  He 
probably  has  reached  his  full  limitations  and  can 
never  approach  the  standing  that  his  father 
held;  and  perhaps  it  is  just  as  well  that  he  can¬ 
not.  If  he  is  able  to  live  like  the  king,  and  is 
competent  to  earn  his  board  and  clothes  he  has 
gotten  about  all  of  life  that  he  will  get. 

Then,  too,  there  is  the  system  of  junior  high 
schools  which  are  springing  up  over  the  city. 
The  young  and  crowded  elements  that  are  se¬ 
lected  out  of  the  grade  schools  are  thrust  into 
the  high  schools, — immature,  undeveloped,  and 
many  of  them  badly  nourished  and  badly  trained. 
They,  in  order  to  keep  up  the  standing  of  the 
junior  high  schools,  adopt  the  tactics  of  the 
senior  high,  and  whatever  they  may  absorb  in 
the  school-room  is  lost  in  the  whirl  of  social 
and  other  extraneous  engagements.  We  seem  to 
be  fitting  our  children  for  a  poor  lot  in  life, 
rather  than  giving  them  the  riches  of  a  common 
school  education  in  which  the  fundamentals  are 
necessary;  in  which  their  limitations  are  recog¬ 
nized,  and  in  which  their  physical  condition 
shows  their  unimprovement.  It  is  time  to  call 
a  halt  on  this  sort  of  thing,  and  it  ought  to  be 
up  to  the  medical  man  to  make  some  emphatic 
resolutions  and  see  that  the  Board  of  Education 
receives  them.  Even  if  they  are  thrown  into 
the  waste-paper  basket,  time  will  show  that  the 
medical  man  rather  than  the  educator  is  right 
in  his  deductions. 

DR.  ALBERT  ABRAMS  DIES 

The  newspapers  record  the  death  of  Dr.  Abrams, 
of  San  Francisco,  on  the  thirteenth  of  January. 
He  died  from  pneumonia,  and  the  presumption 
is  that  everything  was  done  for  him  that  could 
have  been  done,  even  to  diagnosing  his  own 
condition  and  treating  him  by  the  electronic 
method, — a  rather  singular  inconsistency  in  the 
claims  which  have  been  made  by  the  Abrams’ 
followers.  Still,  we  suppose  that  all  of  us  must 
come  to  a  time  when  we  die  of  some  kind  of 
disease  or  accident,  and  it  is  no  more  unexpected 
that  Dr.  Abrams  should  die  from  a  preventable 
disease  than  it  is  that  a  Christian  Scientist 
should  pass  away  from  any  of  the  well-known 
diseases. 

This  takes  out  of  the  United  States  an  almost 
internationally  known  man  who  had  developed 
more  theories  and  has  made  more  definite  asser¬ 
tions  than  almost  any  other  man  of  his  time. 
He  had  been  the  subject  of  comment,  of  ridicule. 


and  of  abuse;  comment  because  of  his  sup¬ 
posedly  new  methods  of  demonstrating  electronic 
reactions,  ridiculed  by  most  medical  men  as 
advancing  a  theory  which  had  no  other  found¬ 
ation  than  that  of  faith ;  and  abused  by  many 
medical  men  and  many  scientists.  A  further 
method  of  ridicule  was  to  transmit  to  him  for 
diagnosis  the  blood  of  a  chicken,  a  lamb,  a  ram, 
or  a  pig  when  he  was  making  his  famous  diag¬ 
noses  by  mail,  and  in  most  every  instance  these 
unsuspected  creatures  were  found  to  be  suffer¬ 
ing  from  syphilis,  tuberculosis,  cancer,  or  in¬ 
fection, — his  quartet  of  diseases. 

Dr.  Abrams  failed  to  appear  before  a  board 
of  scientists  in  Washington  (during  the  war 
period)  when  an  investigation  was  made  of  his 
methods,  but  he  sent  his  head  man  who  nearly 
swung  Congress  over  to  his  theory,  but  stumbled 
and  fell  for  the  clinic  that  was  presented  to  him 
and  which  was  shown  to  be  an  absurd  demon¬ 
stration.  Hq  was  also  to  appear  at  the  trial 
of  one  of  his  co-workers  who  used  the  same 
methods  as  did  Dr.  Abrams  when  she  diagnosed 
the  blood  of  a  chicken  as  that  of  a  human  and 
offered  a  cure,  after  the  specimen  had  been  sent 
her  through  the  mail. 

The  query  comes  up  now  as  to  who  will  con¬ 
tinue  this  incongruity  in  medicine,  and  many 
think  that  without  Abrams’  special  influence  it 
will  die,  as  most  of  these  things  do, — a  rather 
natural  but  perhaps  abnormal  death. 

In  order  to  show  the  contrast  between  the 
methods  of  Abrams  and  these  other  fads  in  med¬ 
icine,  the  following  clipping  was  taken  from  the 
American  Medical  Bulletin,  showing  the  appre¬ 
ciation  of  the  doctor: 

“In  the  name  of  thousands.” 

Minneapolis,  December  29. 

Following  is  the  clipping  enclosed  in  the  letter. 
Its  authorship  is  attributed  to  “W.  J.  C.,  Detroit, 
Mich.” 

“In  the  name  of  thousands  of  unbroken  homes 
in  which  the  midnight  hand-to-hand  fight  with 
death  has  been  fought  and  won;  in  the  name  of 
thousands  of  lives  rescued  from  abnormality  and 
made  useful;  in  the  name  of  unshed  tears  and  fore¬ 
stalled  pain  and  baffled  death — I  doff  my  hat  today 
to  the  doctor. 

“May  he  never  have  use  for  his  own  medicine. 
May  each  moment  of  pain  he  has  saved  others, 
shine  in  the  crown  of  his  life  like  a'  bright  star. 
May  the  children  to  whom  he  has  saved  parents 
and  the  parents  to  whom  he  has  saved  children 
take  time  to  acknowledge  the  doctor’s  worth.  May 
his  patients  pay  him  his  bill.  And  in  the  inevitable 
hour  may  a  certain  grim  adversary  recognize  a 
noble  foe  and  deal  gently  with  the  doctor.” 
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The  Sugical  Clinics  of  North  America  (Issued 
serially,  one  number  every  other  month).  Vol¬ 
ume  III,  Number  5  (Minneapolis-St.  Paul  Num¬ 
ber,  October,  1923),  300  pages  with  200  illustra¬ 
tions.  Per  Clinic  year  (February,  1923,  to  De¬ 
cember,  1923).  Paper  $12.00;  Cloth  $16.00  net. 
Philadelphia  and  London:  W.  B.  Sanders  Com¬ 
pany. 

The  October  number  of  the  Surgical  Clinics  has 
a  double  basis  of  attraction  in  our  locality;  first  be¬ 
cause  it  is  a  Twin  City  number;  second,  because 
it  has  a  large  mass  of  material  which  is  of  great 
interest  and  practical  value. 

One  has  only  to  glance  at  the  first  article  to  be 
impressed  with  the  value  of  the  suggestions  offered 
in  this  number.  Dr.  Farr  in  his  sketch  “some 
helpful  surgical  adjuncts  and  methods”  introduces 
the  use  of  rubber-ether  cement  and  discusses  its 
advantages  in  three  different  types  of  conditions. 
Among  other  ingenious  innovations  of  Farr  are  the 
following:  the  automatic  wire  spring  retractor,  the 
shoe-hook  adhesive  dressing,  and  the  wound  con¬ 
tractor.  His  vaginal  pack  and  drainage  should  be 
emphasized.  One  w'ould  profit  greatly  if  he  would 
also  glance  over  the  descriptions  of  the  urethral 
catheter  anchor,  the  dilatation  of  the  urinary  blad¬ 
der  with  air,  the  method  for  controlling  hemorrhage 
after  prostatectomy,  and  his  rubber  towel  method 
of  emptying  a  loop  of  distended  intestine  without 
contaminating  the  operative  field. 

The  clinic  of  Dr.  Lerche  on  the  esophagus  with 
the  introduction  of  his  esophageal  dilator,  is  very 
instructive  and  full  of  original  material.  His  dis¬ 
cussion  of  cases  is  very  interesting. 

Dr.  F.  L.  Adair  takes  up  in  detail  the  discussion 
on  carcinoma  of  the  uterus  and  includes  five  inter¬ 
esting  cases.  Of  similar  value  and  interest  is  the 
discussion  of  Dr.  Litzenberg  on  myomata  of  the 
uterus  and  their  relation  to  pregnancy. 

Those  interested  in  urology  will  find  sketches  of 
Dr.  Thomas  of  great  interest.  Of  particular  value 
is  his  discussion  on  the  emergency  method  of  con¬ 
trolling  hemorrhage  from  the  prostatic  urethra  fol¬ 
lowing  the  punch  operation. 

There  is  a  vast  amount  of  material  on  topics  in 
orthopedic  surgery  by  Geist,  Wilcox,  Cole,  and  also 
Colvin. 

The  sketch  of  Dr.  Wilcox’  “equipment  for  the 
standardization  of  the  treatment  of  fractures”  is  of 
great  value,  particularly  to  the  general  surgeon  be¬ 
cause  it  contains  photographs  of  the  author’s  table 
with  its  complete  equipment,  and  also  photographs 
showing  the  uses  of  his  splint  in  various  types  of 
fractures.  Various  kinds  of  orthopedic  conditions 
are  discussed  by  Cole  and  Geist  in  their  respec¬ 
tive  clinics. 

The  clinic  of  the  late  Dr.  W.  A.  Dennis  on  gall¬ 
bladder  and  pancreas  is  a  monument  of  the  pro¬ 
gressive  work  of  the  man  who  had  achieved  dis¬ 
tinction  through  continuous  hard  work. 

Of  interest  to  the  general  surgeon  are  the  clinics 


of  Dr.  Schwyzer  on  various  types  of  interesting 
surgical  conditions. 

Plastic  and  oral  surgery  also  have  their  places 
in  the  clinics  of  Drs.  H.  P.  Ritchie  and  J.  D.  Lewis. 

In  general  this  volume  is  full  of  interesting  dis¬ 
cussions,  and  well  portrays  the  progressive  attitude 
of  the  surgeons  in  the  Twin  Cities. 

- M.  JOANNIDES,  M.D. 

Art’s  Pediatrics.  By  150  specialists.  Edited  by  Isaac 
A  Abt,  M.D.,  Professor  of  Diseases  of  Children, 
Northwestern  University  Medical  School,  Chicago. 
In  eight  octavo  volumes  totaling  8,000  pages  with 
1,500  illustrations,  and  separate  Desk  Index  Vol¬ 
ume  free.  Now  ready.  Volume  I  containing  1,240 
pages  with  284  illustrations;  volume  H  containing 
1,025  pages  with  180  illustrations.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1923.  Cloth. 
$10.00  per  volume. 

Abt’s  eight  volume  System  of  Pediatrics,  two 
of  which  are  aleady  on  sale,  fills  a  long-felt  want  in 
the  diagnosis  and  treatment  of  diseases  of  children. 
The  new  point  of  view  in  diagnosis,  which  con¬ 
siders  the  child  as  a  biological  unit  and  not  as  an 
isolated  physical  organism,  which  includes  all  of 
the  branches  that  are  necessary  in  child  study,  has 
been  adequately  and  scientifically  discussed. 

Volume  I  is  devoted  to  these  fundamental 
branches.  There  are  eleven  monographs.  They 
are  written  by  scientists  who  have  devoted  them¬ 
selves  to  the  original  investigation  of  the  subjects 
upon  which  they  write. 

Chapter  I  is  on  the  history  of  “Pediatrics”  by  Col. 
F.  H.  Garrison  than  whom  there  is  no  greater  medi¬ 
cal  historian.  This  splendid  monograph  is  as  fascin¬ 
ating  as  a  romance  and  labyrinthal  in  its  complete¬ 
ness.  Every  course  of  pediatrics  for  the  under¬ 
graduate  should  include  this  chapter. 

Chapter  II  is  on  congenital  and  acquired  predis¬ 
position  and  heredity  by  C.  Little,  President  of  the 
University  of  Maine.  It  is  a  complete  review  of 
the  most  modern  ideas  on  the  subject  with  special 
application  to  the  child. 

The  third  chapter  is  on  the  anatomy  of  infants 
and  children  by  R.  E.  Scammon,  Professor  of  An¬ 
atomy  at  the  University  of  Minnesota.  The  writer 
of  this  article  has  done  extensive  research  on  this 
subject  for  the  past  ten  years.  By  the  use  of  newer 
methods  of  statistical  research,  he  has  calculated 
formulae  and  deduced  facts  mathematically  that  will 
add  to  our  permanent  knowledge  of  the  anatomy 
of  the  child.  The  drawings  in  this  section  are 
beautifully  vivid  and  accurate. 

Chapter  IV  is  devoted  to  growth  and  develop¬ 
ment;  and  T.  Robertson,  Professor  of  Physiology, 
University  of  Adelaide,  South  Australia,  has  filled 
his  eighty  pages  with  logarithmic  formulae,  and  sta¬ 
tistical  calculations  such  as  have  never  been  seen 
before  in  any  text-book  of  pediatrics.  He  attempts 
to  apply  these  mathematical  data  to  the  chemistry 
of  growth  and  their  physical  manifestations. 

Chapter  V  is  a  book  of  326  pages  on  the  “Physi¬ 
ology  of  Metabolism  in  Infancy  and  Childhood,” 
by  Professor  John  Murlin,  of  Rochester  University. 
His  monograph  is  almost  a  purely  scientific  review 
of  the  best  work  that  has  been  done,  and  a  dis¬ 
cussion  of  his  own  investigations  especially  on  basal 
metabolism  in  new-borns  and  infants. 
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Chapters  VI,  VII,  VIII,  IX,  X,  XI,  respectively, 
are  (1)  on  the  “Application  of  Physical  Chemistry 
to  the  Physiology  of  Childhood,”  by  J.  F.  Mc¬ 
Clendon,  Professor  of  Physical  Chemistry,  Univer¬ 
sity  of  Minnesota;  (2)  “Hygiene  of  the  Home,”  by 
W.  R.  Ramsey,  Associate  Professor  of  Pediatrics, 
University  of  Minnesota;  (3)  “Hygiene  of  the 
School  Age,”  by  J.  E.  Young  of  Chicago;  (4)  “Hy¬ 
giene  of  Infants  in  General,”  by  W.  R.  Ramsey, 
previously  mentioned;  (5)  “Climatotherapy,”  by 
F.  S.  Wakeham,  New  York  City;  and,  lastly,  “Hy¬ 
giene  of  the  Crippled  Children,”  by  H.  W.  Orr,  of 
Lincoln,  Nebraska. 

All  that  the  reviewer  can  do  in  such  a  superficial 
review,  is  to  suggest  the  vast  mine  of  information 
on  the  subjects  which  are  discussed  in  Volume  I, 
directly  and  indirectly  in  the  study  of  the  infant 
and  child. 

— Max  Sf.ham.  M.D. 

A  Clinical  Guide  to  Bedside  Examination.  By  Dr. 
H.  Elias,  Dozent  and  Assistant  at  the  First  Medi¬ 
cal  Clinic  of  the  University  of  Austria.  Dr.  N. 
Jagic,  Extraordinary  Professor  and  Chief  Physi¬ 
cian  to  the  Sofienspital,  Vienna,  Austria.  Dr.  A. 
Luger,  Dozent  and  Assistant  at  the  Second  Medi¬ 
cal  Clinic  of  the  University  of  Vienna,  Austria. 
Arranged  and  Translated  by  Wm.  A.  Brams,  M.D., 
Chicago,  Illinois.  Adjunct  in  Medicine,  Michael 
Reese  Hospital,  Eormerly  Lieutenant  Commander, 
Medical  Corps,  United  States  Navy.  New  York: 
Rebman  Company,  1923. 

This  little  volume  of  less  than  150  pages  offers 
one  of  the  most  complete,  although  workable,  out¬ 
lines  for  a  physical  examination  of  the  patient  that 
has  appeared  in  recent  years.  The  authors  first 
present  a  brief  outline  for  the  physical  examina¬ 
tion,  which  is  followed  by  a  more  detailed  outline 
for  studying  special  parts  of  the  body.  Sections 
briefly  discuss  the  diagnostic  value  of  the  physical 
findings. 

Some  chapters  have  sacrificed  clearness  to  brev¬ 
ity,  for  example,  the  section  discussing  “rales”  is 
not  clear  and  needs  explanation. 

A  good  index  completes  the  work. 

The  reviewer  believes  the  book  will  be  of  the 
greatest  value  to  the  student  in  courses,  especially 
when  instruction  is  guided  by  a  competent  instruc¬ 
tor. 

— E.  L.  Gardner,  M.D. 


NEWS  ITEMS 


Dr.  L.  O.  Kron  has  moved  from  Culbertson, 
Montana,  to  Plaza,  N.  D. 

Dr.  J.  D.  Fuller,  formerly  of  North  Dakota, 
has  moved  to  Brownsville,  Wis. 

Dr.  Hugo  Hartig,  of  Minneapolis,  has  been  re¬ 
appointed  physician  for  Hennepin  County. 

Dr.  E.  T.  F.  Richards,  of  St.  Paul,  has  gone 
to  the  West  Indies  for  a  vacation  of  two  months. 


Dr.  A.  E.  Baldwin,  a  recent  graduate  of  the 
University  of 'Minnesota,  has  located  at  Browns- 
dale. 

Dr.  E.  O.  Voyer,  of  Minneapolis,  has  re¬ 
turned  from  an  extended  trip  in  the  East,  where 
he  visited  a  number  of  the  leading  hospitals. 

A  proposal  to  build  a  $60,000  hospital  at  Ely 
has  been  made  by  a  couple  of  physicians  from 
Kansas.  The  citizens  of  Ely  favor  the  project. 

Dr.  A.  S.  Hamilton  and  his  associate.  Dr.  H. 

B.  Hanna,  of  Minneapolis,  have  moved  into  the 
new  Yeates  building  at  the  corner  of  Nicollet 
Ave.  and  9th  St. 

The  United  States  Veterans’  Bureau  announces 
that  the  Neuropsychiatric  Hospital,  in  course 
of  construction  at  St.  Cloud,  will  be  ready  for 
occupancy  on  September  2. 

•Dr.  W.  H.  Aurand,  of  Minneapolis,  who  has 
had  his  office  at  Oak  St.  and  Washington  Ave. 
for  over  twenty  years,  has  moved  to  the  Yeates 
Building  at  Nicollet  Ave.  and  9th  St. 

Two  new  units  will  soon  be  added  to  the 
Elliott  Memorial  Hospital  of  the  University  of 
Minnesota.  The  Todd  Memorial  and  the  George 

C.  Christian  'Memorial  Cancer  Hospitals. 

Dr.  George  D.  Rice,  of  St.  Cloud,  who  was 
a  major  in  the  medical  corps  in  France  during 
the  World  War,  has  been  appointed  medical 
officer  of  the  Veterans’  Hospital  under  con¬ 
struction  in  St.  Cloud. 

St.  John’s  Hospital  of  Fargo,  N.  D.,  elected 
the  following  officers  of  its  Advisory  Board  last 
week :  President,  Dr.  J.  P.  Aylen ;  vice-presi¬ 
dent,  Dr.  R.  E.  Weible ;  secretary-treasurer.  Dr. 
F.  I.  Darrow,  all  of  Fargo. 

The  Lutherans  of  northeastern  Nebraska  and 
the  southern  part  of  South  Dakota  will  probably 
purchase  the  Campbell  Hospital  of  Norfolk, 
Nebraska.  The  hospital  cost  $200,000,  and  is 
offered  to  the  Lutherans  for  $120,000. 

Dr.  M.,  C.  Elmer,  of  the  Sociological  Depart¬ 
ment  of  the  University  of  Minnesota,  was  elected 
president  of  the  Hennepin  County  Tuberculosis 
Association  last  'week,  and  Dr.  W.  J.  Marclay, 
of  Minneapolis,  was  elected  vice-president. 

Dr.  Mary  Alice  Downer,  of  St.  Paul,  died 
last  week  at  the  age  of  55.  Dr.  Downer  grad¬ 
uated  at  the  Woman’s  Medical  School  of  North¬ 
western  University  with  the  class  of  ’96.  She 
had  practiced  in  St.  Paul  for  la  number  of  years. 
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The  Clinical  Congress  of  the  American  College 
of  Surgeons  will  meet  in  Omaha  on  February 
18  and  19.  A  number  of  distinguished  surgeons 
will  make  addresses.  Dr.  John  Prentiss  Lord, 
of  Omaha,  is  chairman  of  the  Committee  on 
Publicity. 

The  Ancker  Hospital,  of  St.  Paul,  has  been 
selected  as  a  “finishing  school”  for  nurses  par¬ 
tially  educated  in  the  Indian  Schools  of  the 
country.  Such  nurses  will  receive  diplomas  from 
the  Hospital’s  Training  School  after  doing  a 
certain  amount  of  work. 

Dr.  James  Grassick,  President  of  the  North 
Dakota  State  Medical  Association,  is  leaving 
for  California  to  spend  the  remained  of  the 
winter.  The  banquet  which  was  to  be  given  by 
the  local  District  Medical  Society  to  the  resident 
has  been  postponed  until  his  return. 

The  Sioux  Valley  Eye  and  Ear  Academy  held 
its  annual  meeting  last  week  in  Sioux  City,  Iowa: 
The  following  officers  were  elected  for*  1924 : 
President,  Dr.  S.  A.  Keller,  Sioux  Falls,  S.  D. ; 
vice-president.  Dr.  C.  H.  Fox,  Kearney,  Neb. ; 
secretary-treasurer.  Dr.  F.  H.  Roost,  Sioux  City, 
Iowa. 

Dean  French  of  the  University  Medical  Col¬ 
lege  of  North  Dakota  and  Dr.  G.  M.  Williamson, 
Secretary  of  thq  State  Board  Medical  Exam¬ 
iners. of  North  Dakota,  have  been  appointed  by 
Governor  Nestos  to  represent  the  medical  pro¬ 
fession  of  the  state  at  the  annual  meeting  of  the 
Council  on  Medical  Education  at  Chicago  in 
March. 

Dr.  Ruth  M.  Mahon,  graduate  of  Rush  Med¬ 
ical  College,  who  was  licensed  to  practice  med¬ 
icine  in  North  Dakota  at  the  recent  examinations 
has  joined  the  firm  of  Drs.  Wheeler,  Campbell, 
Williamson  and  Benwell  at  Grand  Eorks.  Dr. 
Mahon  has  recently  completed  an  extensive 
course  of  graduate  study  in  pediatrics  in  eastern 
hospitals  and  will  confine  her  practice  to  that 
specialty. 

A  recent  survey  of  the  St.  Paul  public  schools 
made  by  Dr.  E.  A.  Meyerding,  head  of  the 
Division  of  Hygiene,  revealed  the  astonishing 
fact  that  73  per  cent  of  the  girls  and  54  per 
cent  of  the  boys  in  the  schools  have  goiters.  In 
some  schools  the  percentage  of  cases  among 
girls  ran  as  high  as  93  per  cent.  Practically  all 
are  simple  cases  of  goiter  and  yield  readily  to 
treatment. 

Minneapolis  made  a  fine  showing  in  its  death 
rate  in  1923  as  compared  with  large  cities  of 
the  country.  The  three  cities  lowest  in  their 


general  death  rate  were,  in  their  order,  Cleve¬ 
land,  Milwaukee,  and  Minneapolis ;  in  their 
typhoid  death  rate,  they  were  Minneapolis,  Bos¬ 
ton,  and  Milwaukee ;  and  in  their  tuberculosis 
death  rate,  they  were  Milwaukee,  Minneapolis, 
and  St.  Louis. 

The  Children’s  Hospital  has  been  established 
in  St.  Paul  in  a  residence  building  adjoining  St. 
Luke’s  Hospital,  with  which  it  is  affiliated.  Dr. 
Walter  R.  Ramsey  is  the  medical  director  of  the 
institution,  which,  no  doubt,  will  soon  become  a 
well-endowed  children’s  hospital.  Its  somewhat 
unique  purpose  is  to  study  the  problems  of  in¬ 
fancy  as  they  relate  to  health  and  growth.  It 
will  be  a  semicharitable  institution. 

'The  Visiting  Nurses’  Association  of  Minne¬ 
apolis  have  formulated  an  admirable  and  com¬ 
prehensive  plan  of  w^ork  for  1924,  as  follows : 
Establishment  of  an  expert  orthopedic  nursing 
service ;  Affiliation  with  industries  which  cannot 
afford  an  individual  plant  nurse;  Nursing  in 
homes  in  all  communicable  disease  cases;  Nurs¬ 
ing  at  the  time  of  confinement  in  every  home 
in  Minneapolis ; 'Hourly  nursing  on  a  more-than- 
cost  basis  to  those  who  can  afford  to  pay ;  Affilia¬ 
tion  with  every  nurses  training  school  in  the  city, 
so  that  every  student  nurse,  'while  in  training, 
may  get  some  glimpse  of  public  health  nursing. 

The  radiologist  technicians  of  the  Northwest 
have  founded  an  association  called  the  North¬ 
western  Radiological  Technicians  Society  with 
headquarters  in  the  Twin  Cities,  where  they 
meet  once  a  month  in  some  ;ir-ray  laboratory. 
The  purpose  of  the  Society  is  to  improve  the 
work  of  its  members  by  interchange  of  ideas, 
discussion  of  problems,  and  by  having  papers 
read  before  them  by  authorities.  The  Society 
does  not,  in  any  way,  attempt  to  fix  the  rate 
of  remuneration  of  its  members.  It  is  the  am¬ 
bition  of  the  Society  to  become  a  branch  of  the 
National  Society,  and  therefore  members  are  re¬ 
quired  to  possess  the  same  qualifications  as  those 
required  by  the  National  Society.  Radiological 
technicians  of  the  Northwest  not  possessing 
those  qualifications  can  join  the  Society  and 
participate  in  its  benefits  as  associate  or  mem¬ 
ber-elect. 

March  Program  of  the  Minneapolis 
Surgical  Club 
Thursday,  March  6 
General  Hospital 
9 :00  A.  M.,  to  12  M. 

Operative  Clinics 

Dr.  Corbett,  Dr.  Olson,  Dr.  Maxeiner,  Dr. 
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Robitshek,  Dr.  Lynch,  Dr.  Zierold,  and  Dr. 
Moren. 

Luncheon  at  General  Hospital  12:30  p.  m. 

Followed  by  a  Pathological  Conference 

Dinner  at  General  Hospital  6:30  p.  m. 

Followed  by  presentation  of  cases  and  a  paper 
by  Dr.  Angus  Cameron,  of  the  University  of 
Minnesota,  on  “Luetic  Bursitis.” 

Physicians  Licensed  to  Practice  in 
North  Dakota 

The  following  physicians  were  licensed  at 
the  examination  held  by  the  North  Dakota  State 
Board  of  Medical  Examiners  at  Grand  Forks 
January  1  and  4,  1924: 

Leonard  E.  Daly,  Baylor  University  College 
Medicine  (1922)  Marmarth,  N.  D. ;  Ruth  M. 
Mahon,  Rush  Medical  College  (1923)  Grand 
Forks ;  Carl  A.  Dragstedt,  Rush  Medical  College 
(1922)  Kenmare ;  Burton  K.  Kilbourne,  Uni¬ 
versity  Kansas  Medical  College  (1904)  Fargo; 
Grant  S.  Carpenter,  Hamline  University  Medical 
College  (1901)  Hurdsfield;  Henry  J.  Leigh,  Uni¬ 
versity  Illinois  Medical  College  (1891)  Lake- 
field,  Minn. 

Furniture,  Instruments  and  Library 

Of  the  late  Dr.  J.  M.  Egan,  of  Minneapolis,  are 
offered  for  sale.  They  can  be  seen  at  1415  Emerson 
Avenue  North,  Minneapolis. 

Office  Position  Wanted  in  Minneapolis 

By  a  young  lady  of  good  address,  who  will  ac¬ 
cept  work  for  a  half  or  a  full  day  and  who  will  give 
faithful  and  efficient  service.  The  best  of  refer¬ 
ences.  Address  52,  care  of  this  office. 

Position  as  Technician  Wanted 

By  a  woman  with  the  best  of  training  as  a  gen¬ 
eral  laboratory  technician.  Can  give  the  highest 
of  recommendations,  and  will  go  to  any  part  of  the 
Northwest.  Address  47,  care  of  this  office. 

Position  Wanted 

A  young  lady  with  four  years’  experience  in  taking 
medical  dictation  desires  a  change  of  location. 
Group  practice  or  clinic  preferred.  Has  also  knowl¬ 
edge  of  ;r-ray.  Address  49,  care  of  this  office. 

Village  Practice  for  Sale 

In  Southern  Minnesota.  Scandinavian  preferred. 
Examiner  for  many  life  and  casualty  insurance 
companies.  Yearly  income  over  $6,000  in  cash.  Price, 
$500  for  practice  and  equipment.  Leaving  soon  to 
do  special  work.  Address  51,  care  of  this  office. 

Physician  Wanted 

Becker,  Minn.,  wants  a  good  live  doctor  at  once. 
Big  territory.  18  to  25  miles  east,  west,  and  north 
to  any  physician.  Nearest  one  now  8  miles  away 


and  across  the  Mississippi  river.  Write  J.  W.  Put¬ 
ney,  President  of  Village  Council,  Becker,  Minn. 

Position  Wanted 

An  expert  x-ray  technician,  with  a  slight  knowl¬ 
edge  of  routine  laboratory  work,  desires  a  position, 
in  the  Twin  Cities  or  the  country,  at  a  moderate 
salary.  Will  assist  in  office  work  or  do  any  kind  of 
work  she  can  handle.  Address  411,  care  of  this  office. 

Position  as  Dietitian  Wanted 

A  young  woman  of  excellent  training  in  a  dietetic 
institute  with  a  finishing  course  in  a  large  Twin 
City  Hospital,  desires  a  position  as  dietitian  or  as¬ 
sistant.  Excellent  references.  Expects  only  a  mod¬ 
erate  salary  to  begin  with.  Address  56,  care  of  this 
office. 

Half-time  Office  position  Wanted 

A  young  woman  of  twenty-nine  with  two  and 
a  half  years  training  as  a  nurse  at  the  Massachu¬ 
setts  General  Hospital  desires  a  half-time  position 
in  a  physician’s  office  in  Minneapolis.  Has  had  three 
months  special  experience  at  the  M.  G.  H.  Eye 
and  Ear  Infirmary.  Address  54,  care  of  this  office. 

Physician’s  Residence  for  Sale  in  St.  Paul 

The  residence  of  the  late  Dr.  von  Cappellen,  at 
1659  East  7th  St.  (formerly  Hazel  Park),  St.  Paul, 
is  for  sale  at  a  low  figure  and  on  easy  terms.  A 
general  practitioner  can  quickly  build  up  a  good 
practice  at  this  point,  and  it  will  grow  rapidly.  Ad¬ 
dress  Mrs.  Frieda  von  Cappellen  at  the  above  ad¬ 
dress. 

Physician’s  Equipment  and  Instruments  for  Sale 

Includes  Allison  table,  oak  instrument  cabinet  full 
of  instruments,  dressing  table,  nebulizing  outfit  with 
motor,  apparatus  for  application  of  hot  air,  thera¬ 
peutic  lamp,  high-frequency  generators,  blood-pres¬ 
sure  apparatus,  specialist’s  chair,  sterilizer,  etc. 
Price  for  quick  sale  $250.  Address  43,  care  of  this 
office. 

Physician  Wanted 

Excellent  location  in  central  eastern  North  Da¬ 
kota  now  without  a  physician.  Large  territory  of 
good  agricultural  district  including  several  other 
towns.  Two  railroads  with  good  passenger  service 
contribute  to  practice.  May  move  into  vacated  phy¬ 
sician’s  office  in  connection  with  dentist  if  desired. 
Office  furniture  and  x-ray  machine  here  for  physi¬ 
cian’s  use.  Nothing  for  sale.  Address  O.  H.  Hoff¬ 
man,  D.D.S.,  Hannaford,  N.  D. 

Association  with  a  Physician  Wanted 

A  recent  Rush  graduate  of  Norwegian  descent, 
who  will  complete  his  senior  interneship  in  a  large 
Twin  City  Charity  hospital,  July  1,  1924,  desires 
a  position  with  a  good  future  as  assistant  to  a  busy 
practitioner  after  that  date.  Personality  agreeable; 
health  excellent;  and  ability  at  least  average.  Prot¬ 
estant.  Mason.  Not  afraid  of  hard  work.  Prefer 
position  as  assistant  or  an  associate,  but  might 
also  consider  a  general  practice  if  the  opening  is 
favorable.  Address  55,  care  of  this  office. 
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DIABETES  AND  ITS  TREATMENT  WITH  INSULIN* 

By  M.  a.  Shillington,  M.D. 

SAINT  PAUL,  MINNESOTA 


Insulin  is  here.  This  long  sought  for  relief 
from  one  of  the  most  dreaded  of  diseases  has 
finally  been  developed.  This  development  is  a 
story  the  recounting  of  which  deals  with  thirty- 
two  years  of  painstaking  effort,  of  careful  re¬ 
cording  of  results,  of  profiting  by  the  experience 
of  others,  and  finally  of  reaching  a  goal  through 
the  willing  co-operation  of  scientists  and  the 
mutual  sharing  of  glory  in  the  final  achievement. 

HISTORICAL 

In  the  secon  or  third  century,  A.  D.,  Aretseus. 
a  Greek,  gave  a  description  of  the  disease  dia¬ 
betes  which  is  true  to-day,  practically  without 
change.  In  1674  Thomas  Willis  described  the 
sweetness  of  the  urine  of  these  patients,  and 
about  one  hundred  years  later  another  English¬ 
man  showed  this  sweetness  to  be  due  to  glucose. 
In  1889  the  first  work  done  to  determine  the 
etiology  of  diabetes  was  carried  out.  At  that 
time  Minkowski,  a  Russian,  experimented  with 
depancreatized  dogs.  He  learned,  first,  that  the 
blood  sugar  of  these  animals  is  increased ; 
secondly,  that  glucose  appeared  in  the  urine,  and, 
thirdly,  that  the  glycogen  content  of  the  liver 
was  lessened.  This  was  a  condition  which  was 
identical  to  that  found  in  diabetic  patients. 
Minkowski  drew  the  conclusion  that  some  ele¬ 
ment  of  the  pancreas  was  at  fault  in  this  disease. 

A  short  time  after  that  some  one  discovered 
that  tablets  made  from  thyroid  tissue  were  very 
beneficial  in  cases  of  myxedema.  This  fact, 

•Presented  at  the  forty-second  annual  meeting  of  the 
North  Dakota  State  Medical  Association  at  Grand  Forks, 
N.  D.,  May  31  and  .Tune  1,  1923. 


coupled  with  the  above,  gave  a  clue  and  started 
a  number  of  investigators  to  work  upon  solving 
the  diabetic  problem  by  a  gland  product.  Every 
year  since  then  has  seen  some  contribution  to 
the  literature  of  this  subject.  The  principal 
workers  until  1912  were  among  the  French, 
Italians,  and  Germans.  Their  failures  to  pro¬ 
duce  a  suitable  extract  were  due  to  impurities. 
Of  these  trypsin,  bacteria,  and  foreign  proteins 
were  the  most  objectionable.  The  dangers  from 
the  injection  of  these  extracts  subcutaneously 
arose  from  a  digestion  of  the  tissues  locally  with 
a  resulting  slough,  a  septicemia,  and  marked  sys¬ 
temic  reactions  because  of  the  foreign  proteins. 

The  first  patent  for  a  pancreatic  extract  was 
granted  to  a  German  in  1912.  His  product,  be¬ 
cause  of  impurities,  was  very  unsatisfactory. 
From  1912  to  1916  Dr.  John  MuiTin,  of  Roches¬ 
ter,  New  York,  was  making  great  strides  toward 
the  purification  of  these  extracts.  Previous  to 
the  World  War  he  was  using  an  extract  on 
human  beings  which  was  fairly  satisfactory. 
Dr.  Murlin  entered  the  ranks  of  those  who  were 
engaged  in  the  great  war  and  was  prevented 
from  further  work  along  this  line. 

In  November,  1920,  Dr.  Banting  formulated 
an  hypothesis,  which  has  finally  culminated  in 
the  present  extract  that  is  being  used.  Dr. 
Banting  knew  that  if  the  pancreatic  duct  was  tied 
there  would  be  a  resulting  atrophy  from  disuse 
of  the  acini  of  the  pancreatic  gland  without  any 
disturbance  of  the  islands  of  Langerhans.  This 
would  leave  the  internal  secreting  portion  of  the 
gland  intact,  and  it  should  be  possible  to  make 
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an  extract  which  would  contain  this  secretion 
in  quantities  enough  to  be  a  help.  Consequently 
in  May,  1921,  under  the  direction  of  Dr.  J.  J. 
Macleod,  Dr.  F.  G.  Banting  and  his  associates 
(Dr.  J.  B.  Collip,  Mr.  C.  H.  Best,  and  Mr.  E. 
C.  Noble)  started  to  work  at  the  University 
at  Toronto.  They  developed  an  extract  which 
worked  very  well  on  animals.  In  January,  1922, 
the  first  extract  was  administered  to  a  human 
being. 

PREPARATION  OF  THE  EXTRACT 

The  extract,  as  used  at  present,  is  prepared  in 
a  much  different  way  from  that  which  was  pre¬ 
pared  in  1921.  The  fresh  glands  are  now  used. 
This  simplified  matters  a  great  deal.  The  gland 
is  frozen,  minced  up,  and  extracted  with  9vS  per 
cent  alcohol.  This  extract  is  further  precipitated 
by  added  alcohol  and  by  an  ammonium  sulphate 
solution.  It  is  evaporated  and  then  extracted 
with  ether  to  remove  any  lipoids  present ;  eighty 
per  cent  alcohol  is  now  added.  The  mixture  is 
centrifuged,  and  four  layers  result.  The  heav¬ 
iest,  a  layer  of  salt  crystals,  above  it  an  aqueous 
solution  of  salt,  above  this  a  flocculent  layer  of 
protein,  and  on  top  a  clear  layer  of  alcohol  con¬ 
taining  the  active  principle.  This  top  layer  is 
now  purified  by  adding  it  to  absolute  alcohol, 
when  the  active  principle  precipitates  out.  It  is 
redissolved  in  water,  filtered  to  sterilize,  and 
then  is  ready  for  use.  During  this  process  it  is 
necessary  to  keep  the  hydrogenion  concentra¬ 
tion  at  a  definite  level.  The  Eli  Lilly  Company 
is  the  American  manufacturer  of  Insulin,  which 
is  termed  lletin  by  them.  This  is  supplied  in  am¬ 
poules  containing  fifty  to  a  hundred  units,  de¬ 
pending  on  the  concentration.  I  may  also  add 
that  chemists  are  very  actively  engaged  in  de¬ 
termining  the  analysis  of  the  active  principle  of 
the  gland  so  that  it  can  be  made  synthetically. 

This  extract  contains  a  minimum  amount  of 
protein,  is  practically  salt  free,  is  lypoid  free, 
is  free  from  alcohol  constituents,  and  can  be 
passed  through  a  Berkfield  filter  and  sterilized. 

After  securing  the  extract  a  great  problem 
still  remains,  that  of  standardization  and  dosage. 
This  is  carried  out  on  animals,  and  up  to  date 
is  still  a  very  expensive  process  because  of  the 
number  of  animals  required.  A  unit  of  Insulin 
has  been  taken  as  that  amount  which  will  reduce 
the  blood  sugar  per  kilogram  of  a  rabbit  to 
.045.  It  so  happens  that  one  unit  of  Insulin  is 
capable  of  bringing  about  the  consumption  of 
about  two  grams  of  glucose.  It  is  on  this  basis 
of  units  that  the  dosage  of  Insulin  is  ordered. 


A  patient  requires  just  that  amount  of  Insulin 
which  will  help  him  to  oxidize  enough  glucose 
to  maintain  weight  and  strength  when  engaged 
at  his  occupation. 

PRESENT  CONCEPTION  OF  DIABETES 

The  state  of  the  diabetic  as  far  as  his  indi¬ 
vidual  life  is  concerned  is  one  of  worry  and 
apprehension.  He  knows  he  has  a  condition 
which  is  slowly  sapping  his  strength.  The  aver¬ 
age  life  of  the  diabetic  individual  under  a  careful 
regime  is  about  five  and  a  third  years.  This  is 
a  formidable  figure  which  we  cannot  ignore. 

It  also  presents  an  economic  problem  to  the  com¬ 
munity.  This  manifests  itself  more  particularly 
when  it  is  the  wage  earner  of  the  family  who 
is  the  patient.  It  leaves  open  a  partly  unsup¬ 
ported  home,  uneducated  children,  and  the  need 
of  outside  support.  If  there  is  any  condition 
where  an  economic  good  can  be  done  it  certainly 
is  in  the  case  of  a  diabtic.  It  is  estimated  that 
1  per  cent  of  our  population  is  potentially  dia¬ 
betic. 

The  chemical  situation  in  the  diabetic  patient 
can  be  summed  up  in  the  following  five  facts : 

First,  an  inability  to  oxidize  glucose. 

Second,  a  lowered  respiratory  quotient. 

Third,  the  excretion  of  part  of  the  glucose 
metabolized  from  the  proteins. 

Fourth,  an  excess  heat  production,  due  to  the 
specific  dynamic  actions  of  the  increased  protein 
metabolism. 

Fifth,  an  acidosis  from  the  incomplete  oxida¬ 
tion  of  fats. 

A  possible  sixth  factor  is  the  amino-acids  of 
the  blood,  but  this  has  not  been  sufficiently 
worked  out  to  make  any  definite  statements. 

Because  of  this  pathology  there  are  certain 
tangible  facts  that  we  can  determine  in  the  labor¬ 
atory  in  the  case  of  a  diabetic  patient  which 
enable  us  to  study  the  seriousness  of  his  disease : 

First  of  these  is,  an  increase  of  glucose  in 
the  blood. 

Second,  as  the  blood  glucose  rises  to  about 
0.16,  glucose  appears  in  the  urine.  This  varies 
slightly  with  the  patient’s  threshold. 

Third,  the  incomplete  oxidation  of  fat  causes 
acetone  and  diacetic  acid  to  appear  in  the  urine. 

Fourth,  the  excessive  protein  metabolism  j 
causes  increase  of  nitrogen  in  the  urine.  i 

Fifth,  a  lowering  of  the  respiratory  quotient.  j 

The  incomplete  oxidation  of  fats  was  prob-  ' 
ably  one  of  the  greatest  blows  to  the  patient.  j 
The  normal  body  uses  both  fat  and  carbohy-  j 
drates  for  the  production  of  heat  and  energy. 
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The  ratio  of  energy  furnished  by  fats  and  car¬ 
bohydrates  is  as  nine  to  four,  so  it  is  easy  to 
see  from  this  how  valuable  fats  are.  When  the 
oxidation  of  fats  is  limited  there  are  fewer 
calories  produced,  and  the  by-products  when  in¬ 
completely  oxidized  are  very  dangerous  to  the 
body.  The  amount  of  fat  the  body  can  oxidize 
depends  in  definite  ratio  on  the  amount  of  car¬ 
bohydrate  it  can  oxidize.  One  molecule  of 
carbohydrate  is  able  to  take  care  of  two  mole¬ 
cules  of  fatty  acids.  A  homely  illustration  of 
this  is  as  follows :  Picture  for  yourselves  the 
burning  carbohydrates  as  the  flame  of  a  gas  jet. 
In  the  heat  of  this  flame  are  the  fats  which, 
when  brought  to  the  kindling  temperature,  are 
ignited  and  burned.  It  is  when  this  carbohy¬ 
drate  oxidation  burns  low  that  less  fats  are 
oxidized  or  the  molecules  are  only  partially  oxi¬ 
dized.  A  partially  oxidized  fat  has  as  its  by¬ 
products  diacetic  acid  and  acetone.  The  accum¬ 
ulation  of  these  ketone  bodies  in  the  system  is 
what  produces  the  acidosis  and  coma  in  the  dia¬ 
betic  patients. 

The  excessive  heat  production  due  to  the 
specific  dynamic  action  of  the  increased  protein 
metabolism  is  also  very  important  to  the  diabetic. 
When  the  diabetic  cannot  oxidize  sufficient  car¬ 
bohydrate  to  maintain  life  there  will  be  a  break¬ 
ing  down  of  body  proteins.  This  in  turn  in¬ 
creases  the  basal  metabolic  rate  of  the  patient, 
and  there  is  even  a  greater  demand  for  the 
heat  and  energy  of  the  carbohydrate  and  fat 
metabolism. 

The  most  important  measure  we  have,  in  the 
case  of  a  diabetic,  is  the  respiratory  quotient. 
Under  ideal  conditions  of  complete  carbohydrate 
oxidation  with  the  metabolism  of  no  other  food 
elements  the  respiratory  quotient  would  be  1. 
The  normal  respiratory  quotient  taken  from  the 
average  individual  where  fats  and  proteins  are 
metabolized  in  addition  is  0.82.  In  the  diabetic 
case  where  the  ability  to  oxidize  carbohydrates 
falls  off  gradually  the  respiratory  quotient  falls 
off  likewise.  The  final  test  in  any  method  of 
treatment  of  diabetes  is  how  near  does  the  re¬ 
spiratory  quotient  come  to  normal,  for  it  is  in¬ 
creased  oxidation  of  carbohydrates  that  we  try 
to  secure. 

TREATMENT  OF  TIFE  DIABETIC  WITH  IX.SULIN 

In  order  to  treat  the  diabetic  patient  it  is  first 
necessary  to  determine  his  actual  power  of  oxi¬ 
dizing  glucose.  This  is  done  by  placing  patient 
in  a  bed  at  rest  on  what  can  be  called  his  mini¬ 
mum  diet. 


From  values  worked  out  by  Dubois  and  from 
tables  prepared  by  Drs.  W.  "m.  Boothby,  R.  B. 
Sandiford,  and  R.  M.  Wilder,^  this  minimum 
diet  is  calculated  with  great  accuracy  and  speed. 
It  is  necessary  to  know  the  patient’s  weight, 
height,  age,  and  sex.  From  these  factors  it  is 
readily  possible  to  calculate  the  patient’s  needed 
calories.  Knowing  from  experience  the  daily 
normal  output  of  nitrogen  in  a  resting  person 
it  is  found  the  patient  must  have  about  two- 
thirds  of  a  gram  of  protein  per  kilogram  of 
body  weight  per  day  in  order  to  protect  the  body 
proteins.  Knowing  the  patient’s  protein  and 
caloric  needs  it  is  easily  possible  to  determine, 
by  Doctor  Wilder’s  chart,  just  how  much  fat 
and  carbohydrate  will  be  needed  and  in  what 
proportion  to  prevent  the  formation  of  ketone 
bodies. 

After  the  patient  is  on  this  basal  diet  for  three 
days,  if  he  is  not  sugar  free,  he  is  fasted  for 
one  day.  The  fourth  day  he  will  be  put  on  half 
basal  diet,  and  the  fifth  day  on  full  basal  diet. 
The  patient  will  be  kept  on  this  diet  for  three 
or  four  days,  if  he  is  not  sugar  free.  If  he  is 
sugar  free  the  fats  and  carbohydrates  are  in¬ 
creased  20  per  cent  each  day  until  such  time 
as  the  patient  shows  sugar  in  his  urine.  During 
all  of  this  time  the  urine  is  collected,  and  the 
glucose  content  is  measured.  The  difference  be¬ 
tween  the  glucose  in  the  urine  and  that  in  the 
food  determines  the  amount  the  patient  can 
oxidize.  After  this  is  determined  the  protein 
content  of  the  food  is  increased  to  about  1  gram 
per  kilo,  and  the  calories  are  increased  to  3,000, 
or  thereabouts,  depending  upon  the  amount  of 
work  the  patient  has  to  do.  The  difference  be¬ 
tween  the  glucose  in  this  new  diet  and  the  glu¬ 
cose  that  has  to  be  taken  care  of  by  the  Insulin, 
allowing  two  units  of  Insulin  for  every  gram 
of  glucose  the  dosage  can  be  very  readily  cal¬ 
culated. 

The  final  question  is.  What  will  Insulin  do 
for  the  patient  ?  In  general.  Insulin  will  increase 
the  patient’s  power  to  store  glycogen  and  to 
oxidize  glucose.  As  a  result  of  this  we  have : 

First,  a  lowering  of  the  blood  glucose. 

Second,  the  disappearance  of  glucose  from  the 
urine. 

Third,  the  oxidation  of  acetone  and  diacetic 
acid  in  the  body. 

Fourth,  a  rise  in  the  respiratory  quotient. 

Fifth,  a  lowering  of  the  nitrogenous  waste. 

Insulin  will  not  replace  a  diatetic  regime;  in 
fact,  an  accurate  diet  is  even  more  important 
when  Insulin  is  being  used. 
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Insulin  is  specific  in  cases  of  coma.  The  pa¬ 
tient  is  comatose  because  of  the  accumulation 
of  ketone  bodies  in  the  tissues.  To  these  cases  is 
administered  a  dose  of  Insulin,  and  they  are 
given  sufficient  glucose  to_  buffer  the  Insulin 
given.  In  five  hours  most  of  the  acetone  and 
diacetic  acid  should  be  oxidized  and  the  ])atient 
at  least  partly  recovered. 

The  administration  of  Insulin  is  attended  by 
some  danger.  When  a  certain  amount  of  Insulin 
is  given  there  is  going  to  be  a  definite  amount 
of  glucose  oxidized.  It  is  very  essential  that 
this  glucose  be  supplied  by  the  food.  If  it  is 
not,  the  patient’s  blood  sugar  will  be  lowered 
to  a  point  below  normal,  and  some  grave  symp¬ 
toms  will  ensue:  the  pulse  rate  will  be  increased; 
the  patient  may  be  either  pale  or  flushed ;  and 
there  will  be  marked  sense  of  restlessness  and  a 
general  appearance  of  apprehension  on  the  part 
of  the  patient.  As  the  blood  sugar  is  lowered 
still  farther  the  ])atient  passes  into  a  convulsive 
state,  and  on  still  farther  lowering  of  the  blood 
sugar  he  will  pass  into  coma  and  die.  At  any 
stage  of  this  process  the  administration  of  glu¬ 
cose  or  adrenalin  will  cause  relief.  The  glucose 
will  raise  the  blood  sugar  by  replacement,  and 
the  adrenalin  will  raise  the  blood  sugar  by  the 
liberation  of  glycogen  from  the  liver.  Too  much 
care  cannot  be  exercised  in  the  determining  of 
the  proper  amount  of  food  to  be  given  with  In¬ 
sulin.  In  order  to  do  this  a  trained  dietitian 
is  indispensible,  as  is  also  an  accurately  function¬ 
ing  laboratory  where  glucose  and  nitrogen  de¬ 
terminations  may  be  carried  out.  The  patients 
should  be  given  just  enough  glucose  in  their 
diets  so  that  they  will  show  a  trace  in  the  urine 
once  daily.  This  acts  as  a  buffer  against  any 
possible  over-dose  of  Insulin.  The  Insulin  is 
administered  usually  at  6  a.  m.,  at  a  time  when 
the  maximum'  absorbtion  of  glucose  from  the 
diet  will  coincide  with  the  maximum  activity  of 
the  Insulin.  If  any  reaction  occurs  it  will  be 
in  the  day-time,  and  the  nurses  are  on  the  alert 
to  combat  this. 

While  in  the  hospital  the  patients  are  given 
a  diabetic  manual,  with  instructions  in  preparing 
their  diets,  and  are  taught  to  administer  their 
own  Insulin  hypodermically. 

CONCLUSION 

First.  The  outlook  for  the  diabetic  iiatient  is 
very  good  since  the  development  of  a  pancreatic 
extract. 

Second.  Diabetic  coma  can  be  successfully 
treated  by  Insulin. 

Third.  The  use  of  Insulin  will  not  replace 
a  diatetic  regime. 


Fourth.  A  high  fat,  low  protein  diet  will 
better  care  for  the  needs  of  the  diabetic  patient 
than  any  other  combination. 

Fifth.  Insulin  is  dangerous  when  not  properly 
used. 
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D1SCU.SSION 

Dr.  E.  C.  Haagenson  (Grand  Forks):  I  wish  to 
ask  one  question:  If  Insulin  is  used  over  a  long 
period  will  it  eventually  raise  the  carbohydrate  tol¬ 
erance  of  the  patient? 

Dr.  Frank  Corbett  (Minneapolis,  Minn.)  I,  too, 
would  like  to  ask  one  question:  In  a  case  where 
they  have  so  far  reduced  the  blood  sugar  that  the 
patient  goes  into  coma  what  recourse  is  there — 
what  can  be  done  to  bring  the  patient  out? 

Dr.  Thomas  Mulligan  (Grand  Forks):  I  have 
only  used  Insulin  on  one  patient,  and  my  only  ob¬ 
ject  in  getting  up  is  to  clear  the  minds  of  some 
of  you  of  the  misapprehension  you  have  about 
using  Insulin.  On  looking  the  matter  up  I  got  the 
impression  that  if  you  can  keep  the  patient  sugar 
free,  or  nearly  sugar  free,  and  the  patient  is  in  a 
fairly  good  state  of  general  nutrition  and  you  are 
able  to  control  the  amount  of  sugar  without  Insulin 
it  is  not  indicated  in  that  case.  Insulin  is  indicated 
in  the  cases  where  you  arc  not  able  to  control 
the  amount  of  sugar  in  the  urine,  and  also  in  the 
ones  that  are  bordering  on  coma,  as  Dr.  Shillington 
said. 

Dr.  Shillington  (closing):  Replying  to  the  first 
question:  So  far  as  we  know  Insulin  has  not  been 
used  for  a  period  of  time  long  enough  to  determine 
this  question  of  improved  carbohydrate  tolerance. 
The  first  dose  was  given  in  human  diabetes  in 
January,  1922,  about  sixteen  months  ago.  No  one 
has  dared  hope  that  it  will  ever  help  the  pancreatic 
gland  to  regenerate.  Part  of  the  islands  of  the 
gland  are  usually  destroyed  so  effectively  that  they 
will  probably  never  function  again. 

As  to  Dr.  Corbett’s  question:  That  is  very  easily 
handled.  If  the  patient  is  able  to  swallow  you  can 
give  30  grams  of  glucose  by  mouth  in  the  form  of 
orange  juice,  and  he  will  begin  to  recover  very 
rapidly.  If  the  patient  cannot  swallow  because  of 
extreme  hypoglycemia,  glucose  can  be  given  intra¬ 
venously  in  solution.  Another  method  is  to  give 
adrenalin,  which  will  liberate  some  glycogen  from 
the  liver.  This  will  restore  the  patient’s  equilibrium 
somewhat,  and  then  you  can  administer  more  glu¬ 
cose  when  he  is  able  to  swallow  again. 

I  agree  with  Dr.  Mulligan  about  the  indications 
for  Insulin.  If  the  patient  is  able  to  oxydize  carbo¬ 
hydrates  enough  to  furnish  sufficient  calories  to 
consume  his  fats  and  to  protect  his  body  proteins 
he  does  not  need  Insulin.  If  a  patient  can  do  that 
I  do  not  advise  Insulin  for  he  can  get  along  with¬ 
out  it.  It  is  a  question  of  keeping  the  nitrogen  in 
equilibrium  and  maintaining  the  weight  of  the  pa¬ 
tient.  If  he  can  do  this  we  do  not  need  Insulin. 
Some  patients  when  they  leave  the  hospital  and  go 
home  do  not  want  to  be  bothered  with  taking  Insu¬ 
lin  if  it  is  not  necessarjL 
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RETROSPECT  AND  INTROSPECT:  PRESIDENTAL  ADDRESS* 

By  Fred  L.  Adair,  M.D. 

Assosiate  Professor  of  Obstetrics  and  Gynecology,  University  of  Minnesota 
MINNEAPOLIS,  MINNESOTA 


There  is  a  provision  in  Article  XII  of  the 
By-Laws  of  the  Hennepin  County  Medical  So¬ 
ciety  that  “it  shall  be  the  duty  of  the  President 
to  preside  at  all  meetings  of  the  Society,  to 
appoint  all  committees  not  otherwise  provided 
for,”  but  I  wish  particularly  to  call  attention  to 
the  last  clause  of  this  sentence,  which  is  to  the 
effect  that  the  President  is  required  to  “deliver 
an  address  on  some  professional  or  scientific  sub¬ 
ject  at  the  Annual  Meeting  of  the  Society.” 

Having,  in  the  past,  listened  to  a  number  of 
presidential  addresses,  it  occurred  to  me  that 
it  might  be  of  interest  not  only  to  review  the 
addresses  which  I  had  heard,  but  also  to  read 
the  other  presidential  addresses  to  which  it  had 
not  been  my  pleasure  to  listen.  Upon  investiga¬ 
tion  I  found  that  the  Society  had  no  file  of  the 
presidential  addresses.  It  seemed  to  me  it  might 
be  of  value  and  of  considerable  interest  to  collect 
these  addresses  in  order  to  have  them  in  the 
archives  of  the  Society.  Our  first  step  was  to 
attempt  to  secure  reprints  of  the  addresses  of 
all  the  past  presidents.  This  proved,  however, 
to  be  extremely  difficult,  and  ultimately  was 
deemed  to  be  impossible.  It  was  then  decided  to 
make  typewritten  copies  of  all  of  the  presidential 
addresses.  Here,  again  we  met  with  obstacles, 
and  we  now  fear  that,  unfortunately,  some  of 
these  addresses  seem  to  be  irretrievably  lost. 
It  is  my  intention  to  have  these  uniformly  typed 
addresses  bound  in  two  volumes,  together  with 
the  photographs  of  the  presidents,  and  to  present 
these  to  the  Society,  so  that  they  may  remain 
permanently  in  the  archives  of  this  organization. 
Unfortunately,  however,  we  have  been  unable 
to  fully  complete  this  work,  so  that  I  am  not 
able  at  this  time  to  give  these  volumes  to  the 
Society.  We  shall  be  able,  however,  to  finish 
this  task  within  a  relatively  short  time,  when 
these  volumes  will  be  formally  presented  to  the 
Society. 

As  many  of  you  probably  know,  this  Society 
was  founded  as  the  Union  Medical  Society  in 
1855,  the  first  president  being  Dr.  A.  E.  Ames, 
who  continued  in  office  continuously  until  his 
death  in  1874,  approximately  nineteen  years. 

‘Presented  before  the  Hennepin  County  Medical  Society, 
Minneapolis,  Minnesota,  January  7,  1924. 


During  this  incumbency  he  was  relieved  at  two 
intervals,  first  by  the  vice-president.  Dr.  N.  B. 
Hill,  in  1868,  and  in  1874  by  Dr.  Charles  Simp¬ 
son,  also  vice-president.  In  1875  Dr.  C.  G. 
Goodrich  was  made  president,  since  which  time 
no  one  has  been  elected  to  succeed  himself  in 
office  with  the  exception  of  Dr.  J.  Harlan  Stuart, 
who  served  as  president  in  1890  to  1891  and  again 
for  a  period  of  one  year  from  1891  to  1892. 
Of  those  who  served  as  president  prior  to  1888 
all  are  now  dead.  Of  those  who  have  served 
as  president  since  this  date  (1888)  we  can  men¬ 
tion  those  whom  we  no  longer  have  with  us  in 
this  life.  The  names  of  Drs.  J.  Harlan  Stuart, 
J.  W.  McDonald,  J.  C.  Cockburn,  C.  H.  Hunter, 
F.  C.  Todd,  J.  E.  Moore,  and  F.  A.  Knights 
are  well  known  to  most  of  us.  Out  of  the  thirty- 
four  who  have  occupied  this  office  since  1888, 
seven  have  died,  most  of  them  within  the  past 
five  years. 

So  far  as  I  can  find  from  the  records  of 
the  Society  the  first  presidential  address  was 
delivered  on  July  5,  1892,  by  Dr.  J.  Harlan 
Stuart,  upon  the  completion  of  two  years  service 
as  president  of  the  Hennepin  County  Medical 
Society.  It  was  during  this  period  of  time  that 
the  records  of  the  Society  were  either  lost  or 
destroyed.  The  manner  in  which  these  records 
disappeared  has  never  been  exactly  known.  Dr. 
Stuart  in  his  address  states  that  the  loss  of  its 
book  of  records  is  irreparable.  From  the  stand¬ 
point  of  the  history  of  the  Society  it  is,  indeed, 
a  loss  which  cannot  be  retrieved.  In  one  in¬ 
stance,  at  least,  we  are  not  certain  who  was  the 
actual  president  of  the  Society,  that  is,  during 
the  year  of  1885  to  1886. 

It  has  been  of  interest  to  me  to  read  these 
presidential  addresses.  Dr.  Stuart  states  that  the 
roster  of  the  Society  included  one  hundred  and 
seventeen  names,  of  whom  forty-seven  were 
taken  into  membership  during  his  two  years  of 
service.  He  calls  attention  to  the  fact  that  at 
least  seventeen  of  these  members  had  manifested 
no  interest  in  the  welfare  of  the  Society,  and  that 
sixty  members,  about  fifty  per  cent,  were  actively 
interested  in  the  doings  of  the  Society.  Dr. 
Stuart  also  mentions  the  attendance  at  the  meet¬ 
ings,  which,  he  states,  ranged  from  fifteen  to 
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forty-five.  This  makes  one  wonder  why,  with 
four  times  the  membership,  our  attendance  at 
meetings  is  not  correspondingly  larger. 

It  is  unfortunate  that  at  the  present  time  we 
do  not  have  a  similar  proportion  of  members 
actively  interested  in  the  welfare  of  the  Society. 
The  present  attendance  at  our  meetings  does  not 
indicate  that  a  correspondingly  large  percentage 
of  our  membership  of  four  hundred  and  ninety- 
one  is  actively  interested  in  the  Society ;  other¬ 
wise  our  meetings  would  be  much  more  largely 
attended.  Such  a  percentage  of  active  members 
would  soon  crowd  us  out  of  our  present  quarters, 
inasmuch  as  we  could  not  adequately  care  for 
an  attendance  of  two  hundred  or  more  at  our 
meetings.  Judging  by  the  present  attendance, 
one  could  hardly  be  justified  in  stating  that  over 
10  or  15  per  cent  of  our  total  membership  was 
actively,  vitally,  and  enthusiastically  interested 
in  the  welfare  of  the  Society. 

It  may  be  of  interest  to  enumerate  some  of 
the  titles  of  the  papers  which  were  presented  at 
this  time  (1890-1892),  over  thirty  years  ago. 
This  would  give  us  an  index  of  what  the  med¬ 
ical  profession  was  thinking  about  at  that  time. 
Some  of  these  titles  are  as  follows :  “Infectious 
Epidemics,”  “Preventive  Measures  in  Small 
Pox,”  “Diphtheria,”  “Scarlatina,”  “Extra-uterine 
Pregnancy,”  “Uterine  Displacements,”  “Endome¬ 
tritis,”  “A  Brief  Review  of  the  Cancer  Problem,” 
“Sarcomata,”  “Exsected  Knee,”  “Use  and  Abuse 
of  the  Drainage  Tube  in  Surgery,”  “Codes’ 
Fracture,”  “Practical  Points  in  the  Surgery  of 
the  Kidneys,”  “Appendicitis,”  “Nervous  Dis¬ 
eases,”  “Infantile  Eczema,”  “Infantile  Feeding,” 
“Hepatic  Abscess,”  “Treatment  of  Valvular  Dis¬ 
ease  of  the  Heart,”  and  also  a  lecture  on  “Cere¬ 
bral  Localization  with  Demonstration”  by  Dr. 
George  A.  Hendricks,  to  whose  anatomical  lec¬ 
tures  many  of  us  have  had  the  pleasure  of 
listening. 

One  very  interesting  part  of  Dr.  Stuart’s  ad¬ 
dress  which  is  somewhat  analogous  to  the  dis¬ 
cussion  at  the  present  time  regarding  our  relation 
to  the  lay  press  and  public  was  of  very  great 
interest  to  me.  After  speaking  of  the  value  of 
the  papers  and  discussions  which  took  place  in 
the  Society  meetings  he  says ; 

“I  cannot  forbear  in  this  connection  to  express 
my  regret  that  these  discussions  have  been  al¬ 
together  lost,  believing  as  I  do  that  much  of  what 
has  been  said,  together  with  the  papers  read, 
has  been  worthy  of  publication  in  some  appropri¬ 
ate  medical  journal. 


“I  know  that  some  are  disposed  to  argue  against 
the  publication  of  any  papers  read  before  this 
Society,  but  I  think  we  should  take  a  broader 
view  of  the  matter. 

“We  owe  it  to  the  profession  to  contribute 
our  share  to  the  common  fund  of  knowledge  and 
experience.  We  are  debtors  by  reason  of  our 
superior  opportunities,  situated  as  we  are  in  a 
medical  center  with  no  mean  facilities ;  and  also 
because  we  draw  from  the  contributions  of 
others  to  strengthen  our  own  resources. 

“It  is  the  privilege  of  all,  having  accomplished 
worthy  things  by  toil  and  patience,  to  make  mani¬ 
fest  their  deeds  and  to  let  their  lights  shine.  It 
is  true  that  many  worthy  physicians  have  hid 
their  lights  as  it  were  ‘under  a  bushel,’  and  their 
valuable  experience  has  been  lost  to  the  world. 
If  any  one  by  a  worthy  article  published  in  a 
journal  thereby  reaps  a  richer  harvest,  it  is  the 
result  of  a  natural  love  by  which  we  all  hope 
to  win.” 

Some  of  those  who  have  been  members  of  the 
Society  longer  than  I  will  probably  remember 
the  discussion  and  attitude  of  mind  which  led  to 
these  remarks  of  Dr.  Stuart.  They  struck  me  as 
being  rather  apropos  of  the  present  attitude  and 
relation  of  the  medical  profession  to  the  lay  press 
and  the  laity. 

I  should  like  also  to  call  attention  to  the  fact 
that  it  was  at  this  time  that  our  present  library 
was  founded  by  the  individual  contributions  of 
money  for  purchase  of  medical  journals  which 
were  housed  in  the  Public  Library  building.  The 
Hennepin  County  Medical  Society  appropriated 
eighty  dollars  for  the  purchase  of  periodicals. 
The  city  also  purchased  from  their  funds  some 
medical  journals  and  books  for  this  library. 

Another  interesting  part  of  this  address  con¬ 
cerns  a  proposition  which  we  have  tried  to  make 
a  live  one  at  the  present  time.  He  states  that 
“in  some  of  the  large  cities  the  profession  have 
invested  large  sums  in  buildings  and  grounds 
of  their  own  and  have  many  conveniences  ex¬ 
clusively  of  their  own.  This  may  be  possible  in 
the  city  of  Minneapolis  in  the  future  when  some 
of  the  faculty  now  growing  rich  shall  bequeath 
for  that  purpose  ample  sums  of  money.” 

It  is  also  interesting  to  know  that  the  question 
of  the  relationship  between  the  general  practi¬ 
tioner  and  the  specialist  was  up  for  discussion. 
He  remarked  that  “there  seems  to  exist  in  the 
minds  of  some  an  apprehension  that  the  class 
known  as  the  general  practitioner,  like  the  dodo, 
is  destined  ere  long  to  become  extinct,  and  that 
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the  service  he  has  so  long  performed  will  be 
parceled  out  among  specialties  that  have  of  late 
years  become  so  numerous ;  and,  if  he  survive 
at  all,  it  will  be  to  have  the  care  of  a  limited 
number  of  the  common  ailments  and  in  addition 
to  this  to  serve  as  a  sort  of  advisory  member 
to  those  seeking  the  services  of  the  specialist.” 

I  think  it  may  be  interesting  to  quote  a  few 
of  his  remarks  regarding  the  general  practitioner 
and  the  specialist : 

“The  general  practitioner  is  also  a  progressive 
being.  *  *  *  He  has  at  the  beginning  of  his  career 
an  even  start  in  the  race  for  success  with  him 
who  limits  later  his  work  to  a  specialty.  What 
is  to  hinder  him,  if  he  be  not  overcome  and  borne 
down  by  the  power  of  inertia,  which  too  often 
invades  our  ranks,  from  appropriating  the  knowl¬ 
edge  gained  by  the  labors  of  others  ?  He  is 
more  or  less  versatile  according  to  his  assiduity 
and  industry;  and  he  unquestionably  possesses 
a  right  to  whatever  part  of  the  field  of  work 
he  is  competent  to  occupy.  *  *  *  He,  like  any 
other,  has  no  right  to  assume  the  management 
of  a  case  beyond  his  skill  and  equipment.  Sur¬ 
gery  always  has  been  regarded  as  a  sort  of  grand 
division  of  medicine,  and  its  practice  for  obvious 
reasons  has  been  and  in  a  measure  will  remain 
in  the  hands  of  surgeons ;  and  yet  under  the 
new  regime  much  of  what  might  be  called  com¬ 
mon  surgery  is  being  well  done  by  the  general 
practitioner.  *  *  *  Standing  as  he  does  nearest 
the  family  and  the  sufferer,  he  will  continue, 
as  in  the  past,  unless  he  voluntarily  relinquish 
his  place,  to  assume  the  care  and  direct  the  treat¬ 
ment  of  most  of  the  ailments  of  humanity.  *  *  * 
The  ideal  specialist  is  he  who,  after  a  more  or 
less  protracted  general  practice  shall,  according 
to  his  natural  or  acquired  fitness,  select  his 
special  line  of  work.” 

Dr.  J.  Harlan  Stuart  was  born  in  1836,  and 
came  to  Minneapolis  in  1882,  where  he  died  on 
August  31,  1920  at  the  ripe  age  of  84. 

At  this  same  period  in  the  history  of  the  So¬ 
ciety  the  custom  of  having  the  vice-presidential 
address  was  also  inaugurated.  This  address  was 
scheduled  for  the  semi-annual  meeting  of  the 
Society.  The  first  one  of  these  addresses  was. 
given  by  Dr.  G.  Willis  Bass  at  the  semi-annual 
meeting  December  5,  1892,  his  subject  being  the 
“Doctor’s  Income.”  The  presentation  of  this 
subject  was  very  interesting,  and  indicates  that 
the  matter  of  the  doctor’s  income  was  then  as 
live  and  vital  as  it  is  at  the  present  day.  The 
custom  of  having  addresses  by  the  vice-presi¬ 
dent  seems  never  to  have  become  well  established. 


Apparently,  no  addresses  were  given  between  the 
years  of  1892  and  1897.  Dr.  C.  A.  McCollum 
held  this  office  and  gave  a  vice-presidential  ad¬ 
dress  in  1897.  Dr.  Rollin  E.  Cutts,  whom  some 
of  us  remember,  died  prematurely  in  March, 
1902,  at  the  age  of  thirty-seven.  He  gave  a 
vice-presidential  address  in  1898.  Dr.  Knute 
Hoegh  gave  another  one  of  these  addresses  the 
following  year.  A  year  later  Dr.  C.  A.  Erdmann 
presented  another  vice-presidential  address  to  be 
followed  by  one  the  following  year  by  Dr.  Erank 
C.  Todd,  whom  most  of  us  knew.  His  address 
is  one  of  the  few  dealing  with  preventive  med¬ 
icine  and  public  health,  and  it  was  upon  the 
subject  of  the  examination  of  the  eyes  and  ears 
of  the  school  child.  This  was  the  last  of  the 
vice-presidential  addresses  except  one  given  by 
Dr.  George  D.  Haggard  in  1924,  which  could 
hardly  be  considered  a  vice-presidential  address, 
inasmuch  as  it  was  given  in  lieu  of  the  presi¬ 
dential  address. 

Many  interesting  topics  have  been  considered 
in  these  various  presidential  addresses.  In  1893 
Dr.  William  Asbury  Hall,  whose  courtly  per¬ 
sonality  some  of  us  remember,  and  who  died  at 
the  age  of  sixty-six  in  April,  1919,  presented 
an  address  upon  the  subject  of  “Medical  Educa¬ 
tion.”  He  stressed  the  importance  of  making 
an  accurately  complete  diagnosis  and  the  utiliza¬ 
tion  of  some  of  the  more  common  objective 
methods  of  physical  examination,  though  not 
belittling  some  of  the  more  scientific  methods. 

That  the  so-called  cults  were  a  problem  thirty 
years  ago  is  shown  by  the  following  sentences 
from  his  address :  “The  regular  profession  of 
medicine  believes  fully  in  the  ‘vis  medicatrix 
naturae ;’  that  the  tendency  of  most  diseased  con¬ 
ditions  is  towards  recovery.  This  is  proven  be¬ 
yond  question  from  the  fact  that  the  unscientific, 
so-called  ‘systems  of  medicine’  thrive,  and,  in 
spite  of  bad  treatment  and  no  treatment,  the 
vast  majority  of  cases  of  illness  recover.” 

Another  piece  of  advice  which  is  equally  good 
to-day  is  that  we  should  not  be  too  ready  to 
give  up  therapeutic  agents  of  proved  value.  He 
recognized  another  fact  which  we  are  also  in 
danger  of  forgetting  to-day.  I  cannot  state  this 
better  than  he  did  at  that  time :  “The  medical 
society  is  the  school  for  the  practitioner.  Those 
who  neglect  their  opportunities  by  keeping  away 
from  its  meetings  or  not  taking  part  in  its  work, 
are  not  making  the  most  of  their  opportunities 
for  their  own  advancement  and  success.  They 
who  contribute  most  of  valuable  material  to 
society  proceedings  are  contributing  most  to  their 
own  professional  honor.” 
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It  is  naturally  much  less  embarrassing  to  quote 
from  addresses  of  those  who  are  no  longer  with 
us.  I  cannot  refrain,  however,  from  mentioning 
the  address  of  one  of  our  loyal  and  active  mem¬ 
bers,  which  is  the  only  one  in  the  whole  series 
of  addresses  which  deals  with  a  very  vital  sub¬ 
ject,  one  which  is  vital  to  both  the  community 
and  the  medical  profession,  namely,  “The  Doctor 
in  Politics.”  The  author  very  properly  distin¬ 
guished  between  the  doctor  in  politics  and  the 
political  doctor,  and  urged  upon  the  Society  the 
importance  of  its  taking  a  more  active  and  ag¬ 
gressive  interest  in  governmental  activities  con¬ 
cerning  which  medical  men  could  and  should  be 
recognized  as  having  more  or  less  authoritative 
information.  So  far  as  can  be  seen  at  the  present 
time  the  medical  society  has  not  profited  greatly 
by  this  advice  of  Dr.  W.  A.  Jones,  given  nearly 
thirty  years  ago. 

Dr.  J.  Warren  Little  presented  the  next  ad¬ 
dress,  and,  as  you  all  know,  hei  is  numbered 
among  our  honored  members  who  no  longer  re- 
spont  to  roll  call.  He  died  in  1920  at  the  age 
of  sixty-one.  The  medical  profession  and  the 
community  were  deprived  of  his  able  services 
at  a  time  when  his  ability  and  ripe  experience 
should  have  counted  for  much  during  a  con¬ 
siderable  number  of  years. 

Another  interesting  address  delivered  in  1898 
was  upon  the  subject  of  “Typhoid  Fever.” 
This  was  given  by  Dr.  J.  C.  Cockburn,  who 
died  in  this  city  in  February,  1911.  It  is  very 
interesting  to  recall  that,  in  the  space  of  twenty- 
five  years,  the  disease  which  served  as  the  basis 
of  his  paper  has  been  practically  eliminated  from 
our  category  of  diseases,  and  that  now  in  this 
community  typhoid  fever  is  something  of  a 
rarity  instead  of  being  a  commonplace  and  every¬ 
day  disease.  Some  of  us  may  remember  when 
the  proposed  filtration  plant  was  under  discussion 
in  this  community,  endorsement  of  this  Society 
was  sought.  There  was  much  diversity  of 
opinion  and  some  rather  acrimonious  discussion, 
and  the  point  I  wish  particularly  to  make  is 
that  the  Society  failed  to  assume  active  leader¬ 
ship  in  putting  across  a  community  health  plan 
for  a  pure  water  supply.  This  project  was  put 
across  without  the  active  leadership  and  co-op¬ 
eration  of  the  Hennepin  County  Medical  Society. 

I  wish  to  call  attention  a  little  more  in  detail 
to  the  paper  of  Dr.  Rollin  E.  Cutts  dealing  with 
“The  Second  Stage  of  Labor  and  Some  Injuries 
to  the  Parturient  Canal.”  The  main  point  in 
his  paper  to  which  I  wish  to  call  attention  is  in 
the  sentence  that  follows :  “But  a  short  time 


ago  while  speaking  with  one  of  the  younger  mem¬ 
bers  of  our  Society  about  obstetrics  and  in  par¬ 
ticular  about  the  small  fee  received  for  that 
work  here,  he  remarked  that  was  all  it  was 
worth  as  ninety-nine  cases  out  of  one  hundred 
would  deliver  themselves  in  time  if  left  alone 
and  no  skill  was  necessary  in  these  cases.”  Dr. 
Cutts  deplored  this  attitude  of  mind,  and  I 
should  like  to  remark  at  this  time  that,  if  the 
medical  profession  had  been  alive  to  its  respon¬ 
sibilities  in  regard  to  maternity  care,  the  Shep- 
pard-Towner  Bill  would  not  only  not  have  been 
necessary,  but  it  would  never  have  even  been 
considered.  This,  then,  may  be  cited  as  another 
instance  where  the  medical  profession  may  be 
considered  to  have  failed  in  meeting  its  obliga¬ 
tions  to  the  community.  I  am  not  referring 
particularly  to  the  local  profession,  but  to  the 
profession  of  this  country  as  a  whole. 

Dr.  L.  A.  Nippert  presented  a  paper  on  “Diph¬ 
theria”  at  about  the  time  when  the  use  of  an¬ 
titoxin  was  being  inaugurated.  At  this  time, 
less  than  twenty-five  years  later,  we  are  engaged 
in  the  use  of  preventive  measures  against  diph¬ 
theria  in  developing  immunity  by  the  use  of 
toxin  antitoxin. 

One  wonders  if  the  medical  societies  and  the 
medical  profession  are  as  active  in  pushing  pre¬ 
ventive  measures  in  an  attempt  to  eliminate 
disease  as  they  should  be.  Are  we  educating 
and  actively  encouraging  a  more  wide-spread 
use  of  this  method  of  preventing  diphtheria,  and 
have  we  failed  in  the  campaign  for  the  universal 
use  of  vaccination  against  smallpox?  One  does 
not  gain  the  impression  that  the  medical  society 
and  the  medical  profession  are  nearly  as  active 
in  promoting  these  preventive  measures  as  the 
antivivisectionists,  antivaccinationists,  together 
with  other  antis,  are  in  their  propaganda. 

In  1900  Dr.  H.  B.  Sweetser,  in  some  intro¬ 
ductory  remarks  to  a  scientific  paper,  called  at¬ 
tention  to  the  large  amount  of  detail  necessary 
in  the  conduct  of  the  affairs  of  the  Society,  and 
emphasized  the  necessity  of  better  organization. 
It  was  at  this  time  that  the  Public  Library  re¬ 
scinded  its  action  regarding  the  use  by  the  Hen¬ 
nepin  County  Medical  Society  of  rooms  in  the 
Public  Library.  The  Society  at  that  time  under¬ 
took  to  develop  its  own  library  in  some  rooms 
of  its:  own.  According  to  my  recollection  the 
first  independent  Society  and  Library  rooms  of 
this  organization  were  on  the  top  floor  of  the 
Andrus  Building.  About  seven  years  later,  due 
to  the  generosity  of  Mr.  L.  S.  Donaldson,  our 
present  quarters  were  obtained.  These  have 
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been  occupied  approximately  fifteen  years.  As 
you  all  doubtless  know,  the  Donaldson  Company 
is  now  projecting  an  enormous  commercial  en¬ 
terprise,  which  will  ultimately  be  housed  in  a 
building  occupying  this  entire  block.  It  be¬ 
hooves  the  Society,  therefore,  to  be  seriously 
considering  its  next  move,  which,  undoubtedly,  it 
will  be  forced  to  make  within  the  next  few  years. 
A  short  time,  six  years,  to  be  exact,  will  bring 
around  the  seventy-fifth  anniversary  of  the 
founding  of  this  Society.  Would  it  not  be 
fitting,  if,  during  this  time,  we  could  accumulate 
sufficient  funds  to  establish  the  Society  in  its 
own  permanent  home?  I  was  a  relatively  new 
member  and  a  new-comer  to  the  city  in  1906, 
when  the  Society  passed  through  its  fiftieth 
anniversary,  but  I  do  not  remember  that  much 
ado  was  made  regarding  this  semicentennial. 
Let  us  not  be  so  apathetic  as  to  pass  through 
the  seventy-fifth  anniversary  without  a  little 
more  emphasis  on  the  importance  of  this  organ¬ 
ization,  for  it  is  important  not  only  to  us  but 
to  the  community  as  well.  Let  us  plan  to  place 
the  Hennepin  County  Medical  Society  on  a 
permanent  and  secure  material  foundation  on 
June  20,  1930. 

Twenty  years  ago  Dr.  J.  W.  Bell  called  atten¬ 
tion  to  the  tremendous  mortality  from  tuber¬ 
culosis.  He  ascribed  this  high  mortality  to  the 
failure  to  make  an  early  diagnosis,  due  in  part 
to  “procrastination  on  the  part  of  patients  in 
seeking  medical  advice  and  neglect  on  the  part 
of  medical  men  to  detect  the  early  manifesta¬ 
tions  of  the  disease.”  Has  this  Society  during 
this  period  of  twenty  years  taken  active  leader¬ 
ship  in  this  campaign  against  tuberculosis  and 
in  accomplishing  the  two  desiderata  pointed 
out  by  Dr.  Bell  twenty  years  ago?  To  my  mind 
this  is  another  failure  of  the  medical  profession 
to  meet  its  obligations  to  the  community  and 
to  themselves.  During  the  past  year  arrange¬ 
ments  have  been  made  for  the  president  of  this 
Society  to  sit  as  an  ex-officio  member  on  the 
Executive  Committee  of  the  Hennepin  County 
Tuberculosis  Association.  Let  us  not  again  fail 
as  a  Society  to  sustain  our  active  interest  in 
this  work. 

The  result  has  been  that  these  public  health 
and  welfare  activities  have  been  taken  over  by 
the  laity  and  are  now  carried  on  through  the 
instrumentality  of  individual  medical  men.  This 
Society  did  not  seize  its  opportunities,  but  the 
past  cannot  be  undone.  The  important  point  for 
us  to  consider  is  whether  or  not  and  how  the 
medical  profession  and  this  Society  can  gain 


the  prestige  in  health  matters  which  it  has  for¬ 
feited  through  its  inability  to  see  and  seize  op¬ 
portunities  which  presented  themselves.  The 
vital  and  all-important  problem  for  us  to  con¬ 
sider  now  is  whether  or  not  we  are  allowing 
similar  opportunities  to  slip  away  from  us  at 
the  present  time. 

There  were  many  worthy  addresses,  but  it 
would  require  too  much  time  to  consider  them 
all  extensively.  Many  are  too  recent  to  give  us 
much  perspective.  I  should  like,  however,  to 
refer  briefly  to  one  by  Dr.  C.  H.  Hunter,  now 
deceased,  on  “Some  Functions  of  the  Hennepin 
County  Medical  Society.”  In  this  address  he 
spoke  of  the  importance  of  hospital  development, 
and  I  wonder  whether  or  not  the  medical  pro¬ 
fession  was  as  active  and  energetic  in  this  de¬ 
velopment  of  good  hospitals  in  this  community 
as  it  might  have  been.  One  could  be  inclined 
to  think  that  perhaps  medical  men  have  looked 
more  to  hospitals  from  the  standpoint  of  selfish 
interests  rather  than  from  the  viewpoint  of  the 
profession  and  the  community  as  a  whole.  Have 
not  hospital  development  and  organization  been 
forced  upon  us  by  the  laity  and  by  outside 
forces  rather  than  by  the  activities  of  the  local 
profession?  Is  it  not,  in  a  way,  unfortunate 
that  it  has  been  necessary  for  outside  agencies 
to  virtually  force  upon  us  hospital  development 
and  improvement  which  could  have  easily  been 
brought  about  by  ourselves  among  ourselves? 
This  remark  applies  not  solely  to  our  own  com¬ 
munity,  but  to  many  other  communities  as  well. 
The  only  point  I  wish  to  make  is  that  had  the 
medical  profession  been  alive  and  awake  to  its 
oportunities,  these  outside  agencies,  if  they  had 
appeared  at  all,  would  have  come  to  commend 
instead  of  to  condemn. 

Another  paper  of  importance  was  that  by  Dr. 
F.  C.  Todd  on  “Fourth  of  July  Casualities”  pre¬ 
sented  in  1907.  He  called  attention  to  the  large 
number  of  avoidable  casualties  which  occur  in¬ 
cidental  to  Fourth  of  July  celebrations,  and  also 
to  an  act  of  the  City  Council  passed  some  twenty 
years  before  which  had  not  been  enforced.  I 
wonder  how  active  the  Society  was  during  this 
twenty  years  and  has  been  since  in  securing 
enforcement  of  the  ordinance  to  prevent  injury 
and  loss  of  life. 

During  that  year  a  surplus  of  about  two- 
hundred  and  forty  dollars,  derived  from  the  En¬ 
tertainment  Committee,  was  applied  to  the  build¬ 
ing  fund. 

Dr.  J.  E.  Moore,  for  many  years  active  in 
surgical  practice  in  this  city,  died  in  November, 
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1918.  His  address,  in  1908,  was  concerned,  in 
part  at  least,  with  medical  inspection  of  school 
children.  This  same  work  is  now  under  control 
of  the  School  Board  with  a  director  of  hygiene, 
and  has  recently  been  under  discussion  by  the 
.Society.  One  might  legitimately  inquire  whether 
or  not  the  Society  has  sustained  its  interest  by 
keeping  in  contact  with  the  progress  of  this 
work.  We  have  now  secured,  during  the  past 
year,  through  the  kindness  of  Dr.  Harrington 
and  the  courtesy  of  the  School  Board,  a  school 
committee  which  serves  as  a  bridge  between 
the  Medical  Society  and  the  School  Board.  If 
there  is  anything  to  criticize  in  the  present  con¬ 
duct  of  the  school  inspection  we  ourselves  are 
not  free  from  criticism  for  taking  no  more 
active  interest  in  the  development  of  this  im¬ 
portant  project  than  we  have.  Let  us  see  that 
the  draw-bridge  between  the  profession  and  the 
school  is  kept  open  so  that  we  may  not  plunge 
into  the  moat  of  antagonism  to  legitimate  public 
health  work. 

Dr.  R.  E.  Earr,  in  1916,  suggested  and 
reiterated  many  plans  for  the  development  of  the 
Society,  many  of  which  had  not  and  have  not 
been  systematically  developed.  This  emphasizes 
the  idea  that  the  Society  should  have  certain 
definite  and  permanent  policies  which  it  con¬ 
tinually  strives  to  accomplish. 

In  1917  Dr.  J.  G.  Cross  delivered  his  presi¬ 
dential  address  on  the  “Relationship  of  Medical 
Men  to  Present-Day  Social  Changes”  in  which 
he  stressed  the  importance  of  the  study  of  social 
changes  by  medical  men.  These  changes  vitally 
affect  the  health  and  welfare  of  members  of 
society,  and  are  of  vital  concern,  not  only  to  the 
medical  profession,  but!  to  the  public  as  well. 
I  wonder  now  many  members  of  our  Society 
have  been  led  to  study  and  inquire  into  these 
fundamental  social  changes  which  are  of  vital 
importance  for  the  future  relationship  of  the 
medical  profession  to  the  public. 

In  1919  Dr.  Litzenberg  presented  a  paper  deal¬ 
ing  with  a  similar  topic,  considering  “Socialism 
and  the  Practice  of  Medicine.”  Is  the  medical 
profession  making  a  sincere  effort  to  understand 
these  various  problems  and  trying  to  pilot  public 
opinion  into  safe  channels?  Our  modern  social 
system  is  tremendously  complicated,  and  indi¬ 
vidual  medical  practice  is  being  encroached  upon 
from  nearly  every  angle.  Medical  men  who  are 
interested  in  the  welfare  of  the  profession  should 
study  these  problems  in  a  broad  way  and  attempt 
to  guide  and  direct  not  only  the  opinions  of  the 
medical  profession,  but  those  of  the  laity  as  well. 


For  the  most  part  one  gains  the  impression  that 
medical  men  are  standing  on  the  curb  while  the 
procession  moves  on. 

My  predecessor,  Dr.  A.  E.  Benjamin,  last  year 
gave  an  address  on  the'  “Objects  and  Oppor¬ 
tunities  of  the  Hennepin  County  Medical  So¬ 
ciety.”  This  address  is  too  recent  and  fresh  in 
the  mind  of  all  of  you  to  need  any  comment. 

I  should  like,  however,  to  point  out  that  there 
have  been  in  the  past,  and  are  at  the  present 
time,  opportunities  which  the  medical  profession 
has  failed  to  grasp,  that  many  of  the  difficulties 
with  which  we  are  now  confronted  are  due  to 
our  failure  to  grasp  and  handle  situations  as 
they  develop. 

Dr.  Corbett,  in  January,  1921,  gave  a  presi¬ 
dential  address  entitled  “Medical  Vision.”  There 
are  numerous  instances  in  the  history  of  med¬ 
icine  where  individual  medical  men  have  shown 
vision,  but  there  are  few  instances  where  the 
profession  as  a  whole  has  been  willing  to  accept 
the  leadership  of  men  with  vision. 

Dr.  George  Douglas  Head,  in  1922,  addressed 
the  Society  upon  the  “Traditions  and  Ideals  of 
our  Profession,”  in  which  he  stressed  the  fact 
that  medicine  is  a  profession  and  not  a  business, 
and  emphasized  the  fact  that  service  is  the  key¬ 
note  of  medical  practice.  Individual  medical 
men  and  the  profession  have  practically  never 
failed  in  their  idea  of  service  to  individuals,  but 
has  not  the  medical  profession  failed  to  grasp 
the  importance  or  significance  of  public  health 
movements?  Has  it  not  further  failed  to  grasp 
the  importance  of  preventive  medicine,  even  as 
applied  to  the  individual?  The  average  medical 
man  is  not  interested  in  rendering  services  to 
the  individual  who  is  not  sick  or  who  is  apparent¬ 
ly  afflicted  with  some  trivial  ailment  which  might 
perhaps  be  the  forerunner  of  a  serious  affliction. 
The  point  I  wish  to  make  is  that  medical  men 
have  not  failed  in  rendering  services  in  what 
might  be  called  th®  emergencies  of  life,  but  have 
they  grasped  the  importance  and  significance  of 
guiding  individuals  through  life  and  away  from 
the  pitfalls  of  disease?  Have  we  been  alert  in 
helping  people  to  prevent  disease  and  to  detect 
these  conditions  in  their  incipiency? 

The  consideration  of  presidential  addresses 
would  not  be  complete  without  mentioning  a 
very  important  contribution  of  Dr.  A.  S.  Hamil¬ 
ton  in  1918.  This  address  was  the  result  of  an 
enormous  amount  of  work,  and  it  gives  us  the 
most  complete  account  available  of  the  develop¬ 
ment  of  medicine  and  the  medical  profession  in 
Minneapolis. 
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Unfortunately  for  the  completion  of  the  series 
of  presidential  addresses  there  are  eight  lacking. 
Of  these  we  have  the  titles  of  only  two,  that 
of  Dr.  J.  D.  Simpson,  in  1909,  on  “Teamwork 
in  Medicine,”  and  that  of  Dr.  T.  F.  Quinby, 
in  1911,  on  the  “Prima  Via  and  Its  Vagaries.” 
Neither  one  of  these  addresses  appears  to  have 
been  published,  and  the  original  manuscripts 
seem  to  have  been  lost.  We  have  neither  the 
title  nor  the  subject  matter  of  the  addresses  of 
Drs.  J.  W.  McDonald,  C.  G.  Weston,  D.  O. 
Thomas,  F.  A.  Knights,  C.  H.  Bradley,  and  C. 
A.  McCollum.  If  any  one  of  the  members 
knows  the  title  or  how  the  manuscript  of  any 
of  these  addresses  can  be  obtained  we  shall  be 
pleased  to  have  the  information. 

It  has  been  very  interesting  to  review  some 
of  these  presidential  addresses  and  compare  the 
suggestions  and  recommendations  of  former 
leaders  of  the  Society  with  the  actual  accom 
plishments  of  the  Society.  The  two  major  ac¬ 
complishments  seem  to  have  been  the  building 
up  of  the  library,  and  the  steady  increase  in 
the  Society’s  membership.  We  have  a  good 
library,  which  could  be  greatly  improved  by  the 
more  active  interest  of  the  membership  of  the 
Society  in  its  upbuilding.  The  membership  has 
been  increased,  but  I  wonder  if  the  morale  and 
spirit  permeating  the  membership  has  improved 
during  these  years.  Certainly  the  attendance 
at  our  meetings  has  not  increased  in  proportion 
to  the  increase  in  membership.  One  wonders  if 
the  vast  bulk  of  the  membership  is  enthusiastic¬ 
ally  interested  in  the  Society. 

It  has  seemed  to  me  that  the  Society  lacked 
definite  and  permanent  policies,  regarding  both 
its  own  activities  and  its  activities  relative  to 
the  community.  The  only  permanent  policies 
of  the  Society  seem  to  have  been  the  library,  the 
membership,  and  the  programs.  These  corres¬ 
pond  with  three  of  the  objects  or  problems  of 
the  Society,  but  only  in  a  very  limited  degree, 
and  these  might  fall  under  the  headings  of  scien¬ 
tific  research,  medical  education,  and  unity  of 
the  profession.  These  three  objects  have  been 
attained  only  in  a  very  small  degree  by  these 
limited  policies  of  the  Society.  The  Society 
should  have  a  much  wider  interest  in  scientific 
research  than  the  putting  on  of  programs,  should 
have  a  much  broader  view  of  medical  education 
than  is  embodied  in  the  carrying  out  of  its 
programs  and  the  slow  development  of  its  li¬ 
brary,  and  should  have  a  much  more  active  in¬ 
terest  in  the  unification  of  the  profession  than 
the  simple  collection  of  the  names  of  reputable 


medical  men  in  this  community  on  the  roster 
of  the  Hennepin  County  Medical  Society.  Little 
has  been  done  by  the  Society  to  promote  good 
fellowship  among  its  members,  and  this  is  the 
first  of  the  propositions  enumerated  in  the  con¬ 
stitution.  It  is  of  vital  interest  to  the  continued 
existence  of  this  Society  that  its  own  objectives 
be  carried  out  within  its  organization,  and  that 
its  organization  be  perfected,  but  not  with  the 
viewpoint  that  the  Society  is  an  end  in  itself. 
We  have  a  much  larger  field  of  activity  in  ser¬ 
vices  to  the  public  and  to  humanity  by  carrying 
out  our  own  policies,  not  only  with  reference 
to  the  Society,  but  also  with  reference  to  the 
public. 

During  the  past  year  we  have  endeavored  to 
promote  good  fellowship  through  the  activities 
of  our  Entertainment  Committee.  We  have 
tried  to  appeal  to  the  members  of  the  Society 
from  different  angles  in  an  effort  to  make  the 
Society  mean  something  to  each  one  of  its  mem¬ 
bers.  In  this  way  men  have  been  brought  to¬ 
gether  who  had  no  knowledge  of  one  another, 
perhaps  not  even  a  speaking  acquaintance.  The 
results  have  been  small,  but  not  unimportant,  and 
I  trust  that  in  the  future  the  bringing  together 
members  of  the  Society  in  a  social  way  may 
be  one  of  the  permanent  policies  of  this  organ¬ 
ization. 

I  wish  to  thank  the  members  of  the  Entertain¬ 
ment  Committee  for  the  successful  carrying  out 
of  the  annual  banquet  of  the  Society,  the  joint 
meeting  with  the  Ramsey  County  Medical  So¬ 
ciety,  and  the  successful  carrying  out  of  our 
golf  and  bridge  tournaments. 

Our  programs  have  been  good,  and  some  ex¬ 
cellent  material  has  been  presented  at  both  the 
evening  and  the  noon-day  meetings.  I  can  say 
this  without)  conceit  because  of  the  kind  co¬ 
operation  of  those  who  have  developed  the  pro¬ 
grams  in  the  various  fields  of  medicine,  which 
have  been  presented  in  series  of  meetings.  My 
only  regret  regarding  the  programs  has  been  that 
the  meetings  were  not  more  largely  attended. 
The  failure  of  our  members  to  attend  the  meet¬ 
ings  and  hear  these  excellent  programs  is  diffi¬ 
cult  to  comprehend.  We  are  now  developing  a 
plan,  which  is  in  partial  working  order,  to  make 
telephone  connections  with  each  member  of  the 
Society  on  the  day  of  the  meeting.  If  this  plan 
fails  to  increase  our  attendance  it  will  be  aban¬ 
doned. 

I  am  afraid  little  has  been  accomplished  in 
the  field  of  medical  education  even  among  our 
own  members.  Various  attempts  have  been  made 
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to  secure  the  co-operation  and  interest  in  larger 
educational  projects  which  would  tend  to  make 
Minneapolis  a  very  important  center  for  medical 
education.  We  should  be  in  constant  touch  with 
and  interested  in  the  development  of  medical 
education  in  this  community. 

Toward  unifying  the  profession,  I  feel  that 
little  has  been  accomplished.  In  spite  of  the 
fact  that  we  have  a  very  large  membership,  or 
perhaps  because  of  this  fact,  there  is  in  my 
opinion  very  little  real  professional  unity.  I  am 
convinced  that  one  of  the  most  important  steps 
in  the  unification  of  the  medical  profession 
would  be  the  establishment  of  an  adequate  home 
where  all  meetings  of  interest  to  medical  men 
might  be  held.  The  desirability  of  this  has  been 
recognized  for  many  years.  The  carrying  out 
of  the  policy  has  not  been  persistently  and  con¬ 
sistently  before  the  Society,  but  it  has  been  my 
hope  that  this  might  be  established  on  a  firm 
foundation  during  the  past  year.  I  wish  to  thank 
the  Committee  on  Permanent  Policy  and  the 
Trustees  for  their  efforts  in  accomplishing  this 
object.  The  fund  accumulated  is  small,  but  it 
is  a  nucleus  for  larger  things.  This  fund  is, 
I  believe,  now  established  on  a  definite  basis. 
It  is,  in  my  opinion,  the  task  of  the  younger 
members  of  the  Society  to  push  this  project.  I 
am  sure  that  they  will  meet  with  help  and  en¬ 
couragement  from  the  older  members  of  the 
Society  who  have  neither  the  energy  nor  the  time 
to  carry  this  project  to  its  completion.  As  in¬ 
dicated  earlier  in  my  address,  I  think  the  Society 
should  strive,  if  possible,  to  obtain  this  goal  at 
its  seventy-fifth  anniversary,  about  six  years 
hence. 

I  have  tried  to  point  out  how  the  Society 
has  failed  to  carry  out,  not  only  its  own  per¬ 
manent  policies,  but  also  those  in  relation  to  the 
public  and  particularly  to  public  health.  The 
Society  should  be  ever  ready  to  assume  intelli¬ 
gent  leadership  in  public  health  matters.  The 
members  of  the  Society  should  be  encouraged 
to  exercise  their  initiative  in  developing  public 
health  projects,  and  they  should  enlist  and  secure 
the  active  co-operation  of  the  Society  in  carrying 
out  such  projects  as  are  worthy.  The  Society 
should  attempt  to  have  its  representatives  sit  on 
the  governing  boards  of  every  health  agency  in 
this  community.  We  are  now  officially  repre¬ 
sented  by  the  president  of  the  Society  on  the 
Budget  and  Distribution  Committee  of  the  Com¬ 
munity  Fund  representing  the  Council  of  Social 
Agencies.  We  are  also  represented  on  the  Ex¬ 
ecutive  Committee  of  the  Hennepin  County  Tu¬ 


berculosis  Association,  on  the  Cancer  Committee, 
the  Hennepin  County  Public  Health  Association, 
and  the  Board  of  Management  of  a  Permanent 
Psychiatric  Clinic.  We  also  have  official  contact 
in  an  advisory  capacity  with  the  health  activities 
of  the  School  Board. 

We  should  not  only  strive  to  maintain  our 
proper  position  in  relation  to  the  health  activities 
with  which  we  are  already  definitely  associated, 
but  should  persistently  try  to  secure  representa¬ 
tive  contact  with  all  the  health  and  welfare  agen¬ 
cies.  With  appropriate  representation  in  these 
different  agencies  we  should  be  able  to  render 
definite  service  to  the  community.  In  this  way 
we  will  gradually  educate  ourselves,  as  well  as 
others,  to  understand  better  some  of  the  larger 
needs  of  the  community;  and  thus  a  better 
mutual  understanding  will  result  among  all  those 
who  are  interested  in  human  welfare. 

We  should  perform  these  functions  intelli¬ 
gently  in  a  broad  minded  manner  with  an  eye 
to  rendering  services  in  the  community,  carrying 
out  such  services  in  a  manner  which  is  not  de¬ 
trimental  to  the  interest  of  the  medical  profession 
which  would  also  ultimately  be  detrimental  to 
the  public.  We  should  see  that  we  have  “Blue 
Sky”  health  laws  to  protect  the  public  against 
the  various  health  promoters.  The  laity  are  as 
gullible  in  matters  of  health  as  doctors  are  in 
the  world  of  finance. 

In  these  days  of  complex  social  organization 
the  effort  of  an  individual  counts  but  little. 
Whatever  we  as  individuals  accomplish  for  com¬ 
mon  welfare  must  be  done  either  through  our 
own  Society  or  other  organizations.  Each  mem¬ 
ber  should  try  to  understand  and  further  the  ob¬ 
jects  of  this  Society  so  that  it  may  fulfill  its 
destiny.  This  organization  should  strive  to 
comprehend  and  help  each  member  solve  his 
problems  and  add  to  his  success  in  his  ethical, 
proper,  and  legitimate  activities.  Mutual  help, 
co-operation,  and  team-work  will  add  greatly  to 
the  prestige  of  the  medical  profession. 

The  multiplicity  and  the  lack  of  co-ordination 
of  medical  activities  are  disastrous  to  the  effec¬ 
tiveness  and  prestige  of  the  medical  profession. 
All  medical  societies  and  health  activities  should 
center  around  this  as  the  parent  organization. 
These  smaller  societies  should  be  the  children 
of  this  larger  comprehensive  unit,  and  make 
up  a  happy,  prosperous,  and  influential  family. 
The  various  health  activities  of  this  community 
should  center  in  this  organization  and  radiate 
from  it  as  the  spokes  from  the  hub  of  a  wheel. 
We  should  further  be  so  associated  with  the 
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welfare  activities  of  the  community  that  the 
whole  vehicle  of  human  welfare  would  run 
smoothly  on  the  wheels  of  good  health.  We 
must,  however,  be  very  careful  not  to  be  the 
fifth  wheel  in  this  complex  mechanism. 

In  our  relation  with  one  another  let  us  try 
to  make  as  many  contacts  as  possible, — social, 
professional,  and  scientific, — so  that  we  may 
have  a  better  mutual  understanding.  In  this 
way  we  can  avoid  much  friction  among  ourselves 
and  create  more  respect  for  each  other.  The 
more  we  honor  ourselves  the  more  we  shall  be 
honored  by  others.  The  Memorial  Services 
which  we  held  during  the  past  year  would  not 
give  the  impression  that  we  hold  one  another 
in  very  great  esteem.  I  thank  the  Historical 
and  Necrologic  Committee  for  the  splendid  ser¬ 
vices  arranged  which  failed  only  in  the  attend¬ 
ance. 

In  our  Society  let  us  have  some  permanent 
objectives  which  we  seek  to  attain.  Eor  these 
we  must  strive  consistently  and  persistently. 
Let  us  have  ethical  standards  and  professional 
ideals,  but  let  us  also  recognize  that  they  may 
need  to  be  altered  with  changing  conditions. 
Let  us  try  to  grasp  the  fundamentals  of  our 
ideals  and  then  modify  their  applications  as 
times  change.  Let  us,  above  all,  avoid  that 
which  causes  misunderstanding,  friction,  and 
jealousy  in  our  own  ranks.  Both  great  and 
small  among  us  should  conform  to  the  same 
standards.  We  must  avoid  having  dual  ethical 
standards. 

In  considering  our  relations  to  the  public  we 
must  remember  that  we  should  carry  out  two 
primary  objects:  first,  the  prevention  of  disease, 
and,  second,  the  cure  of  disease.  This  applies 
equally  to  our  contacts  with  individuals  and  the 
public  at  large.  We  must  indicate  and  advise 
our  individual  patients  how  to  avoid  sickness, 
to  detect  any  disease  in  its  incipiency,  and  to 
take  the  proper  methods  for  its  eradication. 

The  laity  is  being  educated  to  consult  phy¬ 
sicians  by  those  who  are  conducting  the  cam¬ 
paigns  against  tuberculosis  and  cancer.  The 


public  is  being  urged  to  see  physicians  during 
pregnancy,  infancy,  and  childhood  by  those  who 
are  carrying  on  these  campaigns.  The  physicians 
from  whom  they  seek  advice  must  render  service, 
or  other  men  and  methods  will  be  sought. 

There  is  now  being  inaugurated  a  campaign 
for  periodic  health  examinations.  Are  the  in¬ 
dividual  members  of  the  medical  profession 
ready  to  render  this  service  to  members  of  the 
community  ?  In  this  connection  I  have  wondered 
how  many  physicians  “follow  up”  their  patients. 
When  patients  place  themselves  in  our  care 
have  they  not  a  right  to  expect  that  their  health 
will  be  safeguarded?  If  we  took  out  a  fire  in¬ 
surance  or  a  life  insurance  policy  and  the  com¬ 
pany  allowed  it  to  lapse  without  a  follow  up 
it  would  hardly  be  free  from  blame.  Are  not 
the  health  and  life  of  an  individual  much  more 
important?  We  are,  in  a  sense,  in  the  position 
of  their  health  assurer.  They  cannot  be  expected 
to  know  the  clinical  course  and  sequelae  of  the 
diseases  with  which  they  are  afflicted. 

Let  us  be  on  more  intimate  terms  with  the 
public.  We  have  no'  secrets  to  keep — let  us 
share  in  simple  terms  our  knowledge  with  them 
in  so  far  as  it  is  possible  to  give  it  to  them. 

We  should  lead  in  and  supervise  all  public  health 
work  through  our  members  who  are  best  compe¬ 
tent  to  handle  the  different  phases  of  this  work. 
We  have  tried  through  our  various  Committees 
on  Health  and  Hospitals,  General  Hospital  Site, 
School  Board,  and  Publicity  to  bring  about  a 
better  understanding  of  some  of  these  problems. 

I  wish  to  thank  the  members  of  these  committees 
for  their  efforts  and  accomplishments. 

We  should  keep  constantly  before  us  the  ideals 
of  service,  loyalty  to  our  calling,  believing  that 
to  a  large  extent  service  is  its  own  reward. 
Service  is  our  aim,  and  just  compensation  is  our 
due.  The  practice  of  medicine  is  a  privilege 
granted  by  the  State  to  but  a  few  of  its  citizens. 
The  pursuit  of  happiness  and  the  enjoyment  of 
life  and  health  are  the  inherent  right  of  every 
citizen.  We  are  privileged  to  help  others  attain 
their  right  to  happiness,  health,  and  long  life. 


THE  PRESENT  STATUS  OF  RADIATION  THERAPY  IN  CANCER* 

By  Arthur  U.  Desjardins,  M.D. 

Section  on  Iladium  and  Iloentgen-Ray  Therapy,  Mayo  Clinic 


ROCHESTER, 

The  attitude  of  the  medical  profession  towards 
radiotherapy  as  applied  to  cancer,  is  a  mixed 

♦Presented  before  the  Hennepin  County  Medical  Associa¬ 
tion,  November  5,  1923,  Minneapolis,  Minnesota. 


MINNESOTA 

emotion.  On  the  one  hand  are  the  “die-hards” 
who  refuse  to  be  convinced,  or  to  admit,  that 
sound  radiation  treatment  is  of  any  value ;  on  the 
other  hand  are  those  who  would  have  us  believe 
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that  radium  and  jr-rays  can  cure  everything  from 
cancer  to  baldness.  Most  physicians  who  have 
seen  many  patients  subjected  to  radiation  have 
been  struck  by  its  unciuestionably  definite  and 
sometimes  astonishing  effect  on  certain  lesions. 
Ifven  in  certain  cases  of  cancer,  more  or  less 
complete  regression  of  the  tumor  and  partial 
or  complete  restoration  to  health  are  not  infre¬ 
quent.  It  is  chiefly  this  problem  of  radiation  as 
applied  in  the  treatment  of  malignant  conditions, 
which  I  shall  discuss. 

One  of  the  outstanding  characteristics  of  a 
malignant  tumor  is  the  atypical  and  hyperactive 
metabolism  of  its  cellular  constituents,  which,  in 
fact,  constitutes  the  very  basis  of  malignancy. 
Although  the  causes  of  such  hypermitosis  are 
still  unexplained,  it  is  known  that  the  rate  of 
mitosis  determines  the  rate  of  growth  of  a  tumor. 
Well-controlled  experiments,  carried  on  over  a 
period  of  years,  have  conclusively  established 
and  repeatedly  confirmed  that  the  cell  is  most 
sensitive  to  radiation  during  the  period  of  mito¬ 
sis.  (Regaud'"’’^’' )  According  to  Mottram  and 
Russ  and  others,  the  cell  is  especially  sensitive 
during  the  metaphase.  As  a  corollary,  Richards 
has  shown  that  “the  resting  nucleus  is  much 
more  resistant  to  the  effects  of  radiation.” 

This  fact  and  the  difference  between  the  rate 
of  mitosis  of  tumor  cells  and  that  of  the  sur¬ 
rounding,  normal  tissue  cells  constitute  the  es¬ 
sential  basis  for  the  application  of  .r-rays  and 
the  B  and  Y  rays  of  radium  in  the  treatment 
of  malignant  lesions. 

The  action  of  radiation  on  the  various  types 
of  cells  varies  considerably.  After  radiation  the 
chromatin  is  the  first  part  of  the  cell  to  show 
definite  changes,  such  as  pathologic  alterations 
in  mitosis,  clumping  of  chromosomes,  and  kary- 
olysis  or  disintegration  of  the  chromatin.  Al¬ 
though  not  definitely  proved,  it  is  at  least  prob¬ 
able  that  the  protoplasm  also  is  injuriously  in¬ 
fluenced. 

Generally,  the  less  the  tendency  to  differentiate, 
and  the  greater  the  proliferative  activity  of  a 
tumor,  the  greater  is  its  radiosensitiveness.  Also 
such  tumors  are  more  sensitive  to  radiation 
than  the  majority  of  other  tissues.  However, 
certain  factors,  such  as  increase  in  the  vitality 
of  a  tumor  through  an  exceptionally  favorable 
vascular  supply,  or  through  its  tendency  to  pro¬ 
duce  paraplastic  structures,  may  cause  resistance 
to  radiation. 

SENSITIVENESS  OE  VARIOUS  TYPES  OF  TUMORS 

Tumors  differ  in  radiosensitiveness  within 


fairly  wide  limits.  Neo])lasms,  such  as  occur 
in  Hodgkin’s  disease  and  lymphosarcoma,  are 
very  strikingly  influenced,  even  by  relatively  small 
doses  of  radium  or  A'-rays,  while  others,  such 
as  melano-epithelioma,  are  seldom  affected.  Be¬ 
tween  these  two  extremes  are  all  grades  of 
radiosensitiveness,  corresponding  more  or  less 
to  the  effect  on  the  normal  tissue,  to  which  the 
tumor  is  morphologically  related.  The  relative 
sensitiveness  of  lesions  to  radiation  may  be 
roughly  graded  according  to  type :  teratoma, 
lymphoma,  sarcoma,  carcinoma  or  epithelioma 
(basal  and  squamous-cell),  endothelioma,  and 
melanoma. 

While  certain  sarcomas  respond  quite  readily 
to  radiation  and  regress  rapidly,  others  are  little, 
if  at  all,  influenced  even  by  large  doses.  Fibro- 
chrondo  and  osteo-sarcoma  are  especially  re¬ 
sistant.  Moreover,  even  though  the  primary 
tumor  may  diminish  greatly,  or  disappear  en¬ 
tirely  as  a  gross  lesion,  the  great  tendency  of 
sarcoma  to  metastasize  early  commonly  removes 
all  hope  of  permanent  cure.  However,  it  may 
be  possible  to  bring  about  a  very  appreciable 
degree  of  palliation  for  a  time. 

In  order  to  study  the  action  of  radiation  on 
carcinoma  and  epithelioma,  the  basal-cell  type 
must  be  separated  from  the  squamous-cell  be¬ 
cause,  while  they  are  all  derived  from  essentially 
the  same  kind  of  cells,  basal-cell  epitheliomas 
have  little  tendency  to  differentiate,  and  this  is 
reflected  in  greatly  increased  susceptibility  to 
radiation.  About  90  per  cent  of  such  cancers 
can  be  permanently  cured  by  thorough  radiation 
treatment.  The  opposite  is  true  of  the  squamous¬ 
cell  type,  with  its  greater  tendency  to  differ¬ 
entiate  and  metastasize. 

ACTION  OF  RADIATION  ON  CANCER  CELLS 

The  effect  of  radiation  on  cancer  depends 
largely  on  the  dosage.  With  adequate  radiation, 
the  cells  in  the  period  of  metaphase  at  the  time 
will,  after  a  few  days,  begin  to  show  definite 
changes,  such  as  swelling  (edema),  disarrange¬ 
ment,  clumping,  disintegration,  and  scattering 
of  the  chromatin;  vacuolization  of  the  proto¬ 
plasm,  rupture  of  the  cell  wall,  and  replacement 
by  newly  formed  connective  tissue.  In  cells  that 
have  not  cjuite  reached  or  have  just  passed  the 
metaphase,  similar  but  incomplete  changes  occur, 
as  evidenced  by  more  or  less  pronounced  disturb¬ 
ances  in  the  process  of  mitosis,  lowered  metab¬ 
olism,  production  of  anomalous  cell  forms,  and 
efforts  at  regeneration,  more  or  less  complete, 
depending  on  the  relative  susceptibility  of  differ- 
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ent  cells  in  the  tumor.  In  certain  of  the  cells, 
still  smaller  dosage  may  produce  transient  or 
prolonged  suspension  of  metabolic  activity,  and, 
if  repeated,  may  gradually  reduce  the  power  of 
the  tumor  to  grow,  within  certain  limits.  How¬ 
ever,  one  important  effect  of  repeated  sublethal 
doses  is  to  increase  the  resistance  of  the  cells, 
permitting  the  tumor  to  recover  its  original 
power  of  growth ;  therefore  the  action  of  radia¬ 
tion  on  any  type  of  cell  depends  on  the  dosage, 
and  may  be  destructive,  inhibitor}^,  or  may  have 
no  effect. 

STIMULATION 

The  possibility  of  stimulating  tumor  cells  has 
been  postulated  frequently,  and  certain  physi¬ 
cians  do  not  recommend  radiation  treatment  for 
fear  the  rate  of  growth  may  be  increased  rather 
than  diminished.  This  fear,  which  has  been 
greatly  exaggerated,  is  the  result  of  certain  ex¬ 
periments  on  tissue  cells,  developing  eggs,  and 
certain  plants  and  seeds,  showing  that  radiation 
can  produce  a  stimulating  effect.  But,  as  Loeb 
has  pointed  out,  this  effect  is  almost  invariably 
temporary,  and  the  normal  metabolic  rate  of 
the  cells  is  soon  restored,  or,  often,  stimulation 
may  be  followed  by  retardation  of  growth  or 
even  by  ultimate  destruction.  Such  stimulation 
is  artificial  and  probably  represents  a  compensa¬ 
tory  effort  of  the  cells,  or  it  may  be  interpreted 
as  a  disturbance  in  the  mechanism  regulating 
cellular  activity,  which  finally  leads  to  transient 
or  permanent  cellular  disability. 

In  any  tumor  there  are  a  number  of  cells  in 
different  stages  of  metabolism  at  the  same  time, 
some  in  the  metaphase,  some  approaching  it, 
some  just  past,  and  others  in  the  resting  stage. 
A  dose  of  radium  or  w-rays  sufficient  to  destroy 
only  the  cells  in  the  metaphase  may  more  or  less 
inhibit  the  activity  of  the  other  cells  for  a  time, 
but  not  permanently.  This  explains  why  most 
of  the  patients  whose  tumors  have  been  treated 
are  not  permanently  cured. 

EFFECT  OF  RADIUM  AND  X-RAYS 

There  is  no  essential  difference  in  the  action 
of  radium  and  A'-rays  on  cells,  and  generally 
there  is  no  competition  between  the  two  agents. 
In  certain  lesions  the  use  of  one  or  the  other 
agent  is  preferable,  depending  on  the  nature, 
size  and  location  of  the  lesion,  and  on  the  nature 
and  available  form  of  the  agents  themselves. 
Certain  relatively  small  superficial  or  accessible 
lesions  are  best  treated  with  radium,  while  com¬ 
paratively  extensive  or  deep  and  directly  inac¬ 
cessible  lesions  are  best  treated  with  w-rays.  In 


many  cases  both  agents  can  and  should  be  com¬ 
bined  ;  the  desirability  of  one  or  the  other  also 
depends  on  how  effectively  the  technic  can  be 
adapted  to  a  particular  case. 

Radium  is  available  as  such,  is  practically 
indestructible,  and  its  activity  continues  indefin¬ 
itely  unimpaired.  One  of  its  properties  is  the 
continuous  discharge  of  a  gas  known  as  radium 
emanation,  which  can  be  collected  in  glass  capil¬ 
laries  and  utilized  in  much  the  same  way  as  the 
element  itself.  This  emanation,  however,  deter¬ 
iorates  rapidly  and  its  activity  diminishes  at  a 
definite  rate.  It  is  effective  approximately  thirty 
days.  On  account  of  the  high  cost  and  the 
danger  of  losing  radium,  many  institutions  utilize 
the  emanation,  loss  of  which  would  be  of  little 
consequence. 

The  practice  of  burying  in  the  tissues 
small  glass  points  or  “seeds”  containing  varying 
amounts  of  radium  emanation  has  been  exten¬ 
sive  for  some  years.  The  method  has  certain 
advantages  which  appeal  to  radiologists.  The 
radiation  units  can  be  injected  directly  into  the 
tumor  or  lesion,  and  thus  have  a  full  effect  in 
every  direction ;  the  units  are  sufficiently  small 
to  make  slight  differences  in  the  radiation 
strength  for  each  unit  of  little  importance,  es¬ 
pecially  when  a  number  of  such  units  are  in¬ 
troduced  at  the  same  time.  Emanation  is  also 
used  in  hollow  needles,  commonly  of  steel,  into 
which  are  placed  seeds  or  glass  points  in  sufficient 
quantity  to  make  up  any  predetermined  strength. 
Bare  seeds  are  indicated  in  relatively  small  lesions, 
while  the  larger  needles,  containing  approxi¬ 
mately  10  me.,  are  used  in  large  lesions  or 
tumors.  However,  when  needles  are  employed, 
it  is  generally  preferable  to  use  as  the  radio¬ 
active  source  the  stable  salts  of  radium  rather 
than  the  emanation. 

The  rapid  rate  of  deterioration  of  emanation 
is  a  disadvantage.  Although  the  rate  is  known 
and  the  dosage  can  thus  be  calculated,  the  mere 
necessity  of  such  a  calculation  introduces  a 
larger  margin  of  error.  The  bare  seeds  possess 
further  disadvantages.  The  glass  segments  con¬ 
taining  the  emanation,  being  left  in  the  tissues 
permanently,  become  so  many  foreign  bodies 
with  potentialities  that  cannot  be  entirely  dis¬ 
regarded.  However,  of  much  greater  importance 
is  the  fact  that  such  units  allow  all  of  the  B 
and  Y  rays  to  pass  out  into  the  surrounding 
tissues.  Both  experimentation  and  experience 
have  convincingly  and  repeatedly  shown  that  B 
rays  and  the  softer  Y  rays  have  a  marked 
caustic  effect  often  leading  to  necrosis  and 
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sloughing.  It  is  not  uncommon,  following  treat¬ 
ment  of  a  nodular  malignant  focus  by  injecting 
bare  emanation  units,  to  see  the  lesion  slough 
and  be  replaced  by  a  sluggish,  indolent  ulcer 
that  may  resist  all  treatment  for  a  long  time. 
Although  to  a  lesser  degree,  the  steel  needles, 
which  do  not  filter  out  all  the  B  rays,  have  the 
same  disadvantage. 

The  present  trend  is  toward  the  restricted  use 
of  emanation  in  favor  of  the  more  stable  radium 
salts  and  toward  higher  filtration  and  smaller 
units,  such  as  platinum  or  gold  needles  containing 
2.5  or  5.0  mg.  of  radium  element,  and  filtering 
ont  all  the  B  rays  and  the  softer  Y  rays. 

SURGERY  AND  RADIATION 

In  cases  in  which  both  surgery  and  radiation 
are  used,  the  closest  co-operation  between  sur¬ 
geon  and  radiologist  is  necessary,  both  working 
for  the  ultimate  good  of  the  patient.  The  sur¬ 
geon  who  is  content  to  save  only  one  of  five 
cases  of  cancer  of  the  breast,  and  is  unwilling 
to  try  supplementary  radiation,  or  insists  on 
operation  in  cases  of  carcinoma  of  the  cervix 
when  equally  good  results  would  be  obtainable 
by  radiation  alone,  may  be  left  to  his  fate ;  the 
same  is  true  of  the  radiologist  who  does  not 
recognize  his  limitations. 

To  illustrate  the  present  tendency  in  radium 
technic,  a  tendency  which  is  also  a  splendid  ex¬ 
ample  of  co-operation  between  surgeon  and  ra¬ 
diologist,  I  shall  describe  the  technic  employed 
at  the  Institut  du  Radium,  of  Brussels,  in  the 
treatment  of  cancer  of  the  rectum.  For  some 
still  unknown  reason,  cancer  of  the  rectum  has 
heretofore  appeared  to  be  exceptionally  resistant 
to  radiation.  In  attempting  to  cope  with  this 
situation,  the  surgeons  and  radiologists  identified 
with  this  institution  have  worked  out  a  technic, 
the  essential  basis  of  which  consists  in  thorough 
exposure  of  the  tumor  by  the  surgeon,  and  the 
radical  but  logical  employment  of  radiation  by 
the  radiologist. 

The  patient  is  placed  in  a  reversed  Trendelen¬ 
burg  position.  The  incision  is  carried  over  the 
sacrum,  around  the  anus,  and  down  the  perineum. 
The  anus  and  lower  rectum  are  next  separated 
from  the  surrounding  structures.  Then,  while 
an  assistant  makes  traction  on  the  rectum,  the 
surgeon  removes  as  much  of  the  sacrum  as 
necessary  to  expose  the  entire  tumor.  Here  the 
surgeon  is  replaced  by  the  radiologist,  who,  with 
one  finger  in  the  rectum,  first  inserts  in  healthy 
tissue  beyond  the  zone  of  involvement  a  complete 
radium  barrage  made  up  of  platinum  needles 


containing  5  mg.  of  radium  element,  and  0.5 
mm.  thick  (filtering  out  the  B  and  soft  Y  ray), 
planted  at  definite  intervals.  These  needles  are 
passed  down  to,  but  not  through,  the  normal 
mucosa.  The  malignant  zone  itself  is  attacked 
by  means  of  similar  needles  introduced  at  reg¬ 
ular  intervals  throughout  the  neoplasm.  A  large 
sterile  gauze  pack  is  applied  and  kept  on  until 
the  needles  have  been  in  place  long  enough  to 
deliver  the  dosage  decided  on.  The  needles  are 
then  withdrawn  and  the  wound  closed  by  the  sur¬ 
geon.  (The  surgical  phases  of  this  technic  should 
be  carried  out  with  as  little  cutting  of  blood 
vessels  and  lymphatics  as  possible.)  Further  ra¬ 
diation  is  then  directed  to  the  entire  pelvis  by 
means  of  A'-rays.  Such  procedure  may  seem 
radical,  but  it  is  legitimate  and  is  an  attempt 
to  obtain  good  results  where  heretofore  they  have 
been  indifferent.  However,  the  points  I  wish 
to  emphasize  are  that,  whenever  surgery  and 
radiation  must  be  considered,  prejudice  on  one 
side  or  the  other  cannot  replace  the  sound,  open- 
minded  study  of  facts,  and  the  technic,  whether 
surgical,  radiological,  or  combined,  should  be 
planned  to  deal  as  effectively  as  possible  with  the 
requirements  of  the  case. 

Other  similar  modifications  have,  within  recent 
years,  brought  treatment  by  the  x-rays  to  a  new 
level  of  effectiveness.  For  many  years  x-rays 
had  yielded  satisfactory  results  in  certain  lesions 
involving  the  tissues  at  the  surface  of  the  body, 
including  certain  types  of  malignancy.  There 
had  likewise  been  distinctly  encouraging  results 
in  certain  types  of  tumors  within  the  body, 
while  in  others  evidence  of  benefit  was  but  partial 
or  absent.  It  has  long  been  felt  that  one  of  the 
chief  causes  of  such  discrepancy  was  the  in¬ 
ability,  with  the  technic  available,  to  deliver 
throughout  the  malignant  field  a  dose  sufficient 
effectively  to  bring  about  the  direct  or  indirect 
destruction  of  the  anomalous  cells.  To  over¬ 
come  this  difficulty  it  was  necessary  to  obtain 
greater  penetration  by  increasing  the  thickness 
of  the  filtering  medium,  and  by  using  higher 
voltages  which  increase  the  proportion  of  rays 
of  short  wave-length  in  the  x-ray  beam.  These 
are  the  chief  reasons  for  the  so-called  high  volt¬ 
age  machines  now  so  much  discussed.  Such 
apparatus  does  not  possess  supernatural  powers, 
but  does  enable  the  radiologist  to  obtain  results 
in  cases  which  previously  could  be  influenced 
but  little,  if  at  all.  Such  high-voltage  machines 
were  brought  out  and  used  in  Germany  during 
the  war,  and  clever  exploitation  of  their  ad¬ 
vantages  created  a  stir  in  professional  circles. 
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Certain  workers  were,  for  a  time,  somewhat 
radical  in  their  ideas  and  technic,  but  recently 
a  more  conservative  and  rational  note  is  being 
heard  in  many  quarters,  and  its  volume  is  daily 
increasing.  It  has  been  learned  that  the  use  of 
the  massive  dose  in  one  prolonged  sitting,  ad¬ 
vocated  by  a  few,  could,  in  some  cases,  do  more 
harm  than  good.  This  can  be  compared  with 
the  attitude  some  years  ago  of  certain  surgeons 
who  were  inclined  to  consider  the  pathologic 
condition  rather  than  the  patient.  Eortunately, 
this  tendency  is  now  less  evident.  When  this 
high-voltage  wave  struck  America  three  or  four 
years  ago,  many  radiologists,  conscious  of  their 
inability  notably  to  affect  but  a  small  proportion 
of  malignant  tumors  within  the  body,  eagerly 
took  advantage  of  this  new  development.  There 
is  no  doubt  that  more  or  less  marked  improve¬ 
ment  can  now  be  obtained  in  vases  which  here¬ 
tofore  showed  little  response  to  the  old  methods. 
The  exact  limits  of  its  usefulness  have  not  yet 
been  definitely  established ;  in  the  meantime  it  is 
folly  to  labor  under  the  delusion  that  high-voltage 
jr-ray  treatment  is  a  cure-all.  Nevertheless, 
used  intelligently,  it  constitutes  a  distinct  ad¬ 
vance,  and  is  a  means  of  relieving  suffering  and 
prolonging  life. 

To  convey  some  idea  of  the  possibilities  and 
probabilities  of  radiation  in  malignancy,  I  shall 
consider  its  use  in  three  common  forms :  cancer 
of  the  breast,  epithelioma  of  the  uterine  cervix, 
and  the  lymphoma  group  (Hodgkin’s  disease  and 
lymphosarcoma) . 

CANCER  OF  THE  BREAST 

The  aim  of  radiation  treatment  in  cases  of 
cancer  of  the  breast  is  not  to  replace  surgery 
in  the  operable  cases,  but  to  supplement  it,  the 
object  being  to  diminish  or  delay  the  incidence 
of  recurrence.  The  fact  that  only  one  of  five 
victims  may  reasonably  expect  permanent  cure, 
even  when  treated  by  the  best  type  of  surgery, 
should  be  sufficient  to  make  any  surgeon  eager 
to  try  any  and  every  means  that  offers  a  chance 
to  improve  such  results.  Yet  many  surgeons 
remain  unwilling  to  co-operate  effectively  with 
the  radiologist.  Patients  are  subjected  to  oper¬ 
ation  who  are  really  beyond  surgical  aid  (supra¬ 
clavicular  involvement),  in  spite  of  the  fact  that 
radiation  often  offers  as  much  or  more  palliative 
relief  than  surgery.  Surgeons  informed  of  the 
possibilities  of  effective  radiation  confine  oper¬ 
ation  to  cases  in  which  the  likelihood  of  achiev¬ 
ing  complete  excision  of  the  malignant  growth 
appears  clinically  unquestionable.  I  am  not 


unmindful  of  the  advisability  of  occasional  palli¬ 
ative  excision  in  certain  ordinarily  inoperable 
cases,  but  the  more  familiar  the  surgeon  is  with 
the  effect  of  radiation  in  such  cases,  the  less  he 
will  be  tempted  to  intervene.  Even  when  such 
intervention  seems  desirable,  the  radiologist 
should  first  be  consulted.  Of  course,  inferior' 
radiology  may  mar  the  effect  of  superior  surgery: 
almost  as  much  as  injudicious  surgery  spoils 
most  effective  radiologic  procedures. 

Radiation,  in  conjunction  with  surgery,  in  the 
frankly  operable  cases  should  be  so  planned  and 
executed  as  to  make  it  most  effective.  This  is 
done  by  thorough  preliminary  rontgenization,  not 
only  of  the  region  involved,  but  of  the  entire 
lymphatic  drainage.  The  procedure  should  be 
repeated  once  or  twice  after  operation,  depend¬ 
ing  on  the  degree  of  glandular  involvement 
found  microscopically.  One  or  two  weeks  should 
elapse  between  the  preliminary  radiation  and  the 
operation  to  allow  time  for  sufficient  cellular 
changes  to  minimize  the  possibility  of  subsequent 
surgical  dissemination.  Unless  the  dosage  is 
carried  to  extreme  limits,  no  interference  with 
wound  healing  should  be  noticeable.  More  time 
will  be  required  to  determine  whether  our  ex¬ 
pectations  in  this  direction  will  be  even  partly 
fulfilled.  However,  even  now  it  is  significant 
that  surgeons  who  have  been  able  thoroughly  to 
test  the  method,  advocate  its  more  extensive  use. 

In  the  inoperable  cases  more  or  less  pronounced 
effect,  ranging  from  complete  and  prolonged 
local  regression  to  mere  transient  inhibition,  is 
commonly  obtained.  Unfortunately,  recurrence 
or  metastasis  is  the  rule.  Nevertheless,  life  is 
often  greatly  extended,  pain  is  relieved,  surface 
ulceration  is  prevented,  and  in  a  few  cases,  even 
multiple,  nodular,  pulmonary  metastatic  foci  may 
be  made  to  disappear,  and  the  patient  restored 
to  useful  activity  for  many  months. 

In  the  inoperable  and  borderline  cases,  thor¬ 
ough  radiation  treatment  may  so  improve  the 
condition  that  surgical  amputation  as  a  palliative 
measure  seems  feasible  from  a  strictly  technical 
standpoint,  but,  from  the  standpoint  of  the  pa¬ 
tient’s  welfare,  the  effect  of  such  a  measure  is 
often  pernicious ;  it  apparently  opens  up  to  the 
remaining  cancer  cells  fresh  avenues  of  activity 
and  the  effect  is  like  that  produced  by  touching 
a  match  to  a  mound  of  dry  leaves.  Therefore, 
when  radiation  has  produced  relatively  satis¬ 
factory  improvement,  palliative  operation  should 
not  be  undertaken  lightly  in  cases  of  cancer  of 
the  breast  or  other  malignant  tumors.  In  some 
of  the  inoperable  and  recurrent  cases,  radium 
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can  be  effectively  combined  with  the  ;i:-rays,  and 
its  use  in  suitable  cases  should  not  be  neglected. 

CANCER  OF  TJIE  UTERUS 

Cancer  of  the  uterus  constitutes  a  different 
problem  in  some  respects.  When  the  disease  is 
limited  to  the  fundus,  hysterectomy  is  still  the 
method  of  choice.  The  application  of  radium 
is  somewhat  uncertain,  largely  because  of  the 
impossibility  of  placing  it  with  exact  reference 
to  the  lesion ;  therefore  radium  should  be  re¬ 
served  for  those  cases  in  which  total  extirpation 
is  impossible,  or  contra-indicated.  Whether  treat¬ 
ed  locally  by  surgery  or  radium,  thorough  ront- 
genization  some  time  before  (two  to  four  weeks) 
and  shortly  after  operation,  or  to  supplement 
the  radium,  should  be  employed. 

However,  when  the  malignant  process  involves 
the  cervix,  the  advisability  of  operation  is  even 
more  remote,  except  for  special  reasons.  The 
immediate  and  end  results  of  surgical  interven¬ 
tion  are  not  especially  noteworthy,  and  few  sur¬ 
geons  feel  like  boasting  about  them.  Even  in 
the  early  cases,  sound  radiation  treatment  is  a 
worthy  competitor.  Granting  some  leeway  for 
further  argument  and  demonstration,  surgery 
should  be  excluded  from  all  other  cases,  because 
here  it  cannot  compete  with  radiation.  Cancer 
of  the  cervix  is  particularly  responsive  to  radia¬ 
tion  because  it  can  be  so  effectively  brought  to 
bear  on  the  diseased  tissue.  Radium  can  be 
inserted  directly  into  the  cervical  canal,  and 
from  this  vantage  point  its  rays  exert  their  full 
effect  in  every  direction ;  little  or  none  of  its 
energy  is  wasted.  Eurther  action  can  be  pro¬ 
duced  on  the  lesion  itself,  as  well  as  on  its  pro¬ 
longations  in  the  broad  ligaments,  or  in  the  vag¬ 
inal  approaches  to  the  cervix,  by  making  use 
of  the  vagina  to  increase  the  radium  dosage  to 
the  entire  territory  surrounding  the  cervix. 

Maximal  radium  effectiveness  is  restricted  to 
a  zone,  about  1.5  to  2.0  cm.,  around  the  agent. 
For  this  reason,  in  view  of  the  possible  or  de¬ 
monstrable  invasion  of  glands  away  from  the 
cervix  or  along  the  bony  confines  of  the  pelvis, 
it  becomes  essential  to  supplement  the  locally 
delivered  radium  dosage  by  x-ray  treatment  from 
without.  Here,  owing  to  the  depth  of  the  in¬ 
volved  tissues,  A'-rays  generated  at  high  voltages 
are  necessary.  The  patient  having  been  meas¬ 
ured,  the  radiologist,  by  the  use  of  so-called 
penetration  charts  prepared  from  physical  meas¬ 
urements  made  under  known  conditions,  can 
place  his  dosage  so  as  to  bathe  the  entire  pelvis 
uniformly  in  a  radiation  atmosphere.  The  fact 


that  few  patients  are  permanently  cured  is  not 
an  argument  against  the  method,  for  the  simple 
reason  that  the  radiologist  is  too  often  regarded 
as  a  sort  of  pathologic  junkdealer;  commonly 
he  is  consulted  only  if  no  other  method  offers 
a  promise  of  glory. 

Generally,  it  is  possible  to  grade  all  such  cases 
on  the  basis  of  a  careful  examination,  into  two 
rough  groups :  ( 1 )  those  in  which  we  may  rea¬ 
sonably  expect  to  bring  about  a  permanent  cure ; 
in  these  the  treatment  should  be  pushed  with 
vigor  and  thoroughness,  but  if  the  initial  effort 
is  not  completely  successful,  no  amount  of  sub¬ 
sequent  treatment  is  likely  to  achieve  success ; 
and  (2)  those  in  which  a  cure  is  impossible  or 
unlikely;  here  the  object  must  be  to  obtain  the 
greatest  possible  degree  of  improvement,  and  this 
can  best  be  accomplished  by  more  conservative 
measures  repeated  from  time  to  time  according 
to  individual  requirements. 

LYMPHOBLASTOMA 

Ever  since  the  communications  of  Thomas 
Hodgkin,  in  1832,  and  of  Samuel  Wilks,  in 
1856  and  1865,  attracted  the  attention  of  the 
profession  to  the  group  of  malignant  conditions 
classified  as  lymphoma  or  lymphoblastoma,  many 
forms  of  treatment,  medical  and  surgical,  have 
been  tried.  Various  drugs  have  been  advocated 
from  time  to  time,  but,  aside  from  brief  and 
transient  improvement  in  certain  cases,  the  fatal 
course  of  the  disease  has  not  been  greatly  im¬ 
peded.  Surgical  excision  of  notably  involved 
groups  of  glands  has  also  been  unsuccessful,  and 
is  seldom  considered  at  the  present  time. 

The  only  form  of  treatment  that  exerts  note¬ 
worthy  influence  on  such  morbid  states  is  radia¬ 
tion  by  means  of  Ar-rays  and  radium,  used  in¬ 
dependently  or  in  combination.  The  intelligent 
employment  of  such  treatment  often  yields  strik¬ 
ing  results,  even  in  cases  in  which  complications 
of  a  more  or  less  serious  nature  are  impending. 
Many  patients  are  completely  restored  to  normal 
health,  while  others  are  only  partially  improved. 
Even  in  the  presence  of  extensive  mediastinal 
glandular  involvement,  with  or  without  pleural 
effusion,  it  is  often  possible  to  cause  such  aden¬ 
opathy  to  disappear  and  the  fluid  to  be  absorbed. 
Unfortunately,  the  improvement  is  not  perma¬ 
nent  ;  it  may  continue  for  months,  or  even  for 
two  or  three  years,  but  sooner  or  later  recurrence 
occurs  in  the  same,  or  in  some  other  region  and 
is  usually  fatal. 

In  cases  of  Hodgkin’s  disease  and  lympho¬ 
sarcoma,  the  average  duration  of  the  disease 
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from  the  onset  of  symptoms,  without  systematic 
treatment,  is  approximately  two  and  one-half 
years.^  While  we  are  not  yet  in  a  position  to 
assert  that  radiation  actually  prolongs  life,  it  may 
be  asserted  positively  that  radiotherapy  is  a 
means  of  relieving  symptoms,  more  or  less  com¬ 
pletely,  for  a  long  time,  and  of  making  the  life 
period  of  such  patients  infinitely  more  comfort¬ 
able.  In  the  treatment  of  these  conditions,  ra¬ 
dium  plays  a  relatively  minor  part.  It  is  useful 
in  dealing  with  the  large  cervical  and  axillary 
adenopathy  so  often  encountered,  because  the 
action  of  radium  on  such  adenopathy  is  gener¬ 
ally  more  rapid  than  that  of  .r-rays.  But  to 
combat  deep  adenopathy,  mediastinal  or  abdom¬ 
inal,  ;r-rays  are  more  effective.  In  fact,  to  ob¬ 
tain  the  best  results,  treatment  should  not  be 
confined  to  the  superficial  and  palpably  enlarged 
glands,  but  should  be  more  or  less  routinely 
directed  to  all  the  important  lymphatic  channels : 
cervical,  axillary,  mediastinal,  abdominal  and  in¬ 
guinal.^  This  is  best  accomplished  by  combining 
the  two  agents  as  previously  indicated. 

SUMMARY 

Radiotherapy  is  not  a  cure-all  in  malignant 
conditions;  it  cannot  even  be  called  a  curative 


agent,  since  in  but  a  small  percentage  of  cases 
is  the  disease  permanently  overcome.  That  this 
small  percentage  could  be  considerably  increased 
if  patients  suffering  from  malignancy  were  re¬ 
ferred  to  the  radiologist  earlier,  is  no  doubt  true, 
but  in  this  direction  we  must  feel  our  way  cau¬ 
tiously  and  advance  only  as  definite  knowledge 
is  obtained.  However,  as  a  palliative  agent, 
radiotherapy  is  of  very  definite  value  in  many 
forms  of  malignancy,  and  its  judicious  employ¬ 
ment  can  render  the  greatest  service  to  many 
unfortunate  victims. 
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A  CASE  OF  BILATERAL  HYDRONEPHROSIS  IN  A  MALE  FETUS  OF 
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Several  cases  of  antenatal  hydronephrosis 
have  been  communicated,  due  either  to  an  ab¬ 
sence  of  the  ureters  or  to  the  obstruction  of  some 
part  of  the  genito-urinary  tract,  or  to  the  torsion 
of  the  penis  in  the  male  or  to  imperforate  hymen 
in  the  female.  (Sutton.^)  But  the  case  which 
I  relate  here,  a  case  of  bilateral  hydronephrosis 
in  a  male  fetus  of  seven  and  one-half  months, 
shows  that  hydronephrosis  may  originate  from 
a  cause  which  differs  from  all  those  that  have 
already  been  mentioned;  moreover,  it  concurs 
to  throw  more  light  on  the  problems  of  the  func¬ 
tion  of  the  kidneys  during  fetal  life  and  on  the 
formation  of  the  amniotic  fluid. 

Concerning  the  time  at  which  the  kidneys 
begin  to  function,  Edgar,^  in  relating  the  scien¬ 
tific  knowledge  on  the  problem,  says,  “The  kid¬ 
neys  begin  to  assume  functional  form  at  the 
seventh  week.  At  first  their  ducts  communicate 
with  the  rudimentary  allantois,  but,  since  the  : 
bladder  is  derived  from  this  organ,  the  ureter. sg 


finally  empty  into  that  viscus.  In  the  course 
of  development  urine  is  excreted  by  the  fetus 
from  time  to  time,  as  can  be  proved  by  the  pre¬ 
sence  of  urea  in  the  amniotic  fluid.  There  is 
always  a  certain  amount  of  albumin  in  the  fetal 
urine.” 

As  regards  the  origin  of  the  amniotic  fluid, 
the  same  author  (Edgar^)  concludes  that  it  is 
of  maternal  and  fetal  origin, — a  transudate  fluid 
from  the  placenta,  and  urine,  secreted  from  time 
to  time  by  the  fetus  through  the  urethra.  These 
views,  however,  are  not  accepted  by  all  authors. 
Just  as  there  is  a  difference  of  opinion  concern¬ 
ing  the  origin  of  the  amniotic  fluid,  so  there  also 
exists  controversy  concerning  the  origin  of  the 
dropsy  of  the  amnion. 

CASE  REPORT 

At  11:00  A.  M.,  April  14,  1922,  at  St.  Michael’s 
Hospital,  Grand  Forks,  North  Dakota,  a  patient, 
under  the  care  of  Dr.  J.  E.  Hetherington,  delivered, 
j|due  to  abortion,  a  dead  seven  and  one-half  uionth 
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male  fetus.  I  pei-formed  the  autopsy. 

History:  Dr.  Hetherington  related  that  nothing 
of  importance  existed  in  the  history  of  the  mother. 
During  the  pregnancy  she  had  a  Bartholin’s  gland 
infection;  before  the  end  of  the  pregnancy,  poly¬ 
hydramnios  was  formed. 

External  examination:  y\pparently  normal  size  for 
a  seven  and  one-half  month  fetus.  Five  fingers  and 
a  thumb  on  each  hand.  Abdomen,  greatly  distended 
and  fairly  hard.  No  other  external  lesions. 

Opening  the  body: 

1.  The  thorax' 

Thymus  showed  normal  development. 

The  pleural  cavities  contained  a  scanty  amount 
of  fluid. 

Lungs  were  in  a  state  of  atelectasis;  when 
placed  in  water  they  sank.  No  lesions  were 
noted  in  the  lungs. 

The  heart  was  normal. 

2.  The  abdomen:  Upon  opening  the  abdomen  two 
enormous  sacs,  one  on  the  left  and  the  other  on 
the  right  side  of  the  body,  appeared  apparently 
in  the  position  of  the  kidneys.  These  sacs  occupied 
a  great  deal  of  the  abdominal  cavity,  and  exercised 
some  pressure  on  the  neighboring  organs.  A  scanty 
fibrinous  exudate  with  some  recent  adhesions  was 
found  upon  the  sacs  and  in  the  near  vicinity.  The 
left  sac,  the  larger,  had  the  following  dimensions: 
length,  10  cm.;  breadth,  6  cm.;  thickness,  3k2cm. 
Upon  cutting  it  an  almost  limpid  fluid  with  all  the 
appearance  and  the  chemical  properties  of  the  pre¬ 
natal  urine  escaped.  (Edgar^.)  The  sac  appeared  to 
be  formed  by  an  enormous  dilatation  of  the  pelvis 
and  by  a  great  distention  and  thinning  of  the  renal 
substance.  This  varied  in  thickness  from  one  to 
two  millimeters  in  diameter,  which  means  that  al¬ 
most  all  of  the  renal  substance  had  disappeared. 
The  ureter  was  pervious. 

The  right  sac  had  the  following  dimensions: 
length,  Scm. ;  breadth,  4cm.;  thickness,  3^cm.  Upon 
opening  the  sac  it  was  found  to  be  filled  with  a 
fluid  similar  to  that  of  the  left  sac.  The  walls  of 
the  right  sac  had  a  trifle  more  abundant  residuum 
of  renal  substance  than  did  those  of  the  left.  The 
right  ureter  was  also  pervious. 

Both  of  the  kidneys,  then,  showed  a  morbid  con¬ 
dition  equal  to  that  called  “hydronephrosis.” 

The  liver  showed  some  passive  congestion. 

The  spleen  was  in  a  state  of  moderate  passive 
congestion. 

Intestines,  stomach,  pancreas,  mesenteric  lymph 
glands,  adrenal  glands,  and  peritoneum  were  normal. 

The  bladder  was  greatly  distended.  Upon  open¬ 
ing  the  bladder  it  was  found  to  be  filled  with  a  fluid 
exactly  similar  to  that  which  had  filled  the  renal 
sacs.  The  genital  organs  were  edematous.  Torsion 
of  the  penis  was  not  noted.  The  urethra  was  per¬ 
vious. 

Microscopical  examination:  At  the  microscopical 
examination  the  left  sac  (left  kidney)  showed  that 
almost  all  of  the  “medulla”  had  disappeared;  a 
proportionately  more  abundant  portion  of  the  “cor¬ 
tex”  remained.  In  the  “cortex”  were  found  the 
glomeruli  of  Malpighi,  all  of  which  showed  some 
degenerative  processes  (especially  atrophy)  in  a 
more  or  less  marked  degree.  “Cortex”  and  “Me¬ 
dulla”  (the  remaining  of  the  renal  substance)  showed 
large  masses  of  neoformed  fibrous  tissue,  which  had 


taken  the  place  of  the  destroyed  renal  epithelium. 
In  several  parts  the  uriniferous  tubules  still  re¬ 
mained,  but  their  luniina  were  dilated  and  their 
epithelium  was  in  degeneration.  Some  of  them 
were  dilated  to  such  an  extent  that  they  constituted 
small  elongated  cysts.  Some  proliferative  changes 
had  also  occurred  in  the  epithelium  of  the  urinifer¬ 
ous  tubules;  the  proliferation  in  some  parts  had  al¬ 
most  acquired  an  appearance  of  small  adenoma. 
Hemorrhages  had  taken  place  in  the  uriniferous 
tubules,  and  in  the  interstitial  tissues  among  the 
uriniferous  tubules;  in  some  parts  of  the  remaining 
renal  substance,  but  rarely,  an  infiltration  of  small 
round  cells  was  also  noted. 

The  right  sac  (right  kidney)  showed  the  same 
lesions  as  those  of  the  left  sac,  but  less  marked; 
more  cortical  substance  remained.  The  right  kid¬ 
ney,  although  in  an  imperfect  condition,  was  prob¬ 
ably  still  able  to  function. 

Diagnosis  and  discussion:  One  important  morbid 
fact  was  noted  in  the  body:  the  formation  of  a  bi¬ 
lateral  hydronephrosis. 

The  form  of  hydronephrosis  which  had  affected 
the  fetus  appeared  equal  to  that  form  of  hydrone¬ 
phrosis  which  occurs  when  the  “urinary  flow  is  in¬ 
terfered  with  only  partially  or  intermittently.” 
(Delafield  and  Prudden^.)  That  is  to  say,  this  form 
of  hydronephrosis  was  greater  in  extent  than  that 
form  due  to  a  complete  stoppage  of  the  flow.  Since 
none  of  the  causes  already  described  as  determining 
hydronephrosis  were  found  in  the  body, — that  is  to 
say,  no  hindrances  to  the  passage  of  the  urine  were 
noted  along  the  urinary  tract, — the  hydronephrosis 
of  the^  present  case  may  be  explained  only  in  the 
following  way:  The  mother  had  suffered  with 
hydramnios,  which  surely  had  changed  the  amount 
and  the  composition  of  its  fluid,  varying  it  accord¬ 
ing  to  the  course  of  the  disease.  As  we  suppose  that 
the  kidneys  pour  their  secretion  through  the  urinary 
tracts  into  the  amnion,  the  flow  of  the  urine  undoubt¬ 
edly  must  have  met  a  resistance  in  proportion  to 
the  variations  of  the  amniotic  fluid.  Consequently, 
periods  of  inverse  pressure  arose  for  the  kidneys, 
with  the  destruction  of  the  renal  substance,  and 
periods  of  relief;  from  this  condition  the  hydrone¬ 
phrosis  was  formed  due  to  a  partial  or  intermittent 
obstruction  to  the  urinary  flow. 

This  explanation  of  the  cause  of  the  hydrone¬ 
phrosis  also  supports  the  conception  (Edgar^)  that 
the  kidneys  of  the  fetus  “after  the  communication 
between  the  bladder  and  the  exterior  of  the  body 
is  completed  through  the  agency  of  the  urethra,” 
from  time  to  time,  pour  their  secretion  into  the 
amniotic  fluid,  and  that  urine  consequently  concurs 
to  form  the  amniotic  fluid. 

The  death  of  the  fetus  may  have  been  caused  by 
one  of  the  two  following  morbid  conditions:  (1) 
the  hydronephrosis;  (2)  the  hydramnios. 

Note. — I  wish  to  thank  Dr.  Hetherington  of 
Grand  horks,  North  Dakota,  for  calling  me  to 
perform  the  autopsy  of  the  fetus. 
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MINNEAPOLIS  CLINIC  WEEK 

It  has  been  decided  by  the  Executive  Commit¬ 
tee  of  the  Clinical  Section  of  the  Hennepin  Coun¬ 
ty  Medical  Society  to  hold  the  usual  Minneapolis 
Clinic  Week  on  the  6th,  7th,  8th,  and  9th  of 
May  during  the  time  the  Public  Health  Expo¬ 
sition  is  on.  This  will  give  medical  men,  social 
workers,  and  clinicians  an  opportunity  to  demon¬ 
strate  what  clinical  material  is  available  to  those 
who  are  interested  spectators  of  the  Health  Ex¬ 
position.  This  does  not  mean  that  the  regular 
attendance  at  the  clinics  will  be  a  massed  audi¬ 
ence,  but  will  be  held,  as  before,  for  doctors. 
Already  inquiries  have  come  to  the  Committee 
asking  about  Clinic  Week,  and  as  no  literature 
has  been  sent  out  as  yet  the  time  will  soon  come 
when  particulars  will  be  given  about  the  addi¬ 
tional  features  of  Clinic  Week  this  year. 

It  has  been  decided,  so  far,  that  the  first  two 
days  of  Clinic  Week  will  be  given  over  to  “dry 
clinics,”  such  as  were  given  at  the  meeting  of 
the  Tri-State  Medical  Society  in  Des  Moines 
last  November.  There  seems  to  be  some  con¬ 
fusion  or  question  as  to  just  what  a  “dry  clinic” 
means,  and  the  writer  can  do  no  better  than 
quote  from  the  experience  at  Des  Moines.  The 
entire  program  during  these  two  days  of  Clinic 
Week  will  be  given  in  an  auditorium  of  sufficient 
size  to  accommodate  all  who  wish  to  attend,  and 
clinics  will  be  given  from  a  stage  or  platform 
on  patients  who  are  presented  with  histories  and 


for  diagnostic  ends ;  that  is,  a  patient  may  be 
brought  in  as  an  ambulatory  case  or  he  may  be 
brought  in  from  a  hospital  on  a  cot.  His  history 
will  be  read  and  some  man  who  is  qualified  will 
be  given  an  opportunity  to  make  a  diagnosis  and 
present  his  reasons  therefore,  without  any  oper¬ 
ative  procedure ;  consequently,  a  dry  clinic  practi¬ 
cally  means  a  diagnostic  clinic  without  an  opera¬ 
tion.  This  will  give  medical  men  and  specialists, 
as  well  as  surgeons,  an  opportunity  to  present 
interesting  cases  from  all  angles,  which  later 
may  be  operated  on  or  which  may  be  treated. 
The  last  two  days  of  Clinic  Week  will  be  given 
over  to  the  regular  hospital  clinics,  where  opera¬ 
tions  will  be  preformed  and  where,  fierhaps  some 
of  the  same  cases  that  were  presented  in  the 
dry  clinics  may  be  operated  on.  Then,  too,  the 
medical  man  and  the  special  man  may  present 
their  cases  for  further  demonstration,  particu¬ 
larly  if  they  are  unable  to  attend  the  two  days 
of  dry-clinic  demonstrations. 

This  method  of  procedure  has  been  found 
to  be  particularly  interesting  and  instructive  be¬ 
cause  it  brings  to  the  mind  of  the  doctor  the 
careful  study  of  the  history  of  the  individual 
with  all  the  points  obtainable  as  a  complete 
family  record, — the  onset,  the  progress,  and  the 
evidence  of  disease.  We  cannot,  of  course,  ex¬ 
pect  to  give  the  demonstrations  that  were  given 
by  the  Tri-State  Medical  Society,  but  we  can 
give  in  replica  a  smaller  clinic  and  yet,  perhaps, 
one  as  interesting  so  that  every  man  may  learn 
something  from  his  attendance  on  Clinic  Week. 

It  is  suggested  that  the  clinicians  of  Minneapo¬ 
lis  begin  to  conserve  their  dry-clinic  material, 
to  have  the  cases  carefully  worked  up  so  that  they 
may  be  presented  in  full  on  dry-clinic  days. 
Those  who  attended  the  Des  Moines  meeting 
will  remember  that  it  was  not  an  infrequent  oc¬ 
curence  for  men  to  sit  fifteen  hours  a  day  for 
four  consecutive  days  at  the  remarkable  dry 
clinics,  papers,  and  lectures  which  were  pre¬ 
sented,  and  a  clinic  as  interesting  as  the  one  at 
Des  Moines  is  one  that  carries  the  auditor  back 
to  his  college  days  when  he  worked  like  a  Trojan 
in  order  to  become  a  student  of  medicine. 

We  all  need  these  demonstrations  from  time 
to  time  to  show  what  we  have  overlooked  and 
to  emphasize  the  importance  of  more  careful 
study  and  analysis  of  the  sick.  Kindly  put  in 
your  note-book  the  dates  of  Minneapolis  Clinic 
Week,  May  6th  to  9th,  inclusive.  A  program 
will  be  worked  up  and  presented  as  soon  as  pos¬ 
sible,  or  at  least  information  will  be  sent  out 
regarding  Clinic  Week  which  will  keep  all  of 
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our  interested  readers  and  clinicians  well  posted. 
MINNESOTA  HEALTH  EXPOSITION 

It  has  been  proposed  to  establish  between 
May  third  and  May  twelfth  an  exposition  which 
deals  with  matters  concerning  public  health. 
This  exposition  was  ])roposed  by  the  Hennepin 
County  Medical  Society  and  sponsored  by  it 
after  a  very  careful  investigation  of  other  ex¬ 
positions  that  have  been  held  in  various  cities. 

On  account  of  the  enormous  size  of  the  ex- 
])osition  it  will  be  held  in  the  Minneapolis  Armory 
and  the  probabilities  are  that  with  the  guaran¬ 
tee  fund  the  exposition  will  be  self-supporting 
from  the  beginning  to  the  end.  It  will  recpiire 
about  30,000  square  feet  of  space  for  the  ex¬ 
hibits,  60  per  cent  of  which  are  to  he  purely 
educational  and  produced  under  the  supervision 
of  the  medical,  dental,  nursing,  hospital,  pharma- 
cal,  and  social  service  ])rofessions.  What  space 
remains  will  be  utilized  for  commercial  exhibits 
which  harmonize  with  the  scheme  of  popular 
health  education  by  visualization.  The  additional 
exhibits,  manned  by  more  than  1,500  volunteer 
demonstrators,  will  acquaint  the  ])uhlic  with  the 
most  important  elements  in  modern  prevention 
and  treatment  of  disease. 

The  exposition  will  present  a  program  of  mo¬ 
tion  pictures,  lectures,  and  special  features  which 
include  many  athletic  performances  and  will 
probably  require  2,500  participants.  This  part 
of  the  exposition  will  be  given  in  the  riding 
hall  adjoining  the  Armory.  It  is  expected  that 
practically  every  organization,  dei)artment,  and 
institution  in  Minneapolis  engaged  in  ethical 
health  work  will  demonstrate  its  activities  in  this 
exposition.  The  exposition  plan  is  presented  by 
the  National  Health  Exposition  Association, 
whose  president  is  Dr.  A.  T.  McCoriliack,  State 
Health  Officer  of  Kentucky  and  Secretary  of 
the  Kentucky  Medical  Association.  The  plan 
also  has  the  approval  of  the  Trustees  of  the 
American  Medical  Association. 

This  probably  is  to  be  one  of  the  largest  and 
best  educational  exhibitions  ever  presented  in  Min¬ 
neapolis  ;  and  in  various  other  cities  where  such 
expositions  have  been  organized  the  attendance 
has  been  from  40,000  to  300,000  during  the  week 
of  the  exposition.  That  the  exposition  will  be 
carried  on  without  expense  to  the  Hennepin 
County  Medical  Society  is  due  to  the  fact  that 
the  sale  of  booths  and  the  sale  of  tickets  will 
cover  all  expenses  and  that,  eliminating  all  prob¬ 
abilities,  the  guarantors  will  not  be  called  upon 
to  pay  out  the  amount  they  may  have  subscribed 


as  a  guaranty  fund.  The  exposition  has  the 
backing  of  the  Civic  and  Commerce  Association 
and  other  public  organizations  which  are  inter¬ 
ested  in  public  health  service.  It  is  to  be  carried 
out  by  a  trained  personnel  on  a  flat-fee  basis, 
and  that  is  included  in  the  estimate  of  expense 
that  will  be  incurred.  Of  course,  there  is  a 
possibility  that  money  in  excess  of  all  expenses 
will  be  raised  by  the  sale  of  tickets  and  booths, 
and  all  such  profits  will  go  to  some  recognized 
charitable  organization. 

The  Journal-Lancet  urges  all  of  the  medi¬ 
cal  men,  not  only  of  Minneapolis  but  of  the 
state,  to  get  behind  this  movement  for  purely 
educational  purposes.  During  the  exposition 
there  will  be  examinations  of  individuals  made 
to  illustrate  methods  of  examination,  reports  of 
cases,  and  all  such  work  as  will  be  interesting  to 
the  practitioner,  whether  general  or  special. 

“THE  NEW  DECALOGUE  OF  SCIENCE” 

Here  is  a  book  by  A.  E.  Wiggam  that  every 
physician  ought  to  read  because  it  deals  with 
fundamental  questions  which  have  to  do  with  bi¬ 
ology,  heredity,  evolution,  psychology,  and  anthro¬ 
pology,  and  as  the  book  is  written  by  a  biologist 
it  gives  an  interesting  angle  from  which  to  study 
people, — the  fit  and  the  unfit.  There  is  perhaps 
nothing  new  in  the  book,  but  the  arrangement  is 
such  that  it  is  ])ertinent  to  the  questions  of  the 
day  and  is  full  of  the  author’s  personal  comment. 
He  c(uotes  very  largely  from  other  authorities  to 
back  up  his  assertions,  and,  incidentally,  he  be¬ 
lieves  that  the  biologist  is  the  man  who  should 
stand  almost  supreme ;  that  he  should  be  the 
advisor  to  legislative  bodies  and  to  many  other 
organizations  that  have  to  do  with  the  public 
destinies.  He  dedicates  or  addresses  his  book 
to  the  executive  and  to  the  statesman  so  that 
it  covers  a  very  wide  field.  It  does  not  neces¬ 
sarily  mean  our  own  statesmen  and  our  own 
president,  but  all  others  in  authority ;  and  he  says 
to  the  president,  “Biology  is  the  science  of  liv¬ 
ing”  and  to  the  statesman  “Biology  is  the  art — 
and  we  hope  some  day  may  be  the  science — of 
the  control  of  life.” 

He  takes  into  consideration  that  the  statesmen 
have  a  vast  field  which  covers  more  than  human 
beings  and  tells  them  that  they  are  the  chiefest 
arbitrators  of  the  destiny  of  the  race ;  they  shall 
secure  food,  clothing,  and  shelter ;  they  may  de¬ 
cide  who  may  starve  and  who  may  freeze;  they 
are  supreme  in  the  education  of  the  people  from 
a  social  and  economical  standpoint,  and  they 
shall  consider  the  failures  of  the  people,  and  they 
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may  decide  who  shall  survive  and  who  shall 
perish  in  the  struggle  for  existance. 

From  a  biological  point  of  view  this  book 
is  very  interesting,  and  from  a  study  in  heredity  it 
is  of  special  value  to  the  scientific  physician — in 
fact  to  all  physicians  who  take  the  trouble  to 
investigate  the  history  of  the  individual  and 
his  ancestors.  In  his  introduction  he  says  the 
good  Samaritan  of  olden  times  on  the  road  to 
Jericho  and  the  modern  good  Samaritan  on 
Broadway  live  in  two  different  worlds ;  the  form¬ 
er  said,  “Give  a  cup  of  cold  water  to  your  neigh¬ 
bor,”  and  it  was  a  precious  admonition,  but 
modern  science  sternly  asks  whether  there  are 
any  colon  bacilli  in  it. 

The  book  is  divided  into  warnings  and  the 
ten  commandments.  In  the  first  warning  he 
believes  “the  advanced  races  are  going  backward” 
because  of  the  number  of  diseases  which  are  rap¬ 
idly  increasing,  at  the  same  time  that  man’s  inca¬ 
pacity  to  resist  them  shows  his  defects.  The  sec¬ 
ond  warning  is  that  “heredity  is  the  chief  maker 
of  man”  ;  that  in  the  germ  cell  from  which  every 
man  is  born  there  are  resident  those  powerful 
personal  forces  by  which  he  can  rise  in  most 
any  environment  and,  within  the  limits  of  human 
freedom,  exclaim :  “I  am  the  master  of  my  fate ; 
I  am  the  captain  of  my  soul !”  In  his  warning 
on  heredity  he  looks  on  it  from  a  biological,  as 
well  as  a  scientific,  point  of  view,  and  does  not 
in  any  way  beg  the  question.  As  an  illustration 
of  what  heredity  may  do,  “our  Pilgrim  fathers 
landed  in  the  wilderness  yet  they  have  left  their 
impression  through  generations.  The  convicts 
which  England  sent  to  Australia  had  as  good  a 
chance  as  the  Pilgrims,  yet  they  have  only  suc¬ 
ceeded  in  building  the  largest  slums  in  the  world.” 
The  third  warning  is  that  “the  Golden  Rule  with¬ 
out  science  will  wreck  the  race  that  tries  it” ;  and 
that  charity  and  philanthropy  and  your  noble- 
hearted  but  often  soft-headed  schemes  for  ameli¬ 
orating  the  conditions  of  life  without  at  the  same 
time  improving  the  quality  of  life  have  failed 
and  will  fail  to  improve  the  human  breed  and 
are,  in  fact,  hastening  its  deterioration.  We 
are  devoting  too  much  of  our  taxes  to  the  care 
of  defectives,  and  too  little  to  the  improvement 
or  benefit  of  the  healthier  classes ;  consequently 
our  money  spent  for  real  prevention  is  very 
little.  “Unwise  charity,”  says  a  very  wise  man, 
“creates  half  the  misery  of  the  world,”  and 
“charity  can  never  relieve  one-half  the  misery 
which  it  creates.  Brother  nature  slays  its  thou¬ 
sands,  but  in  the  end  your  hand-to-mouth  charity 
will  slay  its  tens  of  thousands.” 


When  he  talks  of  evolution  he  speaks  in  the 
most  guarded  manner  and  is  not  in  any  sense 
of  the  word  irreligious  in  his  comment.  He 
thinks  there  should  be  no  dispute  between  evo¬ 
lution,  Christianity,  and  biology. 

The  fourth  warning  is  that  “medicine,  hygiene, 
and  sanitation  will  weaken  the  human  race  be¬ 
cause  we  endeavor  by  frantic  efforts  to  call  men¬ 
tal  and  physical  soundness  out  of  the  vacuum 
of  nowhere  and  will  weaken  and  further  weaken 
the  human  breed  unless  at  the  same  time  we  up¬ 
build,  by  selection,  the  boundless  health,  energy, 
and  sanity  that  are  always  present  in  the  stream 
of  human  protoplasm.”  Keep  in  mind  always 
the  fact  that  the  germ  cell  is  the  real  cell  from 
which  development  comes,  and  this  germ  cell 
is  never  destroyer  and  is  quite  different  from 
the  living  cell  tissue  which  goes  to  form  the 
structures  of  the  body. 

He  talks  a  good  deal  about  the  fit  and  the  un¬ 
fit,  particularly  the  unfit,  and  doubts  the  ability 
of  the  community  to  stamp  out  tuberculosis.  We 
build  great  institutions  to  screen  insanity  from 
public  view  until  their  inmates  are  cured  and 
returned  to  society  and  to  reproduction.  We 
prolong  the  life  of  the  unfit,  we  do  everything 
under  the  sun  that  is  suggested,  but  we  really 
do  but  little  good.  The  author  is  quite  pessi¬ 
mistic  about  the  stamping  out  of  these  special 
diseases  which  are  at  present  uppermost  in  our 
minds.  But  we  only  arrive  at  a  certain  level, 
which  is  a  low  one,  and  there  all  benefits  practi¬ 
cally  cease.  In  the  old  days,  without  special 
provision  or  medical  benefits,  the  hand  of  Na¬ 
ture  fell  heavily  on  the  unfit  and  in  barbarian 
days  only  the  fit  were  permitted  to  survive ;  the 
sick  were  dropped  by  the  wayside.  Of  course, 
in  our  enlightened  age  and  efforts  we  cannot 
accept  such  definite  standards,  and  we  recall, 
too,  that  the  old  Spartans  threw  their  weaklings 
and  feeble  over  the  precipice;  but  this  would 
not  be  tolerated  in  this  age,  however  serviceable 
it  might  be.  “Vice  throws  a  man  over  its  own 
precipice,  and  vice  purifies  a  race  because  it 
kills  the  vicious.  We  call  it  the  theory  of  evolu¬ 
tion,  but  in  olden  days  they  did  not  so  designate 
it.” 

His  fifth  warning  is  that  “morals,  education, 
art  and  religion  will  not  improve  the  human 
race.” 

It  is  impossible  to  review  this  work  with  any 
degree  of  satisfaction,  and  one  must  read  the 
book  to  appreciate  it.  The  ten  commandments 
consist  of  the  following  headings ;  The  Duty 
of  Eugenics ;  The  Duty  of  Scientific  Research ; 
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The  Duty  of  the  Socialization  of  Science;  The 
Duty  of  Measuring  Men  (that  is  to  say,  the 
fitting  of  each  and  every  man  to  his  new  form 
of  environment)  ;  The  Duty  of  Humanizing  In¬ 
dustry  ;  The  Duty  of  Preferential  Reproduction ; 
The  Duty  of  Trusting  Intelligence;  The  Duty 
of  Art;  The  Duty  of  Internationalism;  and  (the 
tenth  commandment)  The  Duty  of  Philosophi¬ 
cal  Reconstruction.  i 

Dr.  SCHLUTZ,  UNIVERSITY  PEDIATRI¬ 
CIAN 

Dr.  Fredrick  W.  Schlutz,  of  Minneapolis, 
was  appointed  on  the  31st  of  January  by  the 
Board  of  Regents  at  the  University  of  Minne¬ 
sota,  Chief  of  the  Department  of  P'ediatrics.  He 
succeeds  to  the  position  left  vacant  by  the  abrupt 
resignition  and  departure  of  Dr.  Clemens  von 
Pirquet,  the  Viennese  specialist,  who  came  to 
Minneapolis  last  fall  to  look  over  the  ground 
hut  decided  to  go  back  to  Vienna. 

The  appointment  of  Dr.  Schlutz  has  created 
general  satisfaction  among  the  medical  men,  as 
he  is  amply  qualified  and  trained  in  all  depart¬ 
ments  of  pediatrics.  He  has  been  connected 
with  the  University  since  1910,  and  since  1914 
he  has  been  known  as  Assistant  Professor  of 
Pediatrics,  but  from  now  on  will  be  a  full-time 
professor  and  will  give  up  his  private  practice 
and  devote  his  entire  time  to  the  work  at  the 
University. 

Dr.  Schlutz  has  been  trained  in  research  and 
biochemical  requirements  of  his  profession  as 
well  as  in  the  chemical  and  practical  branches. 
He  has  written  many  medical  articles  and  has 
had  the  opportunity  to  study  medicine  and  pedi- 
atricts  abroad.  He  studied  at  the  University  of 
Berlin,  at  the  University  of  Strassburg,  and  at 
the  Kaiserin  Augusta  Victoria  Haus  at  Charlott- 
enburg.  This  work  he  took  up  before  his  ap¬ 
pointment  in  the  University.  He  went  abroad 
again  in  1913  and  studied  at  the  University  of 
Keil  and  at  hospitals  in  Berlin,  Paris,  and  Lon¬ 
don.  He  returned  in  1914  to  take  up  his  regu¬ 
lar  work  at  the  University,  as  well  as  his  private 
practice. 

Dr.  Schlutz  was  born  at  Green,  Iowa,  Novem¬ 
ber,  10,  1880.  He  is  of  French  and  German  an¬ 
cestry.  His  father,  a  graduate  of  a  German 
University,  was  a  clergyman;  and  his  mother 
was  a  Frenchwoman.  Dr.  Schlutz  received  his 
bachelor’s  degree  from  Wartburg  college  at 
Clinton,  Iowa,  in  1898.  In  1902  he  received  his 
medical  degree  from  the  University  of  Maryland. 
This  was  followed  by  a  two  years  internship.  He 


was  later  senior  assistant  in  a  mining  hospital 
at  Eveleth,  Minn.  During  the  World  War  Dr. 
Schlutz  served  in  the  medical  corps  of  the  army, 
and  was  in  charge  of  the  contagious  service  at 
the  base  hospital  at  Camp  Devens,  near  Boston, 
with  the  rank  of  assistant  medical  chief  at  the 
camp. 

He  was  prominent  in  the  organization  of  in¬ 
fant  welfare  work  in  Minneapolis,  and  for  eight 
years  was  its  medical  director.  He  is  also  a 
member  of  the  pediatric  societies  in  the  North¬ 
west. 

The  Journal-Lancet  congratulates  Dr. 
Schlutz,  or  rather  congratulates  the  University 
Medical  School  on  securing  Dr.  Schlutz  for 
Chief  of  the  Department  of  Pediatrics.  He  will 
be  found  capable,  and  we  know  that  he  will  be 
an  untiring  worker.  The  editor  can  see  ahead 
a  little  and  can  visualize  Dr.  Schlutz  as  a  busy 
man  for  the  next  few  years.  The  greater  part 
of  his  time  will  necessarily  be  taken  up  with  the 
direction  of  his  department ;  but  he  will  have 
much  to  do  with  the  development  of  the  New 
Hospital  for  Crippled  Children,  provided  for  in 
the  million-dollar  gift  of  William  Henry  Eustis. 
Then,  too,  the  University  has  planned  that  the 
care  of  the  new-born  child  shall  be  under  the 
Department  of  Pediatrics  rather  than  in  Obstet¬ 
rics,  as  it  has  been.  Surgery  for  children  will 
be  in  the  Department  of  Surgery  and  the  care 
of  cases  under  the  P'ediatrics  Department.  All 
diseases  of  children  up  to  the  age  of  16  and 
under  will  be  treated  in  the  Pediatrics  Depart¬ 
ment. 


NEWS  ITEMS 


Dr.  R.  H.  Heim,  of  Minneapolis,  is  attending 
clinics  at  Johns  Hopkins  and  in  Philadelphia. 

Dr.  Archibald  MacLaren,  of  St.  Paul,  was  re¬ 
elected  chief  of  staff  of  St.  Luke’s  Hospital  last 
month. 

Dr.  O.  F.  Melby,  of  Thief  River  Falls,  was 
re-elected  president  of  the  Oakland  Park  Sana¬ 
torium  last  March. 

Dr.  G.  A.  Paulson,  a  recent  graduate  of  the 
Medical  School  of  the  University  of  Minnesota, 
has  located  at  Duluth. 

Dr.  C.  E.  Caine,  of  Morris  was  re-appointed 
a  member  of  the  Minnesota  State  Board  of  Medi¬ 
cal  Examiners  last  week. 
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Minneapolis  seems  to  be  faced  by  a  possible 
shortage  in  hospital  beds  that  might  be  serious 
in  case  of  a  severe  epidemic. 

Dr.  E.  Z.  Shapiro,  of  Duluth,  has  gone  to 
Vienna  for  special  study.  He  was  accompanied 
by  Dr.  Chas.  Giesen,  of  Superior,  Wis. 

The  County  Board  of  Marshall  County  will  not 
employ  a  county  nurse  this  year.  The  Board  re¬ 
ceived  many  protests  against  such  employment. 

Dr.  H.  R.  Weirick,  of  Hibbing,  and  Dr.  N. 

M.  Watson,  of  Red  Lake  Falls,  were  re-ap¬ 
pointed  members  of  the  Minnesota  State  Board 
of  Health  last  week. 

Dr.  George  A.  Stock,  who  has  been  superin¬ 
tendent  of  the  Buena  Vista  Tuberculosis  Sana¬ 
torium  at  Wabasha  for  eight  months,  resigned 
the  position  last  month. 

Dr.  Alexander  Barclay,  formerly  of  Cloquet, 
now  of  Coeur  d’  Alene,  Idaho,  has  gone  to 
Europe  for  an  extended  course  of  work  in  the 
hospitals  and  clinics  abroad. 

The  Goegebic  County  Public  Health  Hospital, 
just  across  the  Minnesota  line,  at  Bessemer, 
Mich.,  is  ready  for  occupancy.  Dr.  Merlin 
Draper  is  the  superintendent. 

Dr.  Robert  M.  Moore,  who  practiced  at  Glen- 
wood  (Minn.)  from  1892  to  1897,  died  at  Olathe, 
Kans.,  at  the  age  of  55.  He  was  killed  by  a 
train  while  crossing  the  track. 

Dr.  J.  P.  Jenkins,  of  Waubay,  S.  D.,  has  been 
reappointed  for  a  term  of  five  years  as  Superin¬ 
tendent  of  the  South  Dakota  State  Board  of 
Health  and  Medical  Examiners. 

The  disappearance  of  Dr.  Fred  E.  Fyle,  of 
Geddes,  S.  D.,  on  Dec.  11,  1923,  is  still  a  mystery. 
A  reward  of  $2,000  will  be  paid  “for  informa¬ 
tion  leading  to  the  discovery  of  his  person  or 
his  body.” 

Dr.  Carl  E.  Anderson,  of  Hartford,  S.  D.,  was 
maried  last  month  to  Miss  Grace  Blake,  of  Berlin, 

N.  D.  Dr.  Anderson  is  a  graduate  of  the  School 
of  Medicine  of  the  University  of  Minnesota.  He 
will  begin  practice  in  Garretson,  S.  D.,  next 
month. 

A  public  health  exhibition  will  be  given  in 
Minneapolis  on  May  3rd  to  10th,  inclusive,  under 
the  auspices  of  the  Hennepin  County  Medical 
Society  and  all  the  health  organizations  of 
the  city.  It  will  probably  draw  from  ten  to 
fifteen  thousand  people. 


Dr.  A.  T.  Laird,  superintendent  of  the  St. 
Louis  County  Sanatorium  Commission,  an¬ 
nounces  that  tuberculosis  clinics  will  be  given 
every  Tuesday  and  Saturday  in  Duluth,  and  on 
the  Range  towns  on  the  other  days  of  the  week. 
There  were  150  such  clinics  held  last  year,  and 
more  will  be  given  this. 

Dr.  Frederick  W.  Schlutz,  of  Minneapolis,  has 
been  appointed  Professor  and  chief  of  the  De¬ 
partment  of  Pediatrics  in  the  Medical  School 
of  the  University  of  Minnesota,  to  fill  the  posi¬ 
tion  made  vacant  by  the  death  of  Dr.  J.  P.  Sedg¬ 
wick  last  year,  and  occupied  for  a  couple  of  weeks 
by  Dr.  Clemens  von  Pirquet,  of  Vienna,  Austria. 

Dr.  Ozias  S.  Chapman,  of  Minneapolis,  died 
last  week  at  the  age  of  84.  Dr.  Chapman  grad¬ 
uated  from  the  Medical  College  of  Ohio  at  Cin¬ 
cinnati  with  the  class  of  ’65,  and  began  practice 
in  Kansas  in  1867.  He  came  to  Minneapolis  in 
1873,  but  soon  went  East  because  of  poor  health. 
He  returned  to  Minneapolis  in  1881,  after  having 
studied  in  Europe.  He  was  a  highly  respected 
physician  and  man. 

The  General  Hospital  of  Minneapolis  has  been 
conducting  a  speech  clinic  for  the  past  year, 
which  has  been  eminently  successful.  It  receives 
both  children  and  adults,  and  will  accept  people 
from  outside  the  city  so  long  as  they  can  be 
cared  for  in  the  Clinic.  We  shall  publish  soon 
an  account  of  its  work,  furnished,  at  our  request, 
by  Dr.  List,  superintendent  of  the  General  Hos¬ 
pital. 

Dr.  Herbert  B.  Crommett  died  at  his  home 
in  Amery,  Wis.,  on  the  6th  of  February,  at  the  age 
of  51.  Dr.  Crommett  graduated  at  the  Medical 
School  of  the  University  of  Minnesota  in  1896, 
and  after  serving  one  year  as  interne  in  the  old 
Minneapolis  City  Hospital  located  at  Monte¬ 
video,  Minn.,  in  1900  he  removed^  to  Amery, 
Wis.,  and  has  since  been  actively  engaged  there 
in  the  practice  of  his  profession. 

The  Cass  County  (N.  D.)  Medical  Society  met 
in  the  Commercial  Club  rooms  of  Fargo  on  Jan¬ 
uary  25.  After  dinner  a  symposium  on  hyper- 
throidism  was  presented,  the  following  reading 
papers :  Dr.  O.  J.  Hagen  on  the  “Physiology 
and  Pathology Dr.  T.  H.  Lewis  on  the  Clinical 
Aspects;  and  Dr.  A.  J.  Clay  on  the  “Treatment.” 
The  meeting  was  unusually  large,  the  papers 
were  excellent,  and  the  discussion  was  generous. 

The  Eighth  Annual  Clinical  Session  of  The 
American  Congress  on  Internal  Medicine  will  be 
held  in  the  amphitheatres,  wards,  and  labor- 
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atories  of  the  various  institutions  concerned  with 
medical  teaching,  at  St.  Louis,  Mo.,  beginning 
Monday,  February  18.  Practitioners  and  labor¬ 
atory  workers  interested  in  the  progress  of  scien¬ 
tific,  clinical  and  research  medicine  are  invited 
to  take  advantage  of  the  opportunities  afforded 
by  this  session.  Address  inquiries  to  the  Sec¬ 
retary-General,  Dr.  Frank  Smithies,  1002  N. 
Dearborn  St.,  Chicago  111. 

Dr.  Aldo  C.  Massaglia  contributes  to  this 
issue  of  The  Journal-Lancet  another  ex¬ 
cellent  article  of  his  research  work.  His  former 
papers  were  sent  from  Grand  Forks,  N.  D.,  when 
he  was  a  member  of  the  faculty  of  the  North 
Dakota  State  Medical  School.  He  is  now  Pro¬ 
fessor  of  Pathology  in  the  State  University  of 
Mississippi. 

Dr.  George  Waldie,  Superintendent  of  the 
Fair  Oaks  Sanatorium,  the  Wadena  and  Todd 
Counties  tuberculosis  hospital,  resigned  last 
month  on  account  of  a  controversy  with  the  gov¬ 
erning  board  of  the  Sanatorium.  Dr.  J.  J.  Mc¬ 
Kinnon,  of  Wadena,  was  elected  superintendent. 

A  physiotherapy  clinic  was  held  at  the  Fargo 
Clinic,  of  Fargo,  N.  D.,  on  January  30,  31,  and 
February  1.  Dr.  C.  N.  Callander  and  Dr.  H.  J. 
Fortin  of  the  department  of  physiotherapy,  as¬ 
sisted  hy  their  technician.  Miss  Jessie  McLaren, 
were  in  charge.  Lectures  and  demonstrations 
were  given  hy  Dr.  A.  J.  Pacini,  of  Chicago,  for¬ 
merly  chief  of  the  Department  of  Biological  Re¬ 
search  of  the  United  States.  On  the  concluding 
evening  all  visiting  doctors  and  those  of  Fargo 
and  Moorhead  who  attended  the  clinic  were  en¬ 
tertained  by  Doctor  Callander  at  his  home  at  a 
stag  dinner  and  smoker.  The  guests  numbered 
forty-five.  Among  the  out  of  town  doctors  in 
attendance  were  Dr.  E.  A.  Pray,  of  Valley  City, 
N.  D. ;  Drs.  Aborn  and  Simison,  of  Hawley, 
Minn. ;  Drs.  Burnap  and  Baker,  of  Fergus  Falls, 
Minn.;  Drs.  Bratrud  and  Wattum,  of  Warren, 
Minn. ;  Dr.  Rutledge,  of  Detroit,  Minn. ;  Dr. 
Wray,  of  Campbell,  Minn.;  and  Dr.  Stone,  of 
Minot,  N.  D. 


Furniture,  Instruments  and  Library 

Of  the  late  Dr.  J.  M.  Egan,  of  Minneapolis,  are 
offered  for  sale.  They  can  be  seen  at  1415  Emerson 
Avenue  North,  Minneapolis. 

Wanted:  Physician  on  Salary 

An  assistant  physician  for  general  practice  on 
the  Mcsaba  Range.  Must  be  a  high-grade  man, 
able  to  assume  responsibility.  Good  salary  to  right 
man.  Address  58,  care  of  this  office. 


Office  Position  Wanted  in  Minneapolis 

By  a  young  lady  of  good  address,  who  will  ac¬ 
cept  work  for  a  half  or  a  full  day  and  who  will  give 
faithful  and  efficient  service.  The  best  of  refer¬ 
ences.  Address  52,  care  of  this  office. 

Physician  and  Surgeon  Wanted 

In  good  town  and  large  territory.  The  right  man 
can  do  from  six  to  ten  thousand  a  year.  For  partic¬ 
ulars  address  E.  V.  Peterson,  Gary,  S.  D. 

Microscope  Wanted 

A  University  Medical  School  Student  wants  to  buy 
a  good  second-hand  microscope.  Address  407,  care 
of  this  office.  Give  description  and  price. 

Position  as  Technician  Wanted 

A  mature  young  woman  of  experience,  highly 
recommended,  desires  a  position  as  a  laboratory 
technician.  Address  409,  care  of  this  office. 

Position  as  Technician  Wanted 

By  a  woman  with  the  best  of  training  as  a  gen¬ 
eral  laboratory  technician.  Can  give  the  highest 
of  recommendations,  and  will  go  to  any  part  of  the 
Northwest.  Address  47,  care  of  this  office. 

Position  as  Office  Nurse  Wanted 

A  graduate  nurse  with  some  office  experience 
desires  a  position  as  office  nurse;  will  accept  a 
moderate  salary.  Address  412,  care  of  this  office. 

Minneapolis  Office  for  Rent 

Above  a  drug-store  in  a  splendid  location  for  a 
physician  in  a  surburban  district.  Phone  Colfax 
0906  or  address  E.  Oredson,  3757  Chicago  Avenue, 
Minneapolis. 

Position  in  Hospital  or  Clinic  Wanted 

A  graduate  nurse  with  experience  desires  a  posi¬ 
tion  in  a  clinic  or  hospital.  Will  go  outside  of  the 
Twin  Cities.  Best  of  references.  Can  do  some  .r-ray 
work.  Address  42,  care  of  this  office. 

Splendid  Opening  for  a  Physician 

Who  will  take  up  a  country  practice  in  the  best 
and  pleasantest  town  and  community  in  Central 
Minnesota,  not  far  from  the  Twin  Cities.  For  par¬ 
ticulars,  address  45,  care  of  this  office. 

Position  Wanted 

A  young  lady  with  four  years’  experience  in  taking 
medical  dictation  desires  a  change  of  location. 
Group  practice  or  clinic  preferred.  Has  also  knowl¬ 
edge  of  A'-ray.  Address  49,  care  of  this  office. 

Trial  Case  and  Fitting  Frames  for  Epcchange 

Complete  trial  case,  fitting  frames,  and  everything 
needed  for  fitting  glasses,  outfit  worth  $100.  Will 
exchange  for  Aloe  Lightning  cabinet  or  Therapeutic 
lamp  in  good  order.  Address  Dr.  A.  H.  Bullock, 
Cushing,  Iowa. 

For  Sale 

One  Scanlon-Morris  operating-table  with  nickel 
top,  price  $300.00.  One  National  Sterilizer,  medium 
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size,  price  $75.00.  Both  practically  new.  For 
further  information  call  Highland  6609,  or  call  at 
1402  Fremont  Ave.  No.,  Minneapolis. 

Practice  and  Drug  Stock  for  Sale 

I  offer  for  sale  my  practice  and  drug-store,  fix¬ 
tures,  drug  sundries,  and  private  stock  of  drugs. 
Town  of  400;  no  other  doctor.  A  good  opportunity 
lor  a  doctor  or  druggist  or  both.  If  interested  write 
C.  E.  Sargent,  M.D.,  Isabel,  South  Dakota. 

Physician  Wanted 

Becker,  Minn.,  wants  a  good  live  doctor  at  once. 
Big  territory.  18  to  25  miles  east,  west,  and  north 
to  any  physician.  Nearest  one  now  8  miles  away 
and  across  the  ‘Mississippi  river.  Write  J.  W.  Put¬ 
ney,  President  of  Village  Council,  Becker,  Minn. 

Position  Wanted 

An  expert  ;r-ray  technician,  with  a  slight  knowl¬ 
edge  of  routine  laboratory  work,  desires  a  position, 
in  the  Twin  Cities  or  the  country,  at  a  moderate 
salary.  Will  assist  in  office  work  or  do  any  kind  of 
work  she  can  handle.  Address  411,  care  of  this  office. 

Position  as  Dietitian  Wanted 

A  young  woman  of  excellent  training  in  a  dietetic 
institute  with  a  finishing  course  in  a  large  Twin 
City  Hospital,  desires  a  position  as  dietitian  or  as¬ 
sistant.  Excellent  references.  Expects  only  a  mod¬ 
erate  salary  to  begin  with.  Address  56,  care  of  this 
office. 

Practice  for  Sale 

A  $4,200  practice  in  Southeastern  Minnesota  in 
town  of  500  population.  Good  collections,  territory, 
roads,  etc.  Location  with  equipment,  $650.  Will 
sell  part  or  all  of  equipment  if  desired.  Reason  for 
selling,  other  interests.  Address  403,  care  of  this 
office. 

Half-time  Office  position  Wanted 

A  young  woman  of  twenty-nine  with  two  and 
a  half  years  training  as  a  nurse  at  the  Massachu¬ 
setts  General  Hospital  desires  a  half-time  position 
in  a  physician’s  office  in  Minneapolis.  Has  had  three 
months  special  experience  at  the  M.  G.  H.  Eye 
and  Ear  Infirmary.  Address  54,  care  of  this  office. 

Physician’s  Residence  for  Sale  in  St.  Paul 

The  residence  of  the  late  Dr.  von  Cappellen,  at 
1659  East  7th  St.  (formerly  Hazel  Park),  St.  Paul, 
is  for  sale  at  a  low  figure  and  on  easy  terms.  A 
general  practitioner  can  quickly  build  up  a  good 
practice  at  this  point,  and  it  will  grow  rapidly.  Ad¬ 
dress  Mrs.  Erieda  von  Cappellen  at  the  above  ad¬ 
dress. 

Physician’s  Equipment  and  Instruments  for  Sale 

Includes  Allison  table,  oak  instrument  cabinet  full 
of  instruments,  dressing  table,  nebulizing  outfit  with 
motor,  apparatus  for  application  of  hot  air,  thera¬ 
peutic  lamp,  high-frequency  generators,  blood-pres¬ 
sure  apparatus,  specialist’s  chair,  sterilizer,  etc. 
Price  for  quick  sale  $250.  Address  43,  care  of  this 
office. 


Wanted 

Director,  Bureau  Child  Hygiene  wanted.  He 
must  be  a  graduate  in  medicine  or  public  health. 
May  be  man  or  woman.  Some  experience  in  public 
health  necessary.  A  recent  graduate  who  wishes 
to  grow  up  with  the  work  preferred.  Salary  $2,500 
to  $3,000.  Send  complete  ci'edentials  with  first 
letter.  Address  the  State  Health  Officer,  Bismarck, 
N.  D. 

Physician  Wanted 

In  a  mud  bath  institution  and  health  resort  in 
Minnesota,  which  has  a  splendid  building  and  good 
patronage  and  is  equipped  for  both  emergency  and 
general  surgery.  Will  pay  the  right  man  a  good 
salary  with  board  and  room  for  himself  and  wife, 
if  married.  The  opening  promises  permanency  and 
fair  earning  for  either  a  young  or  middle-aged 
man.  Address  59,  care  of  this  offee. 

Wanted — A  General  Practitioner 

Wanted — A  General  practitioner  who  is  not  in¬ 
clined  to  do  surgery,  but  will  assist  in  major  opera¬ 
tions,  to  locate  in  a  South  Dakota  town  of  1,350  on 
the  C.  M.  &  St.  Paul  Railway,  to  work  with  a  sur¬ 
geon  who  owns  a  private  hospital.  Must  be  a  good 
general  man,  must  be  a  Catholic,  and  must  be  li¬ 
censed  in  South  Dakota.  This  is  positively  an  A 
No.  1  location.  Address  41,  care  of  this  office. 

Physician  Wanted 

Excellent  location  in  central  eastern  North  Da¬ 
kota  now  without  a  physician.  Large  territory  of 
good  agricultural  district  including  several  other 
towns.  Two  railroads  with  good  passenger  service 
contribute  to  practice.  May  move  into  vacated  phy¬ 
sician’s  office  in  connection  with  dentist  if  desired. 
Office  furniture  and  .r-ray  machine  here  for  physi¬ 
cian’s  use.  Nothing  for  sale.  Address  O.  H.  Hoff¬ 
man,  D.D.S.,  Hannaford,  N.  D. 

Association  with  a  Physician  Wanted 

A  recent  Rush  graduate  of  Norwegian  descent, 
who  will  complete  his  senior  interneship  in  a  large 
Twin  City  Charity  hospital,  July  1,  1924,  desires 
a  position  with  a  good  future  as  assistant  to  a  busy 
practitioner  after  that  date.  Personality  agreeable; 
health  excellent;  and  ability  at  least  average.  Prot¬ 
estant.  Mason.  Not  afraid  of  hard  work.  Prefer 
position  as  assistant  or  an  associate,  but  might 
also  consider  a  general  practice  if  the  opening  is 
favorable.  Address  55,  care  of  this  office. 

Small  Minnesota  Hospital  for  Sale 

A  small  up-to-date  hospital  with  surgeon’s  living 
quarters  and  offices  on  first  floor  and  with  hospital 
equipment,  consisting  of  8  hospital  beds,  operating- 
table,  stand,  sterilizer,  chairs,  and  other  appliances, 
on  the  second  floor.  This  hospital  is  located  in  a 
small  town  surrounded  by  good  dairy  farms  and  a 
well-known  summer  resort  only  57  miles  from  Min¬ 
neapolis  on  the  Soo  Line.  Property  can  be  bought 
at  a  great  sacrifice  and  on  satisfactory  terms.  Com¬ 
petition  easy.  Telephone  Geneva  6203  or  write  607 
La  Salle  Building,  Minneapolis. 
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THE  NEW  ASBURY  HOSPITAL  AND 
NURSES’  HOME 

When  Asbury  Hospital  of  Mineapolis  leased  to 
the  U.  S.  Government  its  fine  hospital  building  for 
a  Veterans’  Hospital,  a  new  building  was  planned 
to  be  used  as  a  temporary  hospital  and  a  future 
nurses’  home.  The  above  picture  is  the  architects’ 
design  of  the  new  building  now  completed  and  oc¬ 
cupied;  and  it  is,  indeed,  a  handsome  structure. 


inside  and  out,  with  a  capacity  of  125  hospital  beds 
and  abundant  quarters  for  the  nurses 

The  interior  decoration  is  simple,  plain,  artistic, 
with  a  touch  of  color  design  that  is  exceedingly 
harmonious  and  pleasing. 

The  staff  of  the  new  hospital  is  not  yet  complete, 
but  will  be  soon,  and  it  will  contain  the  names  of 
many  of  the  best  medical  men,  general  practitioners 
and  specialists,  in  the  city. 


Post  Graduate  Hospital  and  Medical  School 

2400  S.  DEARBORN  ST.,  CHICAGO,  ILL. 

-  OFFERS  - 

SPECIAL  COURSES 

in  all  Branches. 

CLINICAL  COURSE  FOR  GENERAL  PRACTITIONERS 

SPECIAL  INSTRUCTION  IN  THE  USE  OF  INSULIN 

OPERATIVE  SURGERY  on  Cadaver  and  Dogs 

by  Prof.  W.  J.  Marvel,  M.  D. 

LABORATORY  AND  X-RAY  TRAINING  tor  PHYSICIANS  AND  TECHNICIANS 

Prof.  B.  C.  CUSHWAY,  D.  D.  S.,  M.  D.  in  charge  of  X-Ray  Dept. 

Graded  Courses  for  those  intending  to  specialize  in 

EYE,  EAR,  NOSE  AND  THROAT 

SHORT  COURSES  FOR  SPECIALISTS 

New  and  Enlarged  Equipment  for  These  Departments 

Write  for  further  information. 


TFl& 

Journal*' Lancet 


Represents  the  Medical  Profession  of 

Minnesota,  North  Dakota,  South  Dakota,  and  Montana 

The  Official  Journal  of  the 

North  Dakota  and  South  Dakota  State  Medical  Associations 

PUBLISHED  TWICE  A  MONTH 


New  Series 
Vol.  XLIV,  No.  5 


March  1,  1924 


SYMPOSIUM  ON  TUBERCULOSIS* 


Per  Copy,  10c 
A  Year,  $2.00 


By  the  Staff  of  the  Parkview  Tuberculosis  Sanatorium  of  Minneapolis 


Walter  E.  List,  M.D. 
Virgil  J.  Schwartz,  M.D. 
Walter  J.  Marcley,  M.D. 
H.  P.  Bacon,  M.D. 

Kano  Ikeda,  M.D. 


IN  TWO  PARTS— PART  I 

C.  A.  McKinlay,  M.D. 
Charles  B.  Wright,  M.D. 

R.  W.  Morse,  M.D. 
Thomas  Ziskin,  M.D. 

S.  R.  Maxeiner,  M.D. 

H.  A.  Burns,  M.D 


Richard  R.  Cranmer,  M.D. 
Leo  G.  Rigler,  M.D. 

H.  B.  Dornblaser,  M.D. 

L.  H.  Cady,  M.D. 

Paul  W.  Giessler,  M.D. 


PARKVIEW  SANATORIUM 
By  Walter  E.  List,  M.D. 

Superintendent  of  the  Minneapolis  General  Hospital 
MINNEAPOLIS,  MINNESOTA 

The  name  “Hopewell  Hospital”  of  Minne¬ 
apolis,  was  changed  to  Parkview  Sanatorium  by 
action  of  the  Board  of  Public  Welfare  in  session 
May  8,  1923,  in  order  to  give  a  definite  desig¬ 
nation  as  to  the  kind  of  institution  it  is. 
given  name  to  a  hospital,  particularly  a  public 
institution,  has  something  to  do  with  favorable 
or  unfavorable  community  reaction,  but  a  high- 
grade  of  medical  and  nursing  service  or  excellent 
care  of  the  patient  must  prevail  in  the  last  anal¬ 
ysis  to  win  public  confidence.  Public  confidence 
can  be  gained  only  through  the  medium  of  sat¬ 
isfied!  patients.  And  here  you  not  only  bring 
into  play  the  administrative  functions,  but  you 
rely  on  the  personality  of  the  hospital.  I  refer 
to  the  various  divisions  of  the  hospital  that  come 

•Presented  before  the  Hennepin  County  Medical  Society, 
Minneapolis,  Minnesota,  October  3,  1923. 


in  contact  with  the  patients, — the  medical  staff, 
the  nursing  school,  the  dental,  handicraft,  and 
dietetic  departments.  The  personality  of  the 
hospital,  as  far  as  the  patient  is  concerned,  de¬ 
velops  with  the  degree  of  effort  put  forth  by 
the  attending  staff ;  in  other  words,  a  hospital 
will  be  as  good  as  the  attending  medical  staff 
will  make  it. 

For  the  purpose  of  description,  a  hospital  or 
sanatorium  has  a  mental  and  physical  existence. 
Mentally,  I  refer  to  the  opinions,  thought,  and 
judgment  of  the  medical  and  nursing  service; 
co-operation  with  social  service  and  health  agen¬ 
cies  of  the  community.  Physically,  I  refer  to 
the  tile  floors,  marble  wainscoting,  heating,  light¬ 
ing,  cleanliness,  etc. 

The  most  important  division  of  the  hospital 
refers  to  the  medical  service  and  at  Parkview 
we  give  credit  do  Dr.  J.  A.  Myers,  the  Chief 
of  Staff,  for  his  effort  and  his  interest  in  secur¬ 
ing  the  assistance  of  twenty-five  doctors  of  the 
City  of  Minneapolis  who  are  giving  their  ser¬ 
vices  without  salary. 
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The  Parkview  Sanatorium  staff  is  composed 
of  the  following  members : 

Dr.  J.  A.  Myers,  Chief  of  Service. 

Dr.  Walter  J.  Marcley,  Consultant  in  Tuber¬ 
culosis. 

Dr.  Henry  L.  Ulrich,  Consultant  in  Medicine. 

Dr.  C.  A.  McKinlay  ) 

Dr.  Ruth  Boynton  ) 

Dr.  H.  A.  Burns  )  Associates 

Dr.  W.  P.  Shepard  ) 

Dr.  H.  P.  Bacon  ) 

Dr.  H.  L.  Cady  ) 

Dr.  Paul  W.  Giessler,  Orthopedist. 

Dr.  R.  W.  Morse,  Rontgenologist. 

Dr.  Leo  Rigler,  Rontgenologist. 

Dr.  Carl  W.  Waldron,  Stomatologist  and  Oto¬ 
laryngologist. 

Dr.  W.  E.  Camp,  Ophthalmologist  and  Oto¬ 
laryngologist. 

Dr.  V.  J.  Schwartz,  Otolarnygologist. 

Dr.  Thomas  Ziskin,  Cardiologist. 

Dr.  C.  M.  Jackson,  Anatomist. 

Dr.  L.  A.  Calkins,  Gynecologist. 

Dr.  H.  B.  Dornblaser,  Gynecologist. 

Dr.  J.  C.  Michael,  Neurologist. 

Dr.  Kano  Ikeda,  Pathologist. 

Dr.  Stanley  R.  Maxeiner,  Surgeon. 

Dr.  Richard  R.  Cranmer,  Surgeon. 

Dr.  John  Butler,  Dermatologist. 

Dr.  W.  P.  Larson,  Serologist. 

Dr.  C.  B.  Wright,  Gastro-enterologist. 

Dr.  Walter  J.  Kremer,  Urologist. 

Dr.  Dan  Ziskin,  Chief  of  the  Dental  Depart¬ 
ment. 

Staff  appointments  to  the  Minneapolis  General 
Hospital  are  recommended  by  the  chiefs  of  the 
various  services  to  the  Executive  Staff  whose 
meetings  are  held  the  last  Friday  of  each  month 
at  1  p.  M.  At  these  meetings  the  possible  ap¬ 
pointments  are  discussed  and  confirmed.  Then 
the  secretary,  who  is  the  superintendent  of  the 
hospital,  transmits  this  information  to  the  Civil 
Service  Commission. 

The  Executive  Staff  of  the  Minneapolis  Gen¬ 
eral  Hospital  acts  as  a  Medical  Board  of  Direc¬ 
tors,  discussing  appointments  and  the  medical 
policy  of  the  institution.  The  staff  therefore 
becomes  a  self-governing  body,  the  Chief  of  each 
division  assuming  responsibility  for  the  work 
done  on  his  service. 

In  the  tuberculosis  division,  or  Parkview  Sana¬ 
torium,  the  staff  have  decided  upon  the  following 
procedure :  The  Associates  to  make  rounds 
twice  each  week  and  to  meet  weekly  on  Friday 
at  5  :30  p.  m.,  for  staff  conference. 


It  is  desired  that  complete  routine  exam¬ 
inations  be  made  on  every  patient  by  the  mem¬ 
bers  of  the  various  departments  and  the  results 
to  be  noted  on  the  patient’s  history.  Consulta¬ 
tion  requests  to  be  made  to  the  special  depart¬ 
ments,  as  orthopedics  and  skin  and  other  special 
departments  as  needed.  The  routine  of  the 
medical  work  is  carried  on  by  a  Chief  Resident, 
and  at  this  time  we  are  fortunate  in  having  with 
us  Dr.  H.  DeW.  Lees,  of  Esmond,  N.  D.,  who 
has  been  engaged  in  private  practice  for  twelve 
years  and  now  expects  to  devote  his  entire  time 
to  the  study  of  tuberculosis.  Our  house  staff  is 
composed  of  one  Chief  Resident,  who  receives 
a  salary,  one  Senior  Interne,  and  one  Junior 
Interne.  In  December  we  shall  have  for  four 
months  the  services  of  another  resident,  who 
expects  to  engage  in  special  problems  of  tuber¬ 
culosis. 

Only  the  indefinite  future  of  this  institution 
prevents  us  from  becoming  enthusiastic  about 
the  possibilities  of  this  situation,  and  we  are  con¬ 
fronted  with  this  question,  will  the  County 
Tuberculosis  Sanatorium  when  its  present  build¬ 
ing  program  is  completed,  sometime  during  the 
spring  or  early  summer,  be  able  to  accommodate 
the  hospitalization  of  all  the  tuberculosis  cases 
in  the  community?  This  question  can  only  be 
answered  by  actual  experience. 

The  Minneapolis  General  Hospital  wishes  to 
express  its  gratitude  to  the  Parkview  Sanatorium 
Staff  for  the  excellent  service  that  is  being  ren¬ 
dered;  and,  in  conclusion,  all  the  doctors  of  the 
city  of  Minneapolis  are  invited  to  make  the 
rounds  with  the  visiting  staff  as  often  as  they 
desire. 


TUBERCULOSIS  OF  THE  LARYNX 
By  Virgil  J.  Schwartz,  M.D. 

Associate  Surgeon,  Eye,  Ear,  Nose  and  Throa  Division, 
Minneapolis  General  Hospital 

Assistant  in  Ophthalmology  and  Otolarynology,  University 
of  Minnesota 

MINNEAPOLIS,  MINNESOTA 
It  is  an  exceedingly  difficult  matter  to  con¬ 
tribute  anything  new  to  our  stock  of  information 
concerning  laryngeal  phthisis.  Indeed,  for  a 
long  time  there  has  been  little  or  no  change  in 
our  knowledge  of  the  etiological  factors,  the 
pathological  anatomy,  the  symptomatology,  and 
the  diagnostic  points  involved;  only  in  the  fields 
of  prophylaxis  and  therapy  have  advances  been 
made — some  slight,  it  is  true,  but  others  of  prime 
importance.  The  following  paragraphs  will  give, 
as  briefly  as  possible,  our  present  views  regarding 
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tuberculosis  of  the  larynx  and  will  emphasize 
some  facts  which  are  particularly  noteworthy. 

ETIOLOGY 

With  a  post-war  increase  in  the  number  of 
cases  of  pulmonary  tuberculosis,  we  find  a  cor¬ 
responding  increase  in  the  incidence  and  in  the 
severity  of  laryngeal  tuberculosis.  The  latter  is 
almost  always  secondary  to  a  pulmonary  phthisis 
and  occurs,  roughly,  in  from  one-third  to  one- 
sixth  of  such  cases.  Rarely  a  tuberculosis  of  the 
larynx  may  follow  a  similar  condition  in  the  nose 
or  pharynx ;  occasionally,  also,  it  may  come  from 
a  tuberculous  focus  elsewhere,  being  transmitted 
by  the  blood  or  lymph  stream.  But  for  all  prac¬ 
tical  purposes  we  may  consider  the  laryngeal 
disease  as  being  secondary  always  to  a  lung 
involvement. 

Certain  factors  are  important  as  predisposing 
to  tuberculous  invasion  of  the  larynx.  A  pre¬ 
existent  chronic  catarrhal  laryngitis,  with  local 
inflammation,  cough,  irritation,  and  the  resulting 
fissures  and  defects  in  the  epithelium,  facilitates 
greatly  the  new  infection.  Maceration  of  these 
areas  with  tuberculous  sputum  contributes  also 
to  the  preparation  of  the  field. 

The  many  minute  creases  and  pockets  in  the 
laryngeal  mucosa  harbor  bacteria,  which  are  a 
sinister  factor  in  the  development  of  a  secondary 
infection.  Cisler  and  many  others  believe  that 
an  atrophic  nasal  mucosa  predisposes  to  disease 
of  the  larynx.  Occupation  is  an  important 
factor.  Max  Branch  finds  laryngeal  tuberculosis 
most  commonly  in  the  manual  workers  who  are 
economically  fairly  well-situated,  metal  workers, 
vegetable  handlers,  and  mineral  workers  being 
especially  predisposed  because  of  the  dust  as¬ 
sociated  with  each  of  these  vocations.  Further¬ 
more,  the  occupational  factor  also  explains  why 
men  are  affected  twice  as  often  as  women,  and 
why  the  preferred  ages  are  from  twenty  to  forty 
years,  the  disease  being  rare  in  old  age  and  in 
childhood.  However,  pregnant  women  are  very 
susceptible,  and,  when  attacked,  have  a  serious, 
often  a  fatal,  involvement. 

Ferreri  finds  that  indoor  workers  are  more 
often  affected  than  those  in  outdoor  work. 
Teachers,  jewelry  workers,  barbers,  laundresses, 
and  those  in  contact  with  animals  who  may  trans¬ 
mit  the  infection  (for  example,  butchers)  are 
especially  liable.  Lastly,  rubber  workers  are  in 
constant  danger  because  the  powdered  talcum ; 
and  the  bits  of  wool,  silk,  and  cotton  used  in 
rubber  manufacture,  when  inhaled,  are  very  irri¬ 
tant  to  the  respiratory  mucosa. 


PATHOLOGICAL  ANATOMY 

Four  more  or  less  well-defined  anatomical  stages 
may  be  described.  The  earliest  phase  is  that 
of  subepithelial  nodule  formation.  The  epitheli¬ 
um  is  intact,  though  here  and  there  it  may  be 
slightly  thickened.  The  characteristic  epithelioid 
and  round-cell  nodules  are  separated  from  the 
surrounding  tissues  by  a  leucocytic  ring  which 
may  be  partly  deficient. 

This  condition  soon  passes  into  the  stage  of 
infiltration, — round-cell  accumulation  in  the  sub¬ 
mucous  tissues.  The  nodules  increase  in  size  and 
number,  and  begin  to  undergo  central  caseation. 
There  may  also  be  wedge-shaped  round-cell  pro¬ 
liferations  into  the  deeper  tissues. 

The  beginning  of  ulceration  is  an  important 
and  serious  occasion.  Characteristically,  we  find 
shallow  ulcers  with  a  rough,  irregular  floor  partly 
covered  with  thin,  yellow-white  secretion,  having 
a  serrated,  mouse-bitten  margin,  and  a  pale  sur¬ 
rounding  tissue.  Granulations  are  present  at  the 
margin  and  may  increase  to  the  size  of  papillo¬ 
matous  tumors.  The  writer  recently  saw  a  case 
wherein  a  surgeon  in  a  distant  city  had  advised 
the  removal  of  an  apparently  recurring  tonsil. 
On  examination  there  was  found  a  tuberculous 
ulcer  of  the  left  side  of  the  pharynx,  the  anterior 
margin  of  the  ulcer  being  on  the  posterior  pillar. 
At  this  place  there  was  a  long  vertical  mass  of 
pale  granulations,  somewhat  resembling  cryptic 
tonsil  remnants;  yet  the  whole  was  tuberculous 
tissue. 

If,  unfortunately,  secondary  infection  sets  in, 
perichondritis  may  follow.  Conversely,  it  may 
be  stated  that  perichondritis  always  is  due  to 
a  secondary  infection.  This  most  often  involves 
the  arytenoids,  less  commonly  the  epiglottis,  and 
rarely  the  thyroid  or  cricoid  cartilages. 

SYMPTOMS 

Chief  importance  attaches  to  the  earliest  dis¬ 
coverable  symptoms  which  have  any  diagnostic 
import.  A  slight,  though  definite,  dysphonia,  the 
feeling  of  a  pungent  taste,  a  sensation  of  dryness 
in  the  throat,  and  a  difference  in  the  tone  or 
timbre  of  the  voice — these  four  make  early 
laryngeal  tuberculosis  strongly  to  be  suspected. 

Follows  then  a  thick,  toneless  voice,  which 
tires  easily  and  gradually  becomes  hoarse,  pro¬ 
ceeding  occasionally  to  a  stage  of  actual  aphonia. 
Dysphagia  and  odynophagia  then  may  set  in, 
due  to  ulceration  of  the  epiglottis,  the  arytenoids, 
or  the  interarytenoid  fold, — that  is  to  say,  of 
some  portion  of  the  upper  margin  of  the  larynx. 
Perichondritis  may  also  give  these  symptoms. 
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Pain  in  the  ear  on  the  affected  side, — rarely  on 
both  sides,  if  there  is  marked,  bilateral  laryngeal 
involvement, — is  not  uncommon.  This  is  trans¬ 
mitted  from  the  larynx  by  the  superior  laryngeal 
branch  of  the  vagus,  upward  through  the  main 
trunk  of  the  latter  and  along  the  ramus  auricu- 
laris  nervi  vagi  to  the  ear. 

Dyspnea  of  marked  degree  may  be  brought 
about  by  edema,  perichondritis,  or  infiltrative 
swelling. 

Stress  must  here  be  laid  on  one  significant 
fact :  the  most  important  structures  for  the 
closure  of  the  larynx  in  deglutition  are  the  false 
cords,  not  the  epiglottis.  If,  therefore,  these 
cords  and  the  adjacent  tissues  become  ulcerated, 
infiltrated,  rigid,  and  distorted,  complete  closure 
of  the  glottis  is  impossible,  so  that  aspiration 
pneumonia  may  set  in. 

It  is  doubtful  if  there  is  a  more  pitiable  crea¬ 
ture  in  the  entire  domain  of  medicine  than  one 
in  whom  these  conditions  have  become  far  ad¬ 
vanced.  As  Korner  dramatically  puts  it,  death 
approaches  from  three  sides  at  once, — through 
starvation,  through  suffocation,  and  through  as¬ 
piration  pneumonia. 

LARYNGOSCOPIC  FINDINGS 

The  clinical  manifestations  of  laryngeal  tuber¬ 
culosis  are  manifold,  and  may  be  dismissed 
briefly.  Of  great  importance  is  the  general  rule 
that  acute  or  chronic  catarrhal  conditions  are 
usually  symmetrical  and  bilateral,  whereas  spec¬ 
ific  diseases, — carcinoma,  syphilis,  and  tubercu¬ 
losis, — are  either  limited  to  one  side  or  are 
asymmetrically  distributed. 

In  the  first  stage,  that  of  subepithelial  nodule 
formation,  a  circumscribed  redness,  best  noted 
on  one  vocal  cord,  constitutes  an  excellent  early 
clue  to  diagnosis.  Significant,  also,  are  multiple 
follicular  thickenings  seen  with  the  magnifying 
mirror.  But  these  changes  can  be  so  rarely 
made  out  that  they  scarcely  enter  into  con¬ 
sideration. 

The  stage  of  infiltration — that  which  we  usu¬ 
ally  see  earliest — is  first  manifested  in  the  great 
majority  of  cases  upon  the  posterior  wall  of  the 
larynx.  The  interarytenoid  fold  is  normally 
concave  with  reference  to  the  lumen  of  the 
larynx.  A  chronic  catarrh  may  make  this  wall 
straight  or  flat;  but,  when  the  fold  is  so  thick¬ 
ened  as  to  project  into  the  laryngeal  lumen  and 
especially  if  the  infiltration  and  the  proliferation 
are  irregular,  asymmetric,  pale,  with  conical, 
lumpy,  pointed  or  papillomatous  excrescences  of 
a  lead-gray  or  yellow-gray  or  a  red-gray  color, 


a  diagnosis  of  tuberculosis  is  entirely  justified. 

Less  frequently  does  infiltration  involvei  the 
vocal  cords,  still  less  the  false  cords,  and,  least 
of  all,  the  arytenoids  and  the  epiglottis. 

Tuberculous  ulcers  are  seen  most  often  on  the 
vocal  cords  and  on  the  interarytenoid  fold,  and 
less  often  on  the  false  cords,  the  arytenoids,  and 
the  epiglottis.  They  may  be  superficial  or  as¬ 
sociated  with  a  deep  infiltrate,  and  have  an  irreg¬ 
ular  furrowed  floor  with  mound-like,  infiltrated, 
even  papillomatous  margins,  as  already  described. 

It  must  be  remembered  that  tuberculosis  in¬ 
volves  with  great  preference  the  posterior  half 
of  the  larynx,  so  that  the  epiglottis  may  not 
become  involved  for  a  long  time,  if  at  all.  Se¬ 
vere  cases,  however,  may  present  ulceration  of 
the  entire  upper  laryngeal  ring. 

Perichondritis,  a  serious  and  not  infrequent 
complication,  arises  from  a  secondary  infection 
and  involves  the  arytenoids  first  because  of  their 
superficial,  exposed  position  and  because  of  the 
adjacent  ulceration.  It  may  then  spread  to  the 
epiglottis,  and,  rarely,  to  the  cricoid  and  the 
thyroid  cartilages,  with  now  and  then  involve¬ 
ment  of  the  subglottic  space. 

The  epiglottis  may  assume  a  turban-like  form, 
or  it  may  appear  as  a  large,  swollen,  shapeless 
mass.  Care  must  be  taken  not  to  mistake  a 
massive  infiltration  for  simple  edema.  The  pain 
becomes  intense,  and,  if  there  is  much  edema, 
there  is  danger  of  asphyxia. 

DIAGNOSIS 

The  recognition  of  early  symptoms  and  signs 
is  of  the  utmost  importance,  of  course.  Very 
significant  is  a  marked  anemia  of  the  laryngeal 
mucosa  in  the  presence  of  a  laryngeal  catarrh, 
and  associated  with  a  definite  weakness  of  the 
laryngeal  muscles  as  evidenced  by  a  toneless, 
easily-tired  voice.  We  look  for  unilateral  or 
asymmetrically  reddened  areas,  in  which  minute 
nodules  or  erosions  may  be  recognized.  But  the 
most  reliable  and  most  frequent  early  sign  of 
laryngeal  tuberculosis  is,  undoubtedly,  the  char¬ 
acteristic  interarytenoid  infiltration,  with  or  with¬ 
out  small,  unilateral  swellings  of  the  vocal  cords. 

Care  should  be  taken  not  to  confound  an  in¬ 
filtrative  or  toxic  muscle  involvement  with  a 
unilateral  or  a  bilateral  paresis  or  paralysis  from 
another  cause. 

There  is  usually  no  trouble  in  differentiating 
between  a  tuberculous  ulcer  of  the  larynx  and 
one  which  is  due  to  syphilis.  '  When  there  is 
some  difficulty,  the  following  facts  should  be 
borne  in  mind:  a  tuberculous  ulcer  is  shallow 
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and  is  covered  with  a  thin,  serous  whitish  secre¬ 
tion,  has  irregular  “mouse-bitten”  edges,  and  is 
surrounded  by  a  pale  tissue  of  little  inflammatory 
reaction.  A  luetic  ulcer,  on  the  contrary,  is  deep, 
is  covered  with  a  thick,  greenish  secretion,  has 
round  regular  margins,  and  is  surrounded  by  a 
congested  tissue  of  marked  inflammatory  reac¬ 
tion.  Haslinger  names  three  conditions  wherein 
there  may  be  little  or  no  reaction  about  a  luetic 
lesion :  when  the  ulcer  is  in  scar  tissue,  when 
the  patient  is  cachectic,  and  when  the  lues  is 
congenital. 

When,  despite  the  above-mentioned  guides  and 
the  general  methods  of  detecting  tuberculosis, 
the  diagnosis  is  still  uncertain,  recourse  should 
be  had  to  biopsy.  This  will  usually  clear  away 
all  doubt  as  to  the  nature  of  the  lesion. 

PROGNOSIS 

According  to  Briinings,  in  emaciated,  progres¬ 
sive  pulmonary  cases  with  fever,  the  outlook  is 
bad  for  both  lung  and  larynx.  In  the  catarrhal, 
afebrile  type  of  chronic  course,  the  prognosis 
is  better.  In  cases  of  stationary,  indurative  pul¬ 
monary  tuberculosis,  the  laryngeal  prognosis  is 
favorable.  As  Gregg  says,  the  laryngeal  progno¬ 
sis  varies  almost  directly  with  the  patient’s  gen¬ 
eral  condition.  Closed  lesions,  that  is,  those 
which  are  not  ulcerated,  even  though  they  are 
widespread,  have  a  good  prognosis ;  while  those 
in  which  ulceration  and  necrosis  have  already 
set  in  are  always  in  danger  of  secondary  in¬ 
fection.  The  more  fibrous  the  type  of  tuber¬ 
culosis,  the  better  the  prognosis.  The  outlook 
is  also  better  when  there  is  considerable  local 
reaction  after  treatment,  as,  for  instance,  with 
the  cautery.  Pregnancy  usually  aggravates  great¬ 
ly  a  laryngeal  tuberculosis ;  in  fact,  the  latter 
may  not  be  suspected  at  all  until  made  manifest 
in  this  way.  For  this  and  similar  reasons,  it  is 
advised,  wherever  possible,  to  make  repeated, 
routine  laryngeal  examinations  of  patients  with 
pulmonary  tuberculosis  but  without  laryngeal 
symptoms.  Only  in  this  way  can  the  patient 
be  really  protected  against  great  suffering  or  a 
premature  death. 

Reynier  gives  an  interesting  classification  of 
laryngeal  lesions  in  progressive  order  of  their 
gravity  as  to  prognosis :  first,  vegetations  or 
proliferations  with  or  without  ulceration  of  the 
posterior  wall;  second,  ulceration  of  the  vocal 
cords  ;  third,  infiltration  of  the  arytenoid ;  fourth, 
infiltration  of  the  epiglottis ;  fifth,  ulceration  of 
the  lateral  wall ;  and,  sixth,  rapid  ulceration  with 
infiltration  of  the  arytenoids,  epiglottis,  lateral 


walls,  cords — in  short,  of  the  entire  upper  laryn¬ 
geal  ring. 

TREATMENT 

It  would  be  difficult  even  to  enumerate  all  of 
the  methods  and  medications  which  have  been 
used  in  the  therapy  of  laryngeal  tuberculosis. 
Their  number  is  legion.  Of  course,  it  is  true 
that  much  of  the  treatment  must  be  symptomatic, 
and  it  therefore  permits  the  employment  of  a 
multiplicity  of  therapeutic  measures,  according 
to  each  man’s  idea  of  what  particular  procedure 
best  suits  a  given  condition.  Until  a  specific 
treatment  is  discovered,  we  must  expect  to  bear 
this  burden. 

But  we  have  a  few  measures,  fortunately, 
which,  if  carefully  and  judiciously  applied,  are 
of  such  unquestioned  value  that  the  therapy  of 
this  malady  has  changed  from  a  hopeless  task 
into  one  which  is  often  rewarded  with  success. 

The  general  treatment  must  be  administered 
with  the  idea  always  in  mind  that  we  have  a 
patient  who  is  afflicted,  first  of  all,  with  pulmo¬ 
nary  tuberculosis.  Sanatorium  hygiene  is  there¬ 
fore  important.  Dry  mountain  air  is  better  than 
the  damp  air  of  the  seashore.  A  cool,  not  cold, 
temperature ;  so  far  as  possible,  continuously 
pleasant  weather,  not  erratic  extremes  of  climate ; 
a  moderate,  regular  wind ;  and  plenty  of  sun¬ 
shine,  the  latter  being  intensified  in  a  high  alti¬ 
tude — all  these  are  important  factors  in  the  pa¬ 
tient’s  environment. 

The  diet  should  be  soft,  bland,  and  pasty; 
gelatinous  foods  are  often  required.  The  ab¬ 
dominal  position  while  eating  may  somewhat 
relieve  a  patient’s  dysphagia. 

Finsen  light  baths  daily  have  proved  of  benefit, 
the  patient,  stripped,  lying  prone  before  four 
arc  lamps  of  twenty  amperes  each.  Tuberculin 
is  occasionally  used,  but  not  with  altogether 
satisfactory  results;  the  initial  dose  is  from  0.1 
to  0.5  mgm.  of  old  tuberculin.  “Krysolgan,”  a 
gold-cantharidin  compound,  has  been  recently 
developed  and  is  given  intravenously,  the  dose 
increasing  from  0.025  gm.  to  0.2  gm.  The  re¬ 
sults  have  been  encouraging.  Some  salts  of  the 
rare  earths  of  the  cerite  or  cerium  group  have 
been  used  recently,  also  by  intravenous  admin¬ 
istration,  but  with  questionable  results.  These 
are  said  to  produce  a  transient  mononucleosis 
and  an  increase  in  the  red  cell  count;  but  the 
chief  value  of  both  these  chemical  procedures 
lies  in  their  stimulus  to  connective-tissue  forma¬ 
tion,  so  that  they  really  constitute  irritant 
therapy. 
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Rarely  a  pregnancy  will  have  to  be  terminated 
in  its  early  months ;  if  in  the  later  months, 
Cesarian  section  may  be  required. 

All  our  measures,  however,  prove  valueless 
unless  we  can  obtain  and  enforce  a  constant, 
absolute,  and  prolonged  rest  of  the  larynx,  for¬ 
bidding  any  effort  at  speech  or  even  at  whisper¬ 
ing.  A  few  clinicians,  like  Leichsenring,  have 
even  gone  so  far  as  to  section,  or  to  inject  with 
80  per  cent  alcohol  the  recurrent  laryngeal  nerve 
of  the  same  side,  in  order  to  insure  absolute 
immobility  of  the  vocal  cord.  To  the  writer 
it  would  seem  that  such  heroic  treatment  is 
rarely  justified.  Nevertheless,  the  principle  of 
local  rest  cannot  be  too  greatly  valued  nor  too 
carefully  observed.  It  is  the  basis  of  the  man¬ 
agement  of  these  cases. 

Local  treatment  of  a  tuberculous  larynx  should 
be  only  such  as  will  be  well-tolerated  by  the 
patient,  and  should  be  administered  only  after 
noting  how  much  tendency  there  is  toward 
spontaneous  healing. 

Of  the  palliative  methods  in  common  use  we 
may  first  consider,  as  does  Briinings,  those 
which  are  useful  in  alleviating  pain  in  the  super¬ 
ficial  structures  and  tissues.  Oily  sprays  and 
applications  have  found  favor  in  many  hands, 
being  almost  always  preceded  by  an  alkaline 
wash  or  a  hydrogen-peroxide  spray  of  the  larynx 
to  remove  tenacious  mucus.  Menthol  in  oil — 
from  2  to  20  per  cent — or  the  French  prepara¬ 
tion,  Gomenol,  (a  few  aromatic  and  weakly 
antiseptic  substances  in  a  liquid  petrolatum 
base),  have  both  been  used  to  good  advantage. 
A  favorite  method  of  instillation  is  by  using  a 
Yankauer  dropper  or  a  Jones  autoinjector, 
whereby  the  patient  is  able  to  treat  himself  satis¬ 
factorily.  In  the  latter  there  is  a  rubber  tube, 
which  is  passed  back  through  the  nose  and  over 
the  soft  palate  into  the  pharynx.  The  desired 
liquid  is  then  forced  through  the  tube  and  is  so 
instilled  into  the  larynx., 

Insufflation  of  various  powders  has  often  been 
employed  with  considerable  relief  from  pain. 
Especially  is  this  true  of  that  reliable  preparation 
“orthoform,”  which  is  not  only  anesthetic  but 
also  at  times  of  definite  curative  value.  Anes- 
thesin  or  apothesin  may  also  be  used  in  this 
way,  or  we  may  combine  ortho  form  with  iodo¬ 
form  and  with  compound  stearate  of  zinc  to 
form  still  another  type  of  powder. 

Freudenthal’s  mixture  of  menthol,  formalde¬ 
hyde,  and  orthoform  in  an  emulsion  of  oil  of 
sweet  almonds  and  powdered  acacia  with  water, 
has  given  good  results  in  many  cases.  The 


principal  action  here,  of  course,  is  that  of  the 
orthoform. 

Creosote  in  glycerin  has  been  used;  even  the 
familiar  compound  benzoin  tincture  in  steaming 
water  as  an  inhalant  has  been  recommended  by 
some,  but  others  oppose  its  use  as  being  irritant 
to  the  glottic  mucosa. 

When  nothing  else  avails,  and  yet  we  must 
relieve  dysphagia  or  some  other  local  distress, 
cocain,  with  adrenalin,  is  occasionally  employed. 
The  habit-forming  tendency  must  always  be 
borne  in  mind. 

Pain  in  the  deeper  structures  is  harder  to 
combat.  Bier’s  hyperemia  has  been  employed 
for  this  purpose  with  some  good  effect,  using  an 
elastic  collar  around  the  lowest  part  of  the  neck 
for  compression. 

One  of  the  most  common  and,  indeed,  most 
effective  procedures  is  injection  of  the  superior 
laryngeal  nerve  with  80  per  cent  alcohol  or  with 
novocain.  The  former  gives  relief  for  periods 
ranging  from  one  to  several  months,  and  is 
quickly  and  easily  done. 

It  may  become  necessary  to  section  the  superior 
laryngeal  nerve  of  one  side — some  say  of  both 
sides,  if  necessary,  but  not  at  the  same  time. 
Some  sensation  is  said  to  return  after  a  few 
months,  but  the  danger  from  aspiration  pneu¬ 
monia  would  seem  a  very  real  one.  When  both 
sides  are  equally  involved,  Feuchtinger  uses  only 
radium ;  he  never  cuts  both  nerves. 

For  dysphagia,  nasal  feeding  is  given  through 
a  tube  or  catheter.  If  these  methods  are  also 
found  inadequate,  a  gastrostomy  may  have  to  be 
done. 

For  threatened  asphyxia,  tracheotomy  should 
be  done  immediately.  In  former  years  this  pro¬ 
cedure  was  used  to  give  access  to  the  larynx 
and  trachea  for  direct  treatment,  but  latterly 
its  use  has  become  restricted  more  and  more  to 
the  relief  of  mechanical  obstruction. 

Of  course,  narcotics  injected  hypodermatically 
may  have  to  be  used.  The  indications  for  these 
are  well  known. 

Thus  far  we  have  considered  only  methods 
for  giving  symptomatic  relief.  There  are  other 
measures,  however,  by  which  we  may  hope  to 
effect  a  cure,  other  factors  being  favorable.  Of 
these,  let  us  consider  first  the  endolaryngeal  pro¬ 
cedures. 

The  application  of  caustics  is  an  old,  and  at 
times  a  very  beneficial,  mode  of  treatment.  Lac¬ 
tic  acid  has  been  used  in  solutions  of  from  50 
to  90  per  cent  with  good  effect.  Formalin,  up 
to  2  per  cent,  and  formaldehyde  in  glycerin,  have 
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been  used  similarly  but  less  commonly.  It 
should  be  remembered  that  these  applications  are 
effective  only  against  secondary  infection,  that  is, 
against  superficial  tissue  involvement. 

For  this  reason  Briinings  has  recently  devised 
a  deep  puncture  with  the  galvanocautery  needle. 
This  is  probably  the  best  of  all  the  endolaryngeal 
surgical  methods  at  our  command.  Punctures 
of  from  one-half  to  one-and-one-half  centimeters 
in  depth  are  made  into  and  around  the  diseased 
area.  Each  of  these  is  effective  for  a  radius 
of  about  a  half  centimeter  from  the  puncture 
canal,  so  that  we  have  here  the  double  advantage 
of  almost  negligible  damage  to  the  surface 
epithelium  combined  with  a  far-reaching  effect 
in  the  deep  tissues,  productive  of  marked  local 
reaction  with  subsequent  scar  formation  and  en¬ 
capsulation  of  the  infiltrated  or  destroyed  regions. 

We  might  mention  in  passing  the  use  of 
chaulmoogra  oil  in  laryngeal  tuberculosis.  It  is 
applied  locally,  usually  in  a  20  per  cent  solution, 
and  is  said  to  be  detergent,  anesthetic,  and  coun¬ 
terirritant.  It  is  employed  chiefly  for  the  relief 
of  dysphagia,  and  has  been  used  with  success  by 
Lukens  and  others. 

Another  type  of  cautery  is  the  flat  galvano¬ 
cautery  needle,  which,  when  used  on  tilcers  or 
other  superficial  lesions,  removes  necrotic  tissue 
and  stimulates  granulation. 

When  the  lumen  of  the  glottis  is  greatly  ob¬ 
structed  or  a  circumscribed  focus  can  be  entirely 
removed,  as,  for  instance,  the  epiglottis  in  dys¬ 
phagia  or  a  vocal  cord  in  unilateral  involvement, 
we  extirpate  the  diseased  tissue  with  snares  and 
punches, — rarely,  if  ever,  with  a  curette. 

We  are  admonished  that  it  is  possible  to  force 
tubercle  bacilli  from  the  lesion  into  the  lympha¬ 
tics  or  the  blood  stream,  producing  thereby  a 
miliary  implantation  or  a  generalization  of  the 
tuberculous  process ;  however,  this  danger  is 
more  theoretical  than  real,  for  in  practice  we 
rarely  find  such  a  complication. 

Dean  recommends  operation  by  suspension 
laryngoscopy.  After  removal  of  the  tissue,  it 
is  advised  to  cauterize  the  wound  surface  with 
lactic  acid. 

Local  irradiation  with  .sr-rays,  the  mercury- 
vapor  lamp,  and  radium  has  been  employed  with 
varying  results.  Rickman  gives  a  course  of  six 
.r-rays  treatments,  each  of  from  20  to  30  per  cent 
of  the  skin  erythema  dose,  every  two  days.  All 
these  methods  aim  to  produce  a  local  inflamma¬ 
tion  to  be  followed  by  scar-tissue  formation  and 
encapsulation  of  the  diseased  area. 

But  by  far  the  best  of  all  the  local  non-surgical 


methods  is  intralaryngeal,  condensed  sunlight 
treatment,  which  may  be  carried  out  by  the 
patient  himself  with  Verba’s  or  some  other  ap¬ 
paratus.  This  heliotherapy  has  received  exten¬ 
sive  trial,  particularly  in  this  country,  and  has 
brought  most  excellent,  often  astonishing,  results. 
A  set  of  mirrors  containing  an  alloy  of  alumi¬ 
num,  and  magnesium  are  so  mounted  that  by 
looking  into  an  ordinary  large  mirror  the  patient 
is  able,  with  a  little  practice,  to  direct  the  sun 
rays  into  his  own  larynx.  The  ultraviolet  rays 
are  utilized,  while  the  heat  rays  are  eliminated. 
The  usual  maximum  dose  is  up  to  ten  minutes. 
The  exposure  may  cause  marked  local  reaction — 
fulness  and  dryness  of  the  larynx,  with  pain, 
burning,  erythema  and  swelling,  but  these  soon 
disappear.  In  a  large  percentage  of  cases,  after 
a  short  time,  some  or  all  of  the  ulcers  heal,  the 
tuberculous  swelling  diminishes,  the  cough  dis¬ 
appears,  and  the  dysphagia  may  be  greatly  re¬ 
lieved.  The  literature  contains  numerous  reports 
of  remarkable  cures  in  advanced  cases. 

We  have  only  to  mention  the  extralaryngeal 
surgical  methods  which  used  to  be  employed  oc¬ 
casionally,  but  which  are  gradually  losing  their 
place  in  therapy.  These  methods  have  the  com¬ 
mon  disadvantage  of  inviting  wound  infection 
with  tubercle  bacilli  or  with  cocci. 

Laryngofissure  has  been  done,  but  the  indica¬ 
tions  according  to  Briinings)  are  so  confusing 
that  a  suitable  case  is  rare.  He  would  permit 
it  only  in  an  afebrile  patient  of  good  general 
condition,  in  whom  the  lung  condition  is  non¬ 
progressive,  with  but  little  sputum  and  a  laryn¬ 
geal  disease  so  limited  that  it  can  be  entirely 
removed  at  one  time.  Further,  general  and  in¬ 
tralaryngeal  treatment  must  have  been  tried  over 
a  long  period  and  have  been  found  insufficient. 

Curative  tracheotomy  has  given  some  good 
results,  but  interferes  in  a  measure  with  cough 
and  expectoration.  It  is  most  successful  when 
done  in  a  young,  afebrile  patient  at  a  favorable 
time  of  the  year  so  that  he  can  be  outside  as 
much  as  possible.  There  may  be  marked  in¬ 
volvement  of  the  larynx,  but  there  should  not 
be  extensive  lung  disease,  and  the  general  condi¬ 
tion  must  be  good. 

Extirpation  of  the  larynx,  one  side  or  both, 
is  now  rarely  done. 

At  Parkview  Hospital  we  have  begun  to  do 
routine  laryngoscopic  examinations  of  all  the 
patients.  Of  forty-six  patients  examined  to  date, 
we  have  found  five  with  definite  tuberculous 
laryngitis,  three  with  interarytenoid  thickening, 
and  three  more  with  a  diffuse  hyperemia  of  the 
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posterior  part  of  the  larynx.  A  further  report 
will  be  made  when  the  series  is  completed. 

In  conclusion,  the  writer  wishes  only  to  call 
attention  once  more  to  the  three  weapons  which 
in  his  opinion  form  our  greatest  defense  at  pres¬ 
ent  against  laryngeal  tuberculosis :  absolute,  pro¬ 
longed  rest  of  the  larynx ;  the  deep  puncture  with 
the  electrocautery  needle;  and  condensed,  intra- 
laryngeal  sunlight.  Judicious  application  of 
these  methods  should  yield  good  results  in  suit¬ 
able  cases. 


THE  EARLY  DIAGNOSIS  OE  PULMO¬ 
NARY  TUBERCULOSIS 
By  Walter  J.  Marcley,  M.D. 

Consultant  to  the  Parkview  Sanatorium 
MINNEAPOLIS,  MINNESOTA 

The  gradual,  insidious  onset  of  tuberculosis 
and  the  relapsing  nature  of  this  disease  should 
be  borne  in  mind  constantly.  A  diagnosis  is 
never  made  entirely  upon  one  point  of  evidence. 
A  thorough  time-consuming  investigation  into 
the  case  is  essential,  in  order  to  arrive  at  a 
definite  conclusion.  I  have  summarized  the 
evidence  briefly  in  the  following  twenty-one 
points : 

1.  History  of  tuberculous  disease  in  a  near 
relative  of  the  patient  should  be  seriously  con¬ 
sidered  as  an  indication  of  possible  low  natural 
resistance  in  the  individual  under  observation. 

2.  A  painstaking  inquiry  into  the  history  of 
the  development  of  the  present  illness  is  essential. 

3.  In  the  diagnosis  of  active  pulmonary  tu¬ 
berculosis  constitutional  symptoms  are  more  im¬ 
portant  than  physical  signs,  ;r-ray  findings,  labor¬ 
atory  findings,  and  evidence  of  special  tests. 

4.  Cough  is  the  most  frequent  early  symptom. 
Even  a  slight  cough,  with  or  without  expectora¬ 
tion,  persisting  over  three  or  four  weeks,  requires 
a  searching  examination. 

5.  Malaise  is  important.  It  usually  develops 
very  gradually  and  insidiously,  being  attributed 
by  the  patient  and  his  family  to  overwork,  anx¬ 
iety  in  business,  overstudy,  or  to  previous  acute 
disease  from  which  he  has  not  fully  recovered. 
“A  rundown  condition  does  not  demand  a  tonic, 
but  an  examination.” — Pottenger. 

6.  Instability  of  the  nervous  system,  mani¬ 
fested  by  restlessness,  irritability,  sleeplessness, 
is  frequently  caused  by  the  toxemia  of  early 
tuberculosis. 

7.  Gastro-intestinal  disturbances  are  frequent¬ 
ly  early  signs  of  tuberculous  toxemia.  Many 


a  patient  consults  a  physician  because  of  "stom¬ 
ach  trouble,”  when  a  careful  investigation  re¬ 
veals  pulmonary  tuberculosis,  and  proper  treat¬ 
ment  promptly  removes  all  symptoms  of  which 
he  complains. 

8.  Frequent  and  protracted  “colds”  are  not  in¬ 
significant,  and  their  cause  should  be  searched 
for. 

9.  Hoarseness,  persisting  or  recurring,  may 
be  an  early  symptom  of  pulmonary  tuberculosis. 

10.  Gradual  loss  in  weight  is  a  common  early 
sign  of  this  disease. 

11.  Pleurisy  suggests,  at  once,  tuberculosis. 
At  least  80  per  cent  of  the  so-called  idiopathic 
pleurisies  are  due  to  this  disease. 

12.  Slight  rise  of  afternoon  or  evening  tem¬ 
perature  is  a  common  and  extremely  important 
symptom.  One  or  two  readings  in  the  office  are 
not  sufficient.  A  careful  record  made  every  two 
hours  for  a  week  may  reveal  fever  not  otherwise 
detected. 

13.  An  irritable  heart  with  a  pulse  persisting 
between  90  and  100  merits  careful  consideration. 

14.  Hemoptysis  is  pathognomonic  of  pulmo¬ 
nary  tuberculosis  in  at  least  95  per  cent  of  all 
cases.  A  patient  who  has  coughed  for  two  or 
three  weeks  and  later  expectorates  a  small  quan¬ 
tity  of  clear  bright  blood  must  be  considered  as 
tuberculous,  even  without  other  evidence,  unless 
some  other  cause  for  the  hemorrhage  can  be 
positively  and  definitely  established. 

15.  The  presence  of  tubercle  bacilli  in  the 
sputum  is  not  an  early  sign  of  pulmonary  disease, 
and  negative  reports  from  the  laboratory  are  of 
no  value  in  diagnosis  except  when  many  and 
frequent  negative  reports  are  received.  A  forty- 
eight-hour  specimen  may  give  positive  evidence 
although  a  single  expectoration  may  be  negative. 

16.  Tuberculous  pulmonary  lesions  that  are 
demonstrable  are  usually  apical.  Basic  lesions 
are  usually  not  tuberculous. 

17.  The  lagging  of  the  apex  or  of  the  entire 
side,  the  narrowing  of  Kronig’s  isthmus,  the 
tenseness  of  overlying  muscle,  the  slight  change 
in  percussion  note  brought  out  by  light  percus¬ 
sion,  and  the  slight  changes  in  breath  and  voice 
sounds,  with  or  without  fine  moist  rales  following 
cough,  are  the  physical  signs  most  commonly 
found.  Turban  taught  many  years  ago  that 
“apical  catarrh”  persisting  is  tuberculous.  I  be¬ 
lieve  this  teaching  has  stood  the  test  of  time. 

18.  The  A"- ray  furnishes  valuable  evidence, 
but  is  too  often  relied  upon  entirely  to  the  ex¬ 
clusion  of  other  evidence  in  making  a  diagnosis. 
The  fluoroscopic  examination  gives  us  the  move- 
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ment  of  the  apices  and  the  excursion  of  the 
diaphragm.  The  single  flat  plate  is  of  little 
value.  Stereorontgenograms  should  be  made  in 
all  cases,  properly  made,  and  interpreted  by  a 
physician  skilled  in  this  phase  or  rontgenology. 

19.  Tuberculin  may  furnish  evidence  of  slight 
value.  A  high  sensitiveness  to  tuberculin,  I  be¬ 
lieve,  offers  a  suggestion  of  existing  disease. 

20.  Grave  consideration  should  be  given  to 
the  protracted  convalescence  from  acute  diseases, 
injuries,  surgical  operations,,  pregnancy  with 
premature  delivery,  or  confinement  at  full  term. 
Unless  the  patient  comes  back  in  proper  time  to 
the  former  state  of  physical  well-being,  investi¬ 
gation  may  elicit  sufficient  of  the  symptoms  I 
have  enumerated  upon  which  to  diagnose  pul¬ 
monary  tuberculosis. 

21.  So-called  surgical  tuberculosis  (ischeo- 
rectal  abscess,  glandular  enlargement,  bone  in¬ 
volvement)  is  a  local  manifestation  of  a  consti¬ 
tutional  condition,  and  in  the  vast  majority  of 
cases  there  is  also  present  a  pulmonary  lesion. 

Tuberculosis  is  curable,  but  its  curability  de¬ 
pends  upon  its  early  detection ;  intelligent  co¬ 
operation  on  the  part  of  the  patient  with  the 
physician ;  and  proper  treatment  including  med¬ 
ical  supervision  over  a  long  period  of  time. 


SOME  REMARKS  ON  RESONATORS 
By  H.  P.  Bacon,  M.D. 

Associate  Physician  Parkview  Sanatorium 
MINNEAPOLIS,  MINNESOTA 

I  shall  make  no  attempt  to  give  a  scientific  pa¬ 
per  this  evening,  but  to  try  to  recall  to  our  minds 
certain  laws  of  sounds  and  the  principles  of 
interpretation  of  such  as  are  met  with  in  phy¬ 
sical  diagnosis  of  diseases  of  the  chest.  These, 
often  lost  sight  of  in  the  routine  of  our  work, 
when  again  brought  to  mind  become  interesting 
and  intriguing.  Quoting  Norris  and  Landis: 
“For  the  ready  comprehension  of  physical  diag¬ 
nosis  a  superficial  knowledge  of  acoustics  is 
necessary.  The  fact  that  all  the  phenomena  met 
with  cannot  as  yet  be  satisfactorily  explained  is 
due  to  the  limitations  of  our  knowledge  and  is 
not  to  be  attributed  to  any  mysterious  mani¬ 
festations.  Acoustics  has  not  developed  into 
such  a  lofty,  rich,  and  well-rounded  form  as 
has  her  sister  science,  optics.”  “A  resonator  is 
ordinarily  an  instrument  for  the  determining  of 
the  pitch  of  sound.”  Any  elastic  body  having  an 
opening  and  containing  a  column  of  air  is  in 
fact  a  resonator.  Pitch  depends  on  volumn  of 


air,  its  size,  and  the  size  of  its  opening.  The 
smaller  the  object  the  higher  the  pitch,  the 
smaller  opening  the  lower  the  pitch. 

Every  resonator  has  its  “fundamental”  tone, 
the  lowest  note  to  which  it  vibrates  as  a  whole. 
Now,  when  a  vibrating  body  is  struck  there  are 
produced  other  tones  near  the  fundamental  tone, 
which  are  known  as  other  tones.  In  a  resonator 
these  are  spoken  of  as  forced  on  it.  Such  are 
the  spoken  voice  sounds  heard  through  the  chest 
wall.  Of  the  human  body  resonators  the  thorax 
is  lowest  in  pitch,  the  ear  highest;  when  either 
vibrates  to  a  tone  near  its  fundamental  tone, 
there  is  a  very  disagreeable  sensation  produced 
as  when  a  street-car  goes  around  a  curve  at  a 
good  speed.  The  fundamental  tone  of  the  chest 
is  below  the  lowest  voice  in  pitch  or  we  would 
suffer  as  the  ear  does  on  hearing  the  screech. 
All  these  aid  in  pointing  out  why  we  can  obtain 
such  valuable  information  in  our  clinical  exam¬ 
ination. 

The  four  classical  qualities  of  sounds  are  in¬ 
tensity,  duration,  quality,  and  pitch ;  and  the 
greatest  of  these  are  quality  and  pitch.  Quality 
of  sound  is  that  by  which  we  recognize  different 
articles  from  the  sounds  which  eminate  from 
them  when  struck.  Thus  if  one  strikes  a  tin  pail 
or  jug  we  are  able  to  say  that’s  a  pail,  etc.,  by 
the  quality  of  its  sound ;  its  size  may  be  guessed 
by  the  pitch.  The  pipe  organ  with  its  bellows, 
its  pipes,  and  its  reeds  well  illustrates  the  thorax 
as  a  resonator.  Organ  pipes  are  of  two  varities, 
reed  and  flue,  pitch  being  varied  by  the  length 
of  the  pipes  and  the  size  of  the  openings.  By 
varying  the  size  of  the  openings  at  the  distal 
end,  the  pitch  is  varied  though  the  reed  remains 
unchanged.  Now  the  thorax  the  human  reson¬ 
ator,  responds  and  acts  under  the  same  prin¬ 
ciples.  Perhaps  here  arises  the  question  of  the 
origin  of  breath  sounds.  Are  they  reed  sounds 
modified  by  the  thorax  resonator  or  do  they 
originate  in  the  thorax  itself?  Dr.  Bushnell 
maintains  that  all  normal  chest  sounds  originate 
and  are  produced  by  vibrations  within  the  larynx, 
whereas  Martini  in  the  September  Archives  of 
Internal  Medicine,  denies  it  in  toto.  After  seeing 
or,  rather,  hearing  Dr.  'Bushnell  demonstrate  his 
point  himself,  every  day  for  weeks,  showing 
that  by  the  complete  relaxation  of  his  larynx  all 
breath  sounds  in  the  trachea  and  chest  disap¬ 
peared,  I  am  inclined  to  repeat  the  remark  of 
Dr.  Wesbrook  to  me  on  reporting  that  there 
were  no  bacilli  in  a  given  specimen :  “Because 
you  did  not  find  them  was  no  proof  they  were 
not  there.” 
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Dr.  Bushnell  limited  himself  to  consideration 
of  the  more  normal  sounds,  raisinj^  the  question 
of  whether,  for  instance,  in  a  cavity  there  were 
not  adventitious  sounds  originating  in  the  cavity 
itself.  The  thorax,  a  resonator,  resjxmds  best  to 
these  tones  (overtones)  which  are  nearest  its 
fundamental  tone,  thus  :  (1)  the  male  chest  being 
the  larger  responds  best  to  the  lower  and  the 
heavier  tones;  while  (2)  a  woman’s  chest  or  a 
child’s  responds  to  those  of  higher  pitch.  By 
the  same  token  the  whisper  is  much  better  trans¬ 
mitted  in  the  child,  being  of  higher  pitch,  and  in 
less  degree  in  a  woman’s  chest.  It  becomes, 
therefore,  in  the  adult  chest  a  much  more  valuable 
measure  of  pathology  than  the  more  easily  trans¬ 
mitted  voice  sound,  except  of  course  the  lower 
reaches  of  the  thorax,  where  the  transmission 
of  the  whisper  does  not  normally  reach.  It, 
therefore,  makes  it  wise  to  use  those  sounds 
less  easily  transmitted  in  making  examinations.  A 
tympanitic  note  is  musical,  that  is,  it  is  produced 
by  rhythmic  vibrations,  ordinarily  by  an  elastic 
membrane  stretched  over  a  column  of  air  vibrat¬ 
ing  as  a  whole,  in  the  lung,  as  over  an  accumula¬ 
tion  of  fluid  when  the  pressure  of  the  fluid  causes 
stretching  of  the  overlying  membranes  by  the 
crowding  of  the  retained  air  against  them  at  the 
same  time  causing  a  relaxation  of  the  fibrous 
structure  of  the  lung  permitting  it  to  vibrate 
as  a  whole.  On  the  other  hand,  a  metallic 
quality  is  given  by  unrhythmic  vibrations  as 
when  sounds  are  reflected  from  the  walls  of  a 
smooth  walled  cavity  and  interfered  with  by 
tissues  of  varying  densities,  giving  the  peculiar 
quality  to  sound  from  a  pulmonary  cavity.  While 
the  thorax  as  a  resonator  responds  to  these  laws 
and  has  a  fundamental  tone,  it  has  also  a  specific 
reaction  to  vibrations  such  that  a  part  has  the 
same  pitch  and  tone  as  the  whole.  Thus,  the 
ribs  slanting  downward  disperse  the  effect  and 
vibration  of  a  blow,  the  articulations  with  the 
cartilages  of  the  sternum  and  the  spine,  of  differ¬ 
ent  densities  and  response  to  vibrations  also  dis¬ 
sipate  the  effect  of  a  blow ;  further,  the  bony 
parts  differ  in  thickness,  size,  and  density,  thus 
limiting  and  diffusing  vibrations,  lobes  of  the 
lungs,  septa  of  lobules,  structure  of  parts  differ¬ 
ing  again  as  to  size,  density,  and  physical  char¬ 
acteristics,  do  not  carry  fundamental  tones  of 
other  sizes  and  densities,  and  therefore  can  re¬ 
spond  only  to  that  of  the  whole,  so  that  the 
specific  qualities  of  the  tones  of  the  lungs  are 
produced  by  the  various  planes  and  directions  of 
fibrous  planes  producing  an  effect  that  a  part 
has  the  same  response  as  the  whole. 


This  principle  of  the  diffusion  of  sound  vi¬ 
brations  explains  why  the  voice  and  breath 
sound  are  diminished  or  stopped  when  reaching 
a  fluid  in  the  pleural  cavity  because  the  sound 
vibration  originating  in  the  normal  lung  tissue 
meets  the  denser  medium  of  the  fluid,  although 
sound  is  better  transmitted  through  the  fluid 
than  the  air  cells,  and,  on  the  other  hand,  if 
the  sound  originate  in  a  consolidated  lung  be¬ 
hind  the  fluid  the  vibration  on  meeting  the  fluid 
being  of  similar  density  will  be  carried  on  in¬ 
creased  sound. 

Normal  resonance  is  the  response  to  vibrations 
of  the  thorax  so  constructed,  and  differs  from 
tympany  as  a  weighted  piano  string  lowers  the 
pitch,  or  the  placing  of  the  finger  on  the  violin 
piano  string  by  the  player.  Now,  the  qualities 
of  sounds  with  which  we  are  commonly  con¬ 
cerned  in  interpreting  breath  and  voice  sounds 
are  vesicular,  bronchovesicular,  and  vesicular- 
broncho,  if  you  like,  bronchial,  amphoric,  caver¬ 
nous,  bronchophony,  pectoriloquy,  egophony. 

The  vesicular  murmur  is  the  fundamental  tone 
of  the  chest,  is  the  normal  breath  sound,  and  de¬ 
noted  as  the  normal  breath  sound  of  the  average 
man.  Its  vesicular  quality  is  a  reed  sound  pro¬ 
duced  in  a  resonator.  Bronchial  is  as  though 
the  insulation  was  removed  from  between  the 
ear  and  the  sound  at  some  local  point.  Forced 
breathing  has  bronchial  quality.  Bronchial 
breathing  has  entire  loss  of  vesicular  murmur 
with  distinct  pause  between  inspiration  and  ex¬ 
piration,  causes  increased  fibrosis,  making  a 
diminished  covering  of  air  cells,  also  it  is  said 
to  act  as  telephone  wires.  “Bronchovesicular” 
is  the  characteristic  breath  sound  of  the  tuber¬ 
culous,  perhaps  the  most  misinterpreted  and 
abused  word  in  medical  parlance  and  the  one 
word  in  chest  diagnosis  which  should  be  used 
with  the  most  accuracy  and  discrimination.  In 
the  normal  chest  the  reed  sound,  which  is  the 
breath  sound,  passes  through  a  varying  mass 
of,  surrounding  air  cells,  acting  as  an  insula¬ 
tion  and  modifying  the  sound  as  conducted  and 
causing  the  vibration  of  the  whole  and  producing 
the  fundamental  tone  always  lowest  in  pitch. 
When  tuberculous  infection  comes  there  begins 
the  proliferation  of  the  fibrous  cells,  not  in  a 
solid  massive  form,  but  here  and  there  as  it 
were  mixing  islands  of  this  pathological  fibrous 
tissue  with  the  normal  air-cell  formation  char¬ 
acteristic  of  no  other  disease  of  the  lung  ex¬ 
cept  perhaps  pneumoconiosis.  This  mixture  of 
the  normal  tissue  and  fibrous  bring  about  a  char¬ 
acteristic  change  in  the  conduction  of  the  vibra- 
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tion,  preventing  the  normal  vibration  as  a  whole, 
and  brings  about  a  raise  in  pitch  or  rather  a 
mixture  of  pitch,  and  the  normal  vesicular  mur¬ 
mur  with  its  low  pitch  of  the  fundamental  tone 
carries  with  it  a  tone  of  different  quality.  We 
hear  the  murmuring  of  the  pines  and  hemlocks 
of  classical  description  no  longer  alone.  It  can¬ 
not  be  learned  by  note  or  word  description,  but 
by  the  same  route  we  learn  the  quality  of  the 
sound  and  recognize  a  piano  key  is  struck  or 
a  bow  drawn  over  a  violin  string  or  the  sound 
in  the  pail  made  by  the  milkmaid.  When  cavi¬ 
tation  takes  place  there  is  more  or  less  immunity 
reaction  making  a  fibrous  wall  about  the  cavity, 
usually  smooth  internally,  and  the  high-pitched 
amphoric  breath  sound  occurs  with  its  metallic 
quality,  with  no  pause  between  inspiration  and 
expiration.  The  increased  voice  conduction  gives 
pectoriloquy.  But  if  the  fibrous  wall  is  thin  the 
inside  being  necrotic,  consequently  not  smooth, 
the  pitch  becomes  lower,  and  the  metallic  quality 
is  lost  and  the  sound  becomes  cavernous.  It 
was  once  stated  that  cavity  formation  was  an 
immunity  reaction,  but  this  is  not  true,  and  the 
fibrosis  which  may  take  place  about  it  is  a 
measure  of  immunity  reaction,  and  thus  the 
different  quality  of  the  sounds  in  amphor — caver¬ 
nous  may  have  a  prognostic  value.  As  to  size 
of  cavity,  to  recognize  the  sounds  of  cavitation 
at  all  means  a  large  cavity. 

On  the  clinician  depends  the  final  disposi¬ 
tion  of  the  patient’s  case.  Perhaps  it  is  true 
that  you  cannot  diagnose  tuberculosis  by  the 
stethoscope  alone;  nevertheless  the  one  concrete 
thing,  the  foundation  wall  on  which  he  must 
build  his  diagnosis,  is  the  physical  examination, 
— what  he  himself  sees,  hears,  and  feels,  and 
his  interpretation  of  it.  The  history  may  have 
been  learned  by  rote,  and  incidents  of  vital  im¬ 
port  may  or  may  not  be  truthfully  reported. 
The  rontgenologist’s  report  depends  on  the  ac¬ 
curacy,  assiduity,  and  carefullness  of  his  tech¬ 
nician.  No  clinician  should  make  his  final  diag¬ 
nosis  without  seeing  the  films  himself,  as  well 
as  having  the  Rontgen  report.  The  laboratory 
report  is  open  to  the  same  loopholes  as  the 
jr-ray  report,  though  one  must  admit  that  there 
is  an  irreducible  minimum  of  laboratory  equip¬ 
ment,  such  as  a  teaspoon,  a  kerosene  lamp,  and 
a  little  vinegar.  To  see  a  master  of  the  tech¬ 
nic  of  physical  diagnosis  work  up  a  case  is  to 
be  impressed  with  its  important  place  in  diag¬ 
nosis  and  to  make  one  ambitious  to  bring  one’s 
skill  to  the  highest  of  his  capacity. 


THE  TUBERCULOSIS  SANATORIUM 
AND  ITS  DIAGNOSTIC  LABORA¬ 
TORIES 

By  Kano  Ikeda,  M.D. 

Pathologist  and  Director  of  Laboratories  of  the  Minneapolis 
General  Hospital 

MINNEAPOLIS,  MINNESOTA 

The  tuberculosis  sanatorium  as  it  is  main¬ 
tained  to-day  by  the  state,  the  county,  _  or  the 
municipality  is  an  institution  established,  pri¬ 
marily,  as  a  public  health  measure.  Its  princi¬ 
pal  aim  is  twofold:  first,  to  protect  the  health 
of  the  community  by  segregating  as  many  of 
the  tuberculous  as  can  be  accommodated,  and, 
second,  to  treat  the  unfortunate  victim  accord¬ 
ing  to  modern  scientific  methods  under  the  per¬ 
sonal  supervision  of  specially  trained  medical 
men.  In  this,  tuberculosis  sanatoria  through¬ 
out  the  state  of  Minnesota  have  found  a  large 
measure  of  success. 

On  the  other  hand,  an  equally  important  phase 
of  sanatorium  practice,  namely,  a  maintenance 
of  adequate  diagnostic  facilities,  is  apparently 
being  neglected  or  deemed  of  secondary  consid¬ 
eration  under  the  present  arrangement.  The 
reason  is  obvious,  the  high  cost  of  maintaining 
well-equipped  diagnostic  laboratories  and  per¬ 
sonnel  is  far  out  of  proportion  to  the  limited 
demand  of  a  small  sanatorium.  The  result  is, 
nevertheless,  lamentable  both  from  the  stand¬ 
point  of  the  patient  and  from  that  of  the  scien¬ 
tific  practice  of  medicine.  In  a  number  of  in¬ 
stances  a  positive  clinical  history  and  the  sputum, 
supplemented  by  a  hurried  physical  examination 
of  the  che^st  by  the  family  physician,  constitute 
the  diagnosis.  Suggestive  history  and  physical 
findings,  with  or  without  a  positive  Rontgen  re¬ 
port  or  the  sputum  or  even  a  combination  of 
unexplainable  symptoms  including  perhaps  such 
common  earmarks  of  tuberculosis  as  cough, 
night  sweats,  and  increased  afternoon  tempera¬ 
ture,  may  be  accepted  as  the  diagnosis.  No  ac¬ 
curate  and  thorough  physical  examination,  no 
reliable  Rontgen  study,  and  no  additional  routine 
laboratory  investigation  may  often  be  available. 

Not  long  ago  I  had  the  pleasure  of  visiting 
a  small  sanatorium  of  about  30  beds.  Its 
natural  surroundings,  its  home-like  atmosphere, 
and  its  general  personnel  made  it  an  ideal  re¬ 
treat  for  the  tuberculous.  Clinical  records  were 
beautifully  kept,  including  laboratory  data,  which 
consist  of  a  monthly  sputum  report  from  the 
State  Board  of  Health.  During  a  hurried  tour 
of  the  various  wards  I  was  able  to  observe  one 
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or  two  cardiacs,  a  diabetic,  and  an  orthopedic 
case,  who  in  all  physical  appearances  required 
special  diagnostic  and  therapeutic  measures. 

d'o  my  utter  disappointment  and  surprise 
there  was  no  room,  however  barren  it  might  be, 
which  might  be  called  a  clinical  laboratory.  Of 
course  there  was  no  Rontgen  equipment. 

Here,  then,  is  a  tuberculosis  sanatorium,  ideal 
in  all  its  outward  appearances  and  doubtless 
representing  a  public  health  policy  of  the  State, 
which,  nevertheless,  lacks  a  large  part  of  mod¬ 
ern  scientific  means  of  diagnosis  and  treatment. 

A  short  time  ago  a  case  was  admitted  to  the 
Parkview  Sanatorium  with  a  diagnosis  of 
chronic  advanced  pulmonary  tuberculosis,  large¬ 
ly  upon  the  history  and  the  Rontgen  diagnosis 
with  repeatedly  negative  sputum.  He  soon  de¬ 
veloped  a  deep  jaundice,  enlarged  and  hard, 
nodular  liver,  and  ascites.  He  was  transferred 
to  the  General  Hospital  and  there  died  a  short 
time  later.  A  post-mortem  revealed  a  chronic 
healed  fibroid  pulmonary  tuberculosis,  and  a 
large  ulcerating  carcinoma  on  the  lesser  curva¬ 
ture  of  the  stomach  with  massive  metastasis  into 
the  liver.  Was  he  primarily  a  sanatorium  case? 
Should  he  not  have  been  studied  more  thorough¬ 
ly  from  clinical  and  laboratory  standpoints,  es¬ 
pecially  in  view  of  the  suggestive  gastro¬ 
intestinal  svmptoms  dating  back  as  earlv  as 
1918? 

Unfortunately,  the  Parkview  Sanatorium,  as 
an  independent  institution,  was  not  then 
equipped  to  do  even  a  simple  routine  gastric 
analysis.  Nor  was  there  a  consulting  gastro¬ 
enterologist  on  the  visiting  stafif. 

Another  case  developed  cardiac  symptoms  in¬ 
cluding  dyspnea,  anasarca,  and  cyanosis,  for 
which  such  laboratory  investigations  as  are 
routinely  done  for  cases  of  this  nature,  could 
not  be  carried  out.  He  died  a  cardiac  death. 
Post-mortem  examination  revealed  a  hypertro¬ 
phy  and  dilatation  of  the  right  ventricle  and  a 
resultant  picture  of  generalized  (chronic  pas¬ 
sive  congestion  of  the  visceral  organs,  as  well 
as  an  advanced  nodular  pulmonary  tuberculosis. 
Doubtless  the  right  heart  failure  was  a  se¬ 
quence  of  the  chronic  pulmonary  condition,  but 
the  fact  remains  that  the  only  laboratory  data 
recorded  were  repeatedly  positive  sputum  and 
what  appeared  from  a  single  routine  urinalysis. 
No  further  data,  such  as  the  blood  count,  urine 
and  blood  chemistry,  etc.,  were  available. 

The  value  of  the  post-mortem  examination,  as 
well  as  the  laboratory  investigation,  cannot  be 


overemphasized.  An  appreciable  number  of 
deaths  among  the  tuberculous  may  wholly  or 
partly  he  due  to  some  independent  terminal  or 
co-existing  conditions  which  the  autopsy  alone 
must  reveal,  especially  in  the  absence  of  thor¬ 
ough  pre-mortem  diagnostic  attempts. 

At  the  Parkview  Sanatorium,  only  a  casual 
investigation  has  brought  out  the  fact  that  more 
than  10  per  cent  of  its  125  patients  are  suffering 
from  conditions  entirely  independent  of  tuber¬ 
culosis  which  require  special  treatment.  These 
include  five  cases  of  cardiac  disease,  three  of 
focal  infection  and  sinusitis,,  two  of  nervous 
and  mental  derangement,  one  of  diabetes,  one 
of  gastro-intestinal  trouble,  one  at  least  of  en¬ 
docrine  disturbance,’  not  to  mention  several 
luetic,  dental  and  surgical  tuberculosis  cases. 
Imperativeness  of  laboratory  investigation  in 
these  conditions  needs  no  comment. 

There  are  some!  17  tuberculosis  sanatoria  in 
the  state  of  Minnesota,  including  one  private, 
one  state,  one  municipal  and  14  county  institu¬ 
tions,  of  which  three  have  a  capacity  of  200 
beds  or  more;  one,  125;  and  13,  between  25 
and  55. 

A  simple  survey  of  the  diagnostic  facilities  of 
these  institutions  was  made  and  the  result  tabu¬ 
lated.  For  obvious  reasons  the  private  sana¬ 
torium  and  the  Parkview  are  omitted  in  the 
following  study. 

Of  the  remaining  15,  12  are  available  for 
this  study  at  the  present  time ;  three  with  more 
than  200  beds  and  nine  less  than  55. 

The  data  obtained  include  the  number  of 
beds,  number  of  resident  physicians,  attending 
physicians,  and  active  consultants  in  tubercu¬ 
losis,  in  medicine,  in  surgery,  in  rontgenology 
and  in  pathology;  clinical  laboratory,  labora¬ 
tory  technician ;  extent  of  routine  laboratory 
work  and  of  special  examinations,  if  any; 
Rontgen  equipment  and  technician ;  facilities 
for  diagnosis  of  tuberculosis  and  of  other  dis¬ 
eases  and  existence  of  complicating  or  concur¬ 
rent  disease  among  the  patients. 

The  three  large  sanatoria  appear  to  be  fairly 
well  equipped  and  organized  for  routine  diag¬ 
nosis  and  treatment  of  conditions  other  than  and 
as  well  as  tuberculosis.  None  maintains  facilities 
for  advanced  research  work  or  personnel  suffici¬ 
ently  strong)  for  such  an  endeavor  at  the 
present  time. 

One  of  these  three  employs  only  two  attend¬ 
ing  men  and  no  consultant,  another  six  consult¬ 
ants  including  two  in  tuberculosis,  one  each  in 
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medicine,  in  surgery  and  in  rontgenology ;  a 
third,  four  residents  and  one  consultant  in 
each  of  the  specialities  mentioned — by  far  the 
best  organized  from  the  standpoint  of  diagnostic 
personnel,  and  yet  its  superintendent  frankly 
states  that  the  facilities  are  only  “practically” 
sufficient  for  diagnosis  of  tuberculosis  and  not 
for  complications. 

Of  the  nine  small  sanatoria  eight  employ  only 
one  physician  as  medical  director  and  attending 
physician,  one  employs  two.  One  institution  em¬ 
ploys  two  surgical  consultants  while  another  a 
consultant  in  tuberculosis,  seven  others,  or  77%, 
list  no  active  consultant.  Five,  or  55%,  main¬ 
tain  some  sort  of  clinical  laboratory  while  none 
employ  a  laboratory  technician.  Six  are 
equipped  to  do  routine  sputum  examination, 
eight  routine  urine  and  seven  routine  blood 
whenever  indicated.  None*  are  equipped  for 
any  bacteriologic,  serologic  or  chemical  work. 
Three,  or  33%,  enjoy  an  jr-ray  equipment,  but 
none  employ  a  technician.  Three  consider 
their  facilities  adequate  for  tuberculosis  work 
only,  while  the  remaining  six,  or  66%,  consider 
them  inadequate  even  for  diagnosis  of  tubercu¬ 
losis.  One  claims  its  equipment  sufficient  or  as 
good  as  any  general  hospital  for  diagnosis  of 
other  conditions  than  tuberculosis,  while  eight,  or 
90%,  admit  inability  to  properly  care  for  non- 
tuberculous  disease  entities.  All  admit,  the 
presence  of  a  varying  number  of  patients,  suffer¬ 
ing  from  some  important  complications  or  con¬ 
current  disease. 

A  rather  superficial  observation  upon  diag¬ 
nostic  facilities  of  the  15  sanatoria  scattered 
throughout  the  state  has  been  made  without  con¬ 
sidering  in  any  way  the  already  recognized  abil¬ 
ity  of  the  physicians  engaged  in  this  work  or 
the  individual  circumstances  surrounding  these 
institutions.  This  has  been  done  not  in  the  spirit 
of  criticism  or  fault-finding  but  with  a  desire 
for  the  betterment  of  this  noble  enterprise  from 
another  and  heretofore  apparently  not  empha¬ 
sized  angle,  for  the  sake  of  the  patient  primarily 
and  for  the  sake  of  better  medical  diagnosis  and 
record. 

CONCLUSION 

The  majority  of  the  small  county  sanatoria 
lack  adequate  routine  diagnostic  facilities  and 
personnel.  This  is  primarily  due  to  the  small 
capacity  of  the  institution]  and  its  limited  de¬ 
mand  which  is  entirely  out  of  proportion  to  the 
economic  burden  of  maintenance.  Superintend¬ 


ents  are  cognizant  of  this  fact  and  are  endeav¬ 
oring  to  overcome  this  limitation.  To  them  and 
others  the  following  suggestions  are  offered : 

1st:  Affiliate  with  a  local  or  nearby  clinic  or 
diagnostic  laboratory  and  make  maximum  use 
of  these  facilities. 

2nd:  Organize  a  visiting  consulting  staff 
which  includes,  if  possible,  every  specialty  in 
medicine.  This  is  a  practical  postgraduate  work 
for  busy  country  practitioners. 

3rd :  Increase  the  minimum  capacity  of  each 
existing  sanatorium  to  100  beds,  which  makes 
it  economically  feasible  to  maintain  properly 
equipped  diagnostic  laboratories  and  necessary 
personnel.  No  additional  sanatorium  is  to  be 
constructed  until  this  is  accomplished. 

The  Parkview  Sanatorium  with  its  fully  or¬ 
ganized  active  consulting  staff  and  diagnostic 
facilities  stands  as  an  example  of  what  is  con¬ 
ceived  to  be  an  ideal  tuberculosis  sanatorium. 


CERTAIN  ASPECTS  OF  THE  DIFFEREN¬ 
TIAL  DIAGNOSIS  OF  HYPERTHY¬ 
ROIDISM  AND  PULMONARY 
TUBERCULOSIS 
By  C.  a.  McKinlay,  M.D. 

Consultant  in  Thyroid  Disorders,  Lymanhurst  Scliool  and 
Parkview  Sanatorium 

MINNEAPOLIS,  MINNESOTA 

It  is  not  an  unusual  observation  that  the  sym]> 
toms  of  weakness,  fatigue,  palpitation,  tachy¬ 
cardia,  and  nervousness  are  common  to  both 
early  pulmonary  tuberculosis  and  hyperthyroid¬ 
ism.  In  addition,  slight  enlargement  of  the  thy¬ 
roid  gland  has  been  mentioned  by  many  ob¬ 
servers  including  Turban,^  Stanton,^  Strouse,® 
Tice,^  Fishberg,^  Pottenger,®  and  others.  It  is 
not  remarkable,  then,  that  in  a  certain  group  of 
cases  of  early  pulmonary  tuberculosis  with  mini¬ 
mal  physical  findings,  and  also  in  other  cases 
after  apparent  arrest  of  the  disease,  the  diagnosis 
is  sometimes  confused  with  hyperthyroidism.  As 
Jennings'^  points  out,  certain  cases  of  mild  toxic 
goiter  have  a  close  resemblance  to  incipient  pul¬ 
monary  tuberculosis  and  may  require  a  very 
close  analysis  of  all  the  clinical  and  laboratory 
findings. 

The  symptoms  above  mentioned  are  consid¬ 
ered  by  certain  observers  as  expressions  of  in¬ 
creased  functional  activity  of  the  thyroid.  Jan- 
owski®  found  symptoms  suggesting  exophthalmic 
goiter  in  17  per  cent  of  3,000  tuberculous  pa¬ 
tients  and  apparently  considered  that  they  had 
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hyperfunctioning  thyroids.  Pottenger®  believes 
that  hyperactivity  often  occurs  in  the  presence 
of  the  toxemia  of  early  pulmonary  tuberculosis, 
as  well  as  the  toxemia  of  other  infections.  On 
the  other  hand,  clinical  observation,  as  mentioned 
by  Courland,^”  indicates  that  patients  with  simple 
goiter,  Graves’  disease,  and  myxedema  are  tuber¬ 
culous  only  exceptionally.  Wcbb’^  quotes  Plum¬ 
mer  as  stating  that,  according  to  his  observation, 
pulmonary  tuberculosis  was  much  less  common 
in  cases  with  hyperthyroidism  than  it  was  in  the 
general  public.  Webb  concludes  that  the  thy¬ 
roid  gland  appears  to  enlarge  in  early  experi¬ 
mental  tuberculosis  in  guinea-pigs,  as  well  as 
in  certain  forms  of  human  tuberculosis,  and  to 
atrophy  in  late  stages.  Such  enlargement  is 
considered  as  a  phase  in  the  marshalling  of  the 
body’s  defensive  forces  against  the  invading 
disease  and  as  a  response  to  the  demand  for  in¬ 
creased  function. 

It  is  a  question  of  theoretical  interest  whether, 
in  the  toxemia  of  pulmonary  tuberculosis,  as 
well  as  that  of  other  infections,  there  may  be 
altered  thyroid  function,  which  is  possibly  only 
a  phase  in  the  body’s  reactive  powers.  Nor 
can  discussion  be  included  of  so-called  dysthy- 
roidism  in  which  symptoms  of  both  increased 
and  diminished  function  appear.  It  is  a  question 
of  direct  clinical  importance,  on  account  of  treat¬ 
ment,  whether  an  actual  Graves’  disease  is  the 
explanation  of  the  symptoms  mentioned  and  can 
be  recognized  as  a  distinct  entity.  For  instance, 
one  recent  observer,  Vis,^^  explains  that  con¬ 
fusing  symptoms  in  certain  cases  with  pulmonary 
tuberculosis  are  due  to  the  intercurrent  or  sub¬ 
sequent  development  of  Graves’  disease.  Ap¬ 
parently  the  criteria  which  are  more  and  more 
being  recognized  as  characteristic  of  Graves’  dis¬ 
ease  when  applied  to  many  of  this  group  of  cases 
are  negative.  Such  criteria  follow  recognition 
of  the  fact  that  the  thyroid  gland  controls  the 
rate  of  energy  exchange  of  the  body,  which,  when 
altered,  gives  definite  clinical  and  laboratory  evi¬ 
dence  and  which  is  probably  the  most  funda¬ 
mental  symptom  of  hyperthyroidism.  With  in¬ 
creased  heat  production  the  patient  must  have 
more  food,  air,  and  water.  Thus  it  is  surprising 
that  the  study  of  hyperthyroid  patients  often  re¬ 
veals,  in  addition  to  other  less  characteristic 
symptoms,  increased  food-intake  but  no  weight 
gain  and  often  weight  loss.  This  is  quite  char¬ 
acteristic  in  the  absence,  chiefly,  of  diabetes  mel- 
litus,  infections  with  fever  of  1(X)°  or  over,  and  a 
few  other  conditions,  such  as  leukemia  and  some¬ 
times  pernicious  anemia,  which  are  easily  differ¬ 


entiated  from  hyperthyroidism.  Less  often  the 
weight  loss  may  occur  in  crisis  and  be  fol¬ 
lowed  by  weight  gain.  The  increased  heat  pro¬ 
duction  and  dissipation  is  also  evidenced  by  the 
continuously  moist,  warm  skin  and  muscle 
tremors.  More  conclusive  is  the  determination 
of  the  basal  metabolism. 

While  there  is  some  difference  of  opinion  con¬ 
cerning  the  heat  production  in  i)ulmonary  tuber¬ 
culosis,  few,  if  any,  observers  report  that  it  is 
constantly  increased.  McCann  and  Barr’^  con¬ 
clude  that  the  basal  metabolism  of  tuberculous 
patients  may  be  normal  or  very  slightly  above 
normal  standards,  but  in  patients  with  marked 
emaciation  the  trend  may  be  below  the  average 
normal  standards ;  however,  with  fever  of  100° 
and  above,  appreciable  increases  are  found.  It 
should  be  mentioned  that  diagnostic  difficulties 
are  minimal  in  the  advanced  cases  with  moderate 
or  high  fever  and  that  fever  of  100°  and  above 
is  exceptional  in  Graves’  disease. 

In  fifteen  afebrile  cases  of  pulmonary  tuber¬ 
culosis  we  have  observed,  the  basal  metabolism 
was  essentially  within  normal  limits  in  all  and 
varied  from  minus  8  to  plus  11  per  cent.  This 
group  included  two  arrested  cases  in  which  the 
persistence  of  tachycardia  and  nervousness  with 
thyroid  enlargement  suggested  hyperthyroidism. 
Careful  study  of  the  patients’  symptoms  and 
signs  with  special  emphasis  upon  the  symptoms 
of  increased  heat  production  pointed  to  the  same 
conclusion  as  the  basal  metabolism  determina¬ 
tion.  Fever  may  be  almost  entirely  absent  in 
the  presence  of  a  persistently  rapid  pulse  in 
hyperthyroidism;  much  less  often  will  the  tuber¬ 
culous  patient  run  a  continuously  rapid  pulse 
rate  in  the  absence  of  fever.  It  would  appear 
that  the  weakness,  palpitation,  and  tachycardia, 
which  are  often  noted  in  arrested  cases  of  pul¬ 
monary  tuberculosis  and  as  a  very  early  sign  of 
disease,  are  not  often  associated  with  any  meas¬ 
urable  hyperthyroidism.  Diagnosis  of  Graves’ 
disease,  even  mild,  without  definite  evidence  at 
least  in  some  stage  of  disease  of  increased  heat 
production  would  appear  to  be  untenable.  A 
definite  increase  in  heat  production  when  found 
is  evidence  of  the  existence  of  Graves’  disease, 
with  the  exception  of  a  few  other  pathological 
conditions  which  are  easily  differentiated,  and 
speaks  against  incipient  or  arrested  pulmonary 
tul)erculosis.  Clinically  such  increase  in  heat 
production  is  best  attested  to  by  weight  loss  in 
the  presence  of  increased  food  intake. 
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CONCLUSIONS 

1.  The  thyroid  enlargement  frequently  seen 
in  the  early  cases  of  pulmonary  tuberculosis  ap¬ 
pears  to  be  only  a  phase  in  the  body’s  reaction 
to  invading  disease. 

2.  Graves’  disease  was  not  found  in  any  of 
the  tuberculous  cases  studied. 

3.  Valuable  aid  in  the  differentiation  of 
Graves’  disease  and  incipient  pulmonary  tubercu¬ 
losis  may  be  gained  by  study  of  heat  production 
of  the  body. 
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THE  CARE  OF  THE  INDIGENT  TUBERCULOUS  OF  A  CITY,  WITH 
PARTICULAR  REFERENCE  TO  MINNEAPOLIS* 

By  J.  a.  Myers,  Ph.D.,  M.D.  \/ 

Chief  of  the  Tuberculosis  Service  of  Hopewell  Hospital  (Now  Parkview)  Assistant  Professor  of  Preventive  Medicine 

and  Public  Health,  University  of  Minnesota 

MINNEAPOLIS,  MINNESOTA 


It  is  said  frequently  that  we  always  have  the 
poor  with  us.  It  is  equally  true  that  we  always 
have  the  tuberculous  with  us  and  that  the  inci¬ 
dence  of  tuberculosis  is  usually  a  little  greater 
among  the  poor  than  among  the  independent 
classes  of  people;  therefore  the  treatment  of 
the  indigent  tuberculous  becomes  a  problem  of 
no  small  moment  in  every  large  city  of  our 
country. 

The  fact  that  an  individual  is  poor  does  not 
mean  necessarily  that  he  has  been  a  failure  in 
life.  Some  unfortunate  financial  circumstance 
may  have  robbed  him  of  his  savings,  or  an  un¬ 
fortunate  health  condition  may  have  destroyed 
his  earning  capacity.  Among  the  poor  are  found 
many  very  intelligent  and  courteous  people. 
There  are  others  who,  because  of  their  ancestry 
or  past  environment,  are  less  intelligent  and 
sometimes  apparently  unappreciative.  Among 
these  poor  people  we  find  the  sense  of  pain  is 
just  as  acute,  suffering  is  just  as  intense,  and 
help  and  kindness  are  just  as  much  appreciated 
as  among  the  well-to-do  classes;  therefore  these 
people  should  be  treated  with  the  same  respect 
and  with  the  same  modern  and  approved  methods 
as  other  classes  are  treated. 

The  problem  of  the  indigent  tuberculous  of  a 
city  resolves  itself  into  several  important  phases, 
such  as  housing,  feeding,  education,  and  recrea¬ 
tion,  nursing  care  and  medical  care. 

‘Presented  before  the  medical  Staff  of  Hopewell  Hospi¬ 
tal,  Minneapolis,  May  1,  1923. 


Ho  using. a  splendid  county  sanatorium 
near  our  city,  and  a  large  state  sanatorium  where 
indigent  patients  may  receive  free  treatment,  and 
a  municipal  school  for  tuberculous  children,  one 
is  apt,  on  first  thought,  to  conclude  that  there 
should  be  no  demand  for  more  beds.  However, 
on  investigation  one  finds  that  our  county  sana¬ 
torium  is  filled  and  has  a  waiting  list  of  nearly 
two  hundred  names,  and  our  state  sanatorium 
is  filled  and  also  has  a  waiting  list.  On  further 
investigation  one  finds  that  we  already  have  a 
municipal  sanatorium  (Hopewell),  the  tubercu¬ 
losis  department  of  the  Minneapolis  General 
Hospital  now  caring  for  130  patients.  This  in¬ 
stitution  also  has  a  long  waiting  list.  It  is  to 
this  last  named  institution  that  I  wish  to  call 
especial  attention.  It  is  obvious  that  the  name 
“Hopewell’  does  not  add  much  of  an  optimistic 
nature  to  the  institution.  The  site  of  the  insti¬ 
tution  is  very  satisfactory,  and  the  building  itself, 
although  not  ideal,  with  little  alteration,  can  be 
converted  into  one  highly  satisfactory  for  the 
treatment  of  tuberculosis. 

Not  long  ago  it  was  the  fairly  general  opinion 
of  the  medical  profession  that  fresh  air  is  the 
most  important  factor  in  the  treatment  of  tuber¬ 
culosis.  Physicians  wanted  their  patients  to 
sleep  on  open  porches  or  in  tents.  Nearly  all 
advised  change  of  climate  to  high  altitudes  and 
lots  of  sunshine.  Recent  careful  observations 
have  proved  that  the  open  air  and  climatic 
changes  are  of  very  little  importance,  and  he  who 
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advises  them  to-day  at  the  expense  of  more  im¬ 
portant  phases  of  the  treatment  is  regarded  as 
an  “old  timer.”  Physiologists  have  shown,  more¬ 
over,  that  there  is  a  sufficient  amount  of  air  in 
most  rooms  if  it  is  kept  circulating  properly. 
1'herefore  a  well- ventilated  room  or  ward  meets 
all  requirements  in  this  respect  for  the  treatment 
of  the  tuberculous  patient.  The  Hopewell  Hos¬ 
pital  is  splendidly  equipped  with  windows  so  that 
the  question  of  ventilation  may  be  dismissed 
with  the  statement  that  it  is  quite  sufficient. 

The  large  ward  is  unsatisfactory  for  the  treat¬ 
ment  of  tuberculous  patients.  In  such  wards 
there  is  usually  a  wide  range  in  the  ages  of  pa¬ 
tients,  for  example,  from  young  girls  of  the  ages 
of  16  to  20  years,  to  women  of  50  to  65  years. 
'Phe  conversation  of  the  younger  individuals 
often  seems  frivolous  and  a  bit  irritating  to  the 
more  mature  ones,  while  the  conversation  and 
advice  of  the  latter  group  is  often  regarded  as 
a  bit  old  fashioned  by  the  former  group.  Then 
there  is  the  patient  who  is  acutely  ill  who  should 
not  be  disturbed  by  any  conversation,  and,  on 
the  other  hand,  the  cough  and  numerous  com¬ 
plaints  of  this  patient  should  not  be  allowed  to 
disturb  the  other  patients.  Victrola  selections 
which  may  be  very  pleasant  and  soothing  to  a 
few  individuals  may  be  extremely  exciting  or  de¬ 
pressing  to  others  in  the  large  ward  who  are 
forced  to  hear  them.  Laryngeal  patients  who 
should  be  on  absolute  silence  find  silence  practi¬ 
cally  impossible  in  the  large  ward  where  others 
are  talking.  Tuberculous  patients  should  remain 
in  the  hospital  for  a  long  time ;  and  in  a  large 
ward  where  there  are  so  many  variations  in  men¬ 
tal  development,  dift'erent  moral  codes,  etc.,  there 
will  develo]),  sooner  or  later,  considerable  quarrel¬ 
ing  among  the  patients.  This  is  always  bad,  as  it 
greatly  excites  and  prevents  imi)rovement,  not 
only  of  those  who  are  directly  involved,  but  also 
of  all  who  are  compelled  to  hear.  I  have  seen 
temperatures  become  elevated  as  much  as  one  or 
two  degrees,  and  the  patient  not  only  fail  to  gain, 
but  actually  lose  weight,  following  a  quarrel. 
Where  such  quarreling  exists  it  necessitates  a 
great  deal  of  moving  of  the  patients,  not  only 
to  various  parts  of  the  same  ward,  but  also  to 
other  wards.  Such  shifting  of  patients  is  bad 
and  keeps  the  whole  patient  body  in  a  state  of 
turmoil,  which  makes  it  impossible  to  obtain 
good  results  from  the  treatment. 

In  the  small  ward,  preferably  of  four  beds, 
and  not  to  exceed  six  beds,  patients  may  be  ar¬ 
ranged  in  congenial  groups,  and  most  of  the  un¬ 


pleasantness  and  factors  which  greatly  interfere 
with  proper  treatment  may  be  eliminated.  In 
the  Hopewell  Hospital  there  are  six  wards  of 
twelve  beds  each.  These  are  far  from  satisfac¬ 
tory,  but  tbe  ventilation  and  heating  facilities  are 
so  arranged  that  one  or  two  inexpensive  parti¬ 
tions  placed  in  each  ward  would  at  once  convert 
them  into  highly  satisfactory  wards  for  the  treat¬ 
ment  of  tuberculous  patients. 

Feeding. — In  most  institutions  for  the  tuber¬ 
culous  there  is  more  or  less  complaint  about  the 
food.  This  is  due,  in  part,  to  the  fact  that  many 
tuberculous  patients  have  gastro-intestinal  dis¬ 
turbances  and  are  unable  to  enjoy  any  kind  of 
food,  but  too  often  complaints  on  the  part  of  the 
patients  are  justified.  There  is  not  enough  va¬ 
riety,  foods  are  poorly  prepared,  some  ambulant 
patients  are  allowed  to  work  with  foods,  they 
are  served  cold,  etc.  It  must  never  be  forgotten 
that  good  food  is  the  second  factor  in  order  of 
importance  in  the  treatment  of  tuberculosis,  and 
that  he  who  is  unable  to  eat  properly  cannot  be 
restored  to  health.  I  know  of  nothing  which  so 
increases  the  morale  of  a  group  of  tuberculous 
patients  and  makes  them  enthusiastic  supporters 
for  an  institution  as  good  food  properly  prepared 
and  served.  The  physician  who  hopes  to  succeed 
in  the  treatment  of  tuberculosis  must  insist  that 
the  causes  for  complaints  regarding  food  be 
brought  to  an  irreducible  minimum. 

Education  and  recreation. — The  majority  of 
tuberculous  patients  after  a  few  days  or  weeks 
in  the  sanatorium  show  a  marked  reduction  or 
complete  loss  of  symptoms.  Their  weight  in¬ 
creases  and  their  “pep”  returns.  They  feel  well, 
yet  their  tuberculous  lesions  require  months  and, 
in  some  cases,  even  years  for  satisfactory  heal¬ 
ing.  Often  it  is  difficult  to  convince  a  patiem 
that  he  has  not  recovered  when  he  says  he  feels 
“perfectly  well.”  We  know  the  results  obtained 
from  the  treatment  of  tuberculosis  depend  large¬ 
ly  upon  the  extent  of  the  disease  and  the  length 
of  time  we  are  able  to  keep  patients  on  the  treat¬ 
ment.  The  proper  provision  for  education  and 
recreation  often  will  keep  patients  in  an  institu¬ 
tion  for  months  after  they  would  have  left  under 
less  pleasant  conditions. 

A  patient’s  library  is  indispensable  in  a  first- 
class  institution.  This  should  contain  many 
books  written  for  patients  on  the  subject  of 
tuberculosis.  In  addition  there  should  be  books 
on  numerous  other  subjects  and  especially  those 
full  of  wit  and  humor.  Various  periodicals 
should  be  available  for  the  cosmopolitan  in- 
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terests  represented  in  a  sanatorium  for  the  tu¬ 
berculous. 

Music  contributes  one  of  the  very  finest  forms 
of  entertainment  and  recreation.  This  may  be 
provided,  in  part,  by  victrolas  which  are  always 
available,  and  by  frequent  musical  entertain¬ 
ments  by  musical  societies  and  clubs.  If  the 
proper  appeal  is  made  there  are  enough  philan- 
thropically  endowed  musicians  in  Minneapolis  to 
provide  the  Hopewell  Hospital  with  musical  en¬ 
tertainment  of  the  kind  and  frequency  the  pa¬ 
tients  request. 

In  a  number  of  places  the  public-spirited  citi¬ 
zens  have  donated  sums  sufficient  to  install  ex¬ 
cellent  radios  in  sanatoria  and  hospitals.  Our 
own  county  sanatorium  at  Glen  Lake  recently 
received  more  than  was  requested  from  humani¬ 
tarian  citizens  of  the  county  for  a  radio  outfit. 
There  can  be  obtained,  no  doubt,  a  sufficient 
sum  of  money  for  radio  equipment  for  the  130 
patients  at  Hopewell  if  the  proper  appeal  be 
made. 

The  motion-picture  film,  in  addition  to  its 
strong  entertainment  features,  has  become  a 
powerful  educational  agency  in  the  world.  This 
should  be  used  at  Hopewell  in  the  future  even 
more  extensively  than  it  has  been  used  in  the 
past. 

Occupational  therapy  is  a  godsend  to  any 
sanatorium  for  the  tuberculous.  By  its  proper 
use  many  idle  hours  are  converted  into  profitable 
hours  from  the  standpoint  of  production  of  use¬ 
ful  articles  and  the  betterment  of  the  patients’ 
health  and  mental  attitude.  Occupational  the¬ 
rapy  is  well  provided  for  at  Hopewell. 

In  short,  the  sanatorium  should  be  made  so  at¬ 
tractive  to  patients  that  they  really  enjoy  life 
and  are  willing  to  remain  as  long  as  treatment 
is  necessary. 

Nursing  care. — There  is  no  one  who  is  in 
more  intimate  contact  with  the  patients  and  has 
a  greater  opportunity  to  influence  their  attitude 
toward  the  treatment  than  the  nurse.  She  must 
insist  upon  discipline,  but  at  the  same  time  she 
must  be  sympathetic  and  kind.  I  have  seen 
many  patients  not  only  fail  to  improve,  but  actu¬ 
ally  decline  in  health  because  of  unkind  and  un¬ 
sympathetic  treatment  of  nurses.  On  the  other 
hand  I  have  seen  many  nurses  who  enjoyed  a 
much  greater  respect  and  confidence  of  the  pa¬ 
tients  than  the  doctors  of  these  same  institutions 
enjoyed.  .Such  nurses  have  few  or  no  disciplin¬ 
ary  problems,  their  patients  are  always  happy 
and  for  the  most  part  do  splendidly  on  sana¬ 
torium  treatment.  One  reason  some  nurses  are 


not  successful  in  sanatorium  work  is  that  they 
do  not  understand  thoroughly  the  nature  of  the 
disease  and  the  psychology  of  the  tuberculous 
patient.  Many  of  the  patients  look  forward  to 
a  life  of  invalidism,  while  others  have  hope  and 
the  opportunity  of  becoming  well,  but  only  after 
a  very  much  prolonged  course  of  treatment. 
They  have  had  to  give  up,  at  least,  temporarily, 
their  life-work,  their  homes,  and  all  for  which 
they  had  prepared  and  toward  which  they  had 
striven  with  great  anticipation.  When  admitted 
to  the  sanatorium  many  are  discouraged  and 
sensitive  and  have  a  bad  outlook  upon  life. 
However,  there  is  no  group  of  people  in  the 
world  who  are  more  susceptible  and  responsive 
to  sympathy  and  kindness  than  tuberculous  pa¬ 
tients.  Nurses  who  have  recovered  from  tuber¬ 
culosis  are  usually  very  successful  in  sanatorium 
work  because  they  know  the  psychology  of  the 
tuberculous  patient. 

The  number  of  nurses  required  in  a  given 
sanatorium  depends  somewhat  upon  the  nature 
of  the  patients  admitted  to  the  institution.  If 
only  early  cases  are  admitted  the  minimum  num¬ 
ber  of  nurses  allowed  by  the  American  Sana¬ 
torium  Association  will  suffice.  On  the  other 
hand  if  there  is  a  preponderance  of  advanced 
cases  in  an  institution  a  larger  number  of  nurses 
is  required.  Such  institutions  should  provide 
one  nurse  for  every  six  or  seven  patients. 

Medical  care. — In  every  sanatorium  there 
should  be  one  or  more  physicians  (depending 
upon-  the  size  of  the  institution)  devoting  their 
entire  time  to  the  institution.  They  can  be¬ 
come  acquainted  with  the  details  of  every  case, 
and  are  thus  better  able  to  direct  the  work 
of  internes,  and  arrange  the  cases  so  as  to  make 
the  time  spent  by  the  consultants  and  visiting 
staff  of  physicians  most  profitable  for  all  con¬ 
cerned.  At  Hopewell  there  is  provision  for 
one  resident  physician  and  two  internes.  The 
inadecjuacy  of  such  a  staff  would  be  most  out¬ 
standing  if  it  were  not  for  the  fact  that  a  staff 
of  visiting  physicians  is  available. 

The  Visiting  Staff,  now  organized,  consists 
of  one  consultant  in  general  tuberculosis,  one 
consultant  in  general  medicine,  six  associate  at¬ 
tending  physicians  in  general  tuberculosis,  one 
rontgenologist,  one  consultant  in  each  of  the 
following  specialities :  dermatology,  cardiology, 
stomatology,  ophthalmology  and  otolaryngology, 
serology,  chest  surgery,  general  surgery,  ortho¬ 
pedics,  gastro-enterology,  pathology,  urology,  ana¬ 
tomy,  and  two  consultants  in  gynecology. 

Each  of  the  associate  attending  physicians 
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makes  at  least  two  visits  to  the  hospital  a  week. 
The  patients  are  divided  into  groups  so  that  each 
physician  is  responsible  for  a  group  of  approxi¬ 
mately  twenty-two  patients.  Every  two  months 
the  physicians  rotate.  This  makes  it  possible 
for  each  physician  to  cover  the  entire  hospital 
in  a  year. 

Sanatorium  patients  look  forward  with  great 
anticipation  to  their  examinations.  They  are  in¬ 
terested  to  know  whether  they  have  made  any 
improvement.  In  most  institutions  the  interval 
between  examinations  varies  from  one  to  three 
months.  Three  months  is  too  long.  Certainly 
not  more  than  six  weeks  and  preferably  not 
more  than  four  weeks,  should  elapse  between  ex¬ 
aminations.  Following  an  examination  the  pa¬ 
tient  should  be  permitted  to  ask  questions, 
which  should  be  answered  just  as  truthfully  as 
possible.  At  this  time  the  physician  has  his 
greatest  opportunity  to  do  educational  work 
concerning  the  control  of  tuberculosis. 

As  soon  after  admission  as  possible  each  pa¬ 
tient  is  examined  by  all  the  consultants  in  the 
various  specialties  of  medicine.  In  years  past 
a  diagnosis  of  tuberculosis  meant  complete  loss 
of  the  general  practitioner’s  interest  in  the  pa¬ 
tient.  The  condition  is  not  quite  so  bad  to-day, 
but  it  is  remarkable,  even  now,  how  many  of 
the  men  in  general  practice  surrender  when 
tubercle  bacilli  are  found  in  the  sputum.  From 
that  very  time  they  attribute  every  pain  and 
every  complaint  to  the  fact  that  the  patient  has 
tuberculosis.  They  forget  that  the  tuberculous 
individual  is  just  as  liable,  perhaps  more  so,  to 
non-tuberculous  pathological  conditions  as  indi¬ 
viduals  with  no  clinical  tuberculosis.  Since  this 
is  true  every  patient  admitted  to  a  hospital  for 
the  tuberculous  should  be  examined  for  tuber¬ 
culous  and  non-tuberculous  lesions  and  defects 
of  every  part  of  the  body.  Non-tuberculous 
lesions  and  defects  discovered  and  healed  or 
corrected  may  add  greatly  to  the  comfort  of  the 
patient  and  the  chances  of  arrest  of  his  tuber¬ 
culous  lesions.  How  frequently  we  see  indigent 
patients  made  extremely  nervous  and  irritable 
from  defective  vision!  How  often  we  see 
those  showing  considerable  toxemia  from  pyor¬ 
rhea,  carious  teeth,  chronically  infected  tonsils., 
or  other  non-tuberculous  foci  of  infection.  How 
frequently  indigent  patients  are  admitted  with 
some  very  disturbing  skin  condition  1  All  such 
conditions  should  be  detected  and  receive  the 
proper  treatment  soon  after  the  patient  is  ad¬ 
mitted. 


In  addition  to  non-tuberculous  lesions  any  pa¬ 
tient  admitted  to  a  sanatorium  may  be  suffering 
from  tuberculous  lesions  in  other  parts  of  the 
body  than  the  lungs.  These  lesions  may  be  so 
slight  as  to  cause  no  symptoms,  yet  they  may 
be  detectable  on  very  careful  examination.  In 
a  recent  conversation  with  Dr.  David  A.  Stewart, 
of  the  Manitoba  Sanatorium,  I  was  delighted 
to  hear  him  say  that  from  a  recent  study  of  the 
gastro-intestinal  tract  in  which  more  than  700 
observations  were  made  he  had  concluded  that 
in  most  cases-  when  symptoms  of  tuberculous 
lesions  in  the  tract  appear  one  is  about  six 
months  too  late  in  making  the  diagnosis,  and 
that  a  complete  study  of  the  gastro-intestinal 
tract  should  be  made  when  the  patient  is  first 
seen.  If  early  tuberculous  lesions  in  any  part 
of  the  body  are  detected  before  any  symptoms 
appear  and  the  proper  treatment  instituted  they 
may  heal  without  the  patient  ever  having  any 
knowledge  of  their  existence,  so  far  as  symp¬ 
toms  are  concerned;  therefore,  careful  examin¬ 
ations  of  all  parts  of  the  body  by  physicians  in 
the  various  specialties  should  be  done  in  every 
case  admitted,  even  though  the  history  and  pre¬ 
sent  complaints  do  not  seem  to  warrant  them. 

Members  of  the  visiting  medical  staff  have 
fulfilled  only  a  part  of  their  duties  when  they 
have  made  the  examinations  and  prescribed  the 
necessary  treatment.  It  is  true  that  in  so  doing 
they  have  contributed  much  to  the  welfare  of 
the  patients,  but  they  have  received  much  in  the 
way  of  experience  from  the  patients.  They  have 
had  a  wonderful  opportunity  to  study  and  com¬ 
pile  data  concerning  tuberculosis.  They  are 
obligated  to  their  fellow  members  of  the  medical 
profession  to  analyze  such  data  and  prepare  the 
results  of  their  experiences  in  such  form  that  it 
may  be  made  available,  through  medical  jour¬ 
nals,  to  the  medical  profession  as  a  whole.  It 
is  the  duty  of  every  member  of  this  staff  to 
select  some  problem  for  research,  pursue  it  dili¬ 
gently,  and  at  the  proper  time  present  the  re¬ 
sults  to  the  medical  profession.  Negative  results 
are  often  as  significant  as  positive  ones.  Con¬ 
sider,  if  you  please,  the  value  to  the  medical  pro¬ 
fession  of  the  results  of  researches  on  the  kid¬ 
ney  of  200  patients  suffering  from  unmistak¬ 
able  pulmonary  tuberculosis ;  the  results  of  your 
work  on  the  gastro-intestinal  tract  of  200  pa¬ 
tients  suffering  from  pulmonary  tuberculosis ;  the 
results  of  your  work  on  the  eyes,  larynges, 
mouths,  and  tonsils  of  200  patients  suffering  from 
pulmonary  tuberculosis ;  the  results  of  your  work 
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on  the  glands  of  internal  secretion  of  200  pa¬ 
tients  suffering  from  pulmonary  tuberculosis ; 
the  results  of  your  work  on  the  hearts  of  200 
patients  suffering  from  pulmonary  tuberculosis ; 
the  results  of  your  work  on  the  female  genera¬ 
tive  organs  of  200  patients  suffering  from  pul¬ 
monary  tuberculosis ;  the  results  of  ;r-ray  studies 
on  200  patients  suffering  from  pulmonary  tuber¬ 
culosis  ;  the  results  of  your  work  on  the  nervous 
and  mental  status  of  200  patients  suffering  from 
pulmonary  tuberculosis ;  and  the  results  of  your 
work  on  the  bones  and  joints  of  200  patients 
suffering  from  pulmonary  tuberculosis. 

The  number  200  is  arbitrary,  and  I  have  men¬ 
tioned  only  a  few  possibilities,  but  there  is  no 
limit  to  the  splendid  contributions  to  the  medi¬ 
cal  sciences  that  can  be,  and  should  be,  made 
by  the  members  of  this  staff. 


Finally,  the  members  of  the  medical  staff 
must  assume  the  responsibility  of  improving  the 
health  of  every  patient  admitted  to  the  hospital. 
It  is  upon  our  shoulders  that  criticism  concern¬ 
ing  housing,  feeding,  nursing  care,  education, 
recreation,  and  medical  care  ultimately  fall.  If 
at  the  end  of  two  years  statistics  show  that  the 
results  in  this  institution  have  not  been  as  good 
as  in  other  institutions  admitting  a  similar  class 
of  patients  the  criticism  will  fall,  not  upon  the 
City  of  Minneapolis  or  the  General  Hospital,  but 
upon  this  medical  staff.  If  in  due  time  each 
of  us  has  not  contributed  something  which  will 
aid  the  medical  profession  in  the  diagnosis  and 
treatment  of  tuberculosis  we  shall  be  criticized, 
and  justly  so.  Therefore  any  criticism  regard¬ 
ing  any  phase  of  the  workings  of  this  institu¬ 
tion  that  reaches  our  ears  should  be  investigated 
thoroughly  and  dealt  with  justly. 


TUBERCULOSIS:  A  REVIEW  OF  SANATORIUM  CASES* 

By  D.  a.  Stewart,  M.D. 

’  NINETTE,  MANITOBA 


It  has  seemed  to  me  that  perhaps  it  would 
be  better  in  this  session,  instead  of  having  a  set 
paper,  to  have  a  clinical  talk,  as  if  I  were  bring¬ 
ing  the  patients  before  you.  As  we  cannot 
actually  have  the  patients  I  have  brought  some 
x-vdcy  pictures,  which  I  can  show  you  on  the 
screen. 

A-ray  plates,  of  course,  help  to  make  a  diag¬ 
nosis.  They  have  another  purpose.  If  you  take 
plates  of  patients  early  and  again  later  you  will 
find  that  you  have  been  taught  a  great  deal  about 
the  pathology  of  tuberculosis  and  its  progress 
from  bad  to  worse,  or  from  bad  to  better.  Re¬ 
member,  also,  that  there  are  a  good  many  things 
to  see  even  in  the  normal  chest  and  that  there 
are  many  shadows  in  plates  which  do  not  mean 
pulmonary  tuberculosis. 

Let  me  say  that  there  is  just  one  cure  for 
tuberculosis  in  any  part  of  the  body,  and  that 
one  cure  is  rest.  The  more  completely  that  cure 
is  applied  the  more  satisfactory  the  result  will 
be  We  are  keeping  our  patients  in  bed  longer, 
and  sending  them  to  bed  earlier,  than  we  ever 
have  done  before.  We  send  them  to  bed  to 
relieve  their  symptoms  and  keep  them  in  bed 
to  cure  their  disease.  We  used  to  say  a  long 

♦Presented  at  the  forty-second  annual  meeting  of  the 
North  Dakota  State  Medical  Association  at  Grand  Forks, 
N.  D.,  May  31  and  June  1,  1923. 


time  ago  that,  if  we  could  only  get  the  cases 
early,  we  could  always  cure  pulmonary  tuber¬ 
culosis.  It  is  true  that  a  great  deal  can  be  done 
if  we  get  the  case  early,  but  the  fact  remains 
that  we  cannot  always  clear  them  up  even  when 
we  do  get  them  early.  The  majority  of  cases  we 
do  not  get  anything  like  early. 

I  had  an  assistant  for  eight  months  who  said 
he  came  to  see  early  cases  and  learn  what  the 
signs  and  symptoms  were.  After  eight  months 
he  said  he  had  not  seen  an  early  case.  That 
is  just  about  the  way  it  goes.  Rist  says  there 
is  no  such  thing  as  an  early  case,  that  tuber¬ 
culosis  jumps  from  nothing  to  a  great  deal.  I 
do  not  think  that  is  quite  true,  but  a  really  early 
case  of  tuberculosis  is  a  rather  rare  find,  at  least 
for  sanatorium  men.  It  seems  as  though  there 
were  a  conspiracy  among  the  doctors  of  the 
country  whereby  we  are  prevented  from  having 
the  early  cases.  The  idea  seems  to  be  that  tu¬ 
berculosis  must  not  be  talked  about  in  the  best 
regulated  families.  No  matter  what  the  symp¬ 
toms  are,  they  must  not  be  talked  about.  When 
patients  come  to  the  doctor  with  signs  and  symp¬ 
toms  of  tuberculosis  they  are  told  that  it  may 
be  typhoid  or  diabetes,  or  anything  else  under 
the  sun  rather  than  what  it  is.  One  would 
really  think  that  not  the  last  but  the  first  disease 
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to  speak  about  wcmld  ])e  the  disease  that  carries 
off  one  out  of  ten  in  our  community.  In  Mani¬ 
toba  I  think  they  he^^in  to  send  tuberculous  i)a- 
tients  to  me  just  about  the  time  they  begin  to 
he  a  nuisance  to  themselves  and  their  friends, 
not  when  they  begin  to  get  sick,  hut  when  they 
l)cgin  to  die. 

If  we  were  to  handle  fires  as  we  handle  tuber¬ 
culosis  we  would  never  worry  about  fire,  year 
after  year,  and  never  think  of  taking  out  in¬ 
surance.  If  we  were  to  see  smoke  coming  out 
of  a  house  we  would  simply  sit  down  and  watch 
it;  if  more  smoke  came  out  we  would  say  every¬ 
thing  was  going  along  much  as  it  should  be, 
and  if  flames  hurst  forth  or  the  roof  fell  in  we 
would  say,  “Well,  maybe  we  had  better  do  some¬ 
thing,”  and  would  go  over  and  turn  in  a  fire 
alarm.  That  is  about  the  way  we  would  handle 
a  fire  if  we  handled  it  as  we  are  handling  tuber¬ 
culosis,  and  I  know  Dr.  Lamont  has  just  about 
the  same  trouble  in  North  Dakota  as  we  have 
up  in  Manitoba. 

I  will  show  eleven  slides  representing  eleven 
consecutive  admissions  to  the  Manitoba  Sana¬ 
torium  during  one  week  in  May,  1923.  You 
will  easily  appreciate  that  these'  are  not  early 
cases. 

The  first  shows  the  chest  of  a  man  who  was 
supposed  to  have  diabetes.  Perhaps  he  did. 
Anyway,  he  was  treated  for  diabetes  until  he 
coughed  so  badly  that  his  chest  was  examined, 
and  then  he  was  so  far  advanced  that  nothing 
could  be  done.  Perhaps  chest  plates  in  diabetes 
cases  as  a  routine  would  be  a  good  rule. 

The  next  is  that  of  a  woman  who  was  in  the 
hospital  in  May,  1912,  again  in  July,  1922,  and 
again  in  November,  1922.  The  diagnosis,  which 
must  have  been  fairly  plain,  was  not  made  until 
March,  1923.  She  will  doubtless  die  and  leave 
four  or  five  children.  Early  diagnosis  might 
have  saved  her  life. 

The  next  was  a  woman  who  went  to  a  doctor 
who  gave  her  cough  medicine,  but  did  not  ex¬ 
amine  her  chest.  By  and  by  she  fainted  one 
day  and  was  carried  to  the  hospital,  where  her 
sputum  was  examined  and  tuberculosis  diag¬ 
nosed.  She  has  very  far-advanced  disease. 
These  things  perhaps  do  not  happen  in  North 
Dakota,  but  they  do  happen  in  Manitoba. 

This  next  patient  is  an  Austrian  woman,  who 
probably  has  had  tuberculosis  seven  years.  It  is 
well  to  remember  that  about  one  in  four  of  these 
Austrian  people  die  of  tuberculosis,  so  the  possi¬ 
bility  of  tuberculosis  in  them  is  greater  than  in 
others.  About  seven  months  ago  a  child  was  born 


to  her.  Children  had  been  coming  right  along,  but 
this  last  one  took  a  great  deal  of  attention.  It 
was  never  well  and  was  never  out  of  the 
mother’s  arms,  so  the  drag  of  pregnancy  and  the 
drag  of  delivery  was  added  to  by  the  drag  of 
lactation  and  the  care  of  a  sickly  child,  with 
the  result  that  the  mother,  already  likely  tuber¬ 
culous,  ran  down  rapidly  in  seven  months.  Still, 
it  was  the  third  doctor  who  examined  her  who 
made  the  diagnosis.  We  should  certainly  do 
better  than  that. 

I'he  next  patient  was  a  man  who  had  pneu- 
itjfonia  five  years  ago  and  has  never  been  well 
since.  Two  years  ago  he  gave  up  work  and  for 
four  months  has  been  in  bed.  He  came  to  the 
sanatorium  moribund  and  has  since  died.  Some 
of  his  neighbors  suspected  that  he  might  have 
tuberculosis. 

The  next  is  a  different  kind  of  case.  This 
man  had  pleurisy  eleven  years  ago  and  again 
eight  years  ago.  He  is  a  tailor,  has  never  been 
healthy,  and  he  thought  perhaps  his  occupation 
was  not  good  for  him.  He  coughed  pretty 
steadily  and  was  unable  to  do  very  much  work 
for  several  years,  but  it  was  eleven  years  before 
he  went  to  a  doctor.  He  is  better  now,  and 
'while  we  cannot  heal  his  two  bad  lungs  he  will 
improve  a  great  deal  and  will  probably  go  back 
to  work.  To  what  occupation?  Tailoring,  be¬ 
cause  he  knows  that  best.  There  is  no  disad¬ 
vantage  in  sending  a  patient  back  to  good  in¬ 
door  work.  If  we  consider  out-door  work,  what 
would  be  a  suitable  occupation?  It  is  just  about 
as  easy  to  secure  a  bank  presidency  as  a  really 
suitable  out-door  job.  We  prefer  to  send  our 
patients  back  to  in-door  occupations  because,  as 
a  rule,  about  nine  times  out  of  ten,  these  are 
better  than  any  out-door  work  we  can  secure. 
We  still  have  this  man  in  bed  because  bed  is  the 
place  in  which  tuberculosis  is  cured. 

The  next  patient  was  supposed  to  be  diabetic 
and  lived  away  out  in  the  country.  Whether 
she  had  diabetes  or  not  I  do  not  know.  The 
tuberculosis  has  undoubtedly  been  developing 
for  five  years.  Children  have  been  born  to  her 
every  year,  and  she  has  been  under  very  un¬ 
favorable  conditions  in  every  way.  She  did  not 
go  to  a  doctor  until  she  had  reached  a  very 
advanced  stage  of  the  disease.  Not  unlikely  her 
attempt  to  modify  her  diet  on  account  of  sup¬ 
posed  diabetes  was  a  factor  in  the  etiology  of 
her  tuberculosis. 

The  doctors  are  not  at  fault  altogether.  The 
chief  reason  why  we  do  not  get  tuberculous 
patients  earlier  is  that  there  is  no  realization 
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generally  among  the  people  throughout  the 
country  of  the  seriousness  of  small,  medium,  or 
large  symptoms.  I  think  about  40  per  cent  of 
the  fault  can  be  charged  up  against  the  doctor 
and  about  60  per  cent  to  the  people.  It  is  time 
we  were  teaching  people  more  than  we  have 
heretofore  about  the  symptoms  of  this  serious 
disease.  We  make  it  a  rule  at  our  provincial 
medical  conventions  always  to  have  one  public 
address  at  every  convention  at  which  instruction 
is  given  about  medical  matters.  You  know  the 
tendency  in  your  own  country  to  educate  the 
public.  The  Journal  of  the  American  Medic  i 
Association  has  recently  published  an  excellent 
magazine,  Hygeia,  and  there  is  another  similar 
magazine  published  by  the  Modern  Hospital, 
which  should  be  of  great  assistance  in  education. 

In  the  next  case  the  diagnosis  was  made  late, 
but  the  man  is  now  so  much  improved  that  it  is 
hard  to  induce  him  to  stay  on  the  cure.  I  think 
there  has  been  a  slow  accretion  of  tuberculosis 
which  began — we  do  not  know  just  when — but 
it  has  been  getting  more  widespread  all  these 
years. 

Of  course,  you  all  know  that  infection  usually 
takes  place  in  childhood,  but  there  are  some  very 
impressive  statistics.  A  Saskatchewan  survey 
showed  that  44.4  per  cent  of  the  children  aged 
six  had  already  been  infected.  At  fourteen 
years  61  per  cent  had  been  infected  and  before 
the  age  of  eighteen  the  infection  w'as  present 
in  76  per  cent.  That  is  in  a  province  which  has 
a  death  rate  that  is  one  of  the  lowest  in  the 
world,  the  incidence  of  tuberculosis  is  greater 
up  to  the  age  of  eighteen  than  the  incidence  of 
measles  infection. 

This  next  man  had  a  hemorrhage.  It  has 
been  said  that  a  hemorrhage  is  the  end  of  the 
beginning  or  the  beginning  of  the  end.  In  this 
case  it  was  neither.  Those  who  have  a  hemor¬ 
rhage  early  in  the  disease  are  often  fortunate, 
for  they  bring  their  disease  under  treatment 
much  earlier  than  they  might  otherwise  do. 

The  pneumonia  that  frequently  follows  hem¬ 
orrhage  is  the  thing  to  be  afraid  of.  When  a 
patient  begins  to  have  hemorrhages,  do  not  be 
afraid  that  the  patient  will  die  from  loss  of 
blood,  for  that  will  likely  not  happen,  but  be 
afraid  of  the  pneumonia  that  follows  the  hem¬ 
orrhage. 

The  next  patient  was  a  boy  who  had  had  en¬ 
cephalitis.  His  father  was  tuberculous  before 
him,  and  the  patient  had  lived,  when  a  young 
boy,  with  an  uncle  who  was  tuberculous.  I 
spoke  about  early  infection  in  tuberculosis.  The 


big  factor  in  etiology  is  not  infection,  but  break¬ 
ing-down  conditions.  The  recent  illness  broke 
down  the  resistance  of  this  boy,  and  the  disease 
then  became  very  active. 

The  last  case  of  the  eleven  was  a  Galician 
who  was  sent  in  for  diagnosis.  We  made  it 
easily,  as  you  may  imagine  after  looking  at  the 
plate. 

Many  patients  who  have  taken  the  cure  "carry 
on”  fairly  well.  “Carrying  on”  means  being  well 
adjusted  to  environment.  When  a  man  begins 
to  lose  balance  he  must  be  boosted  up  so  that 
he  can  again  go  on.  This  man  got  out  of  his 
adjustment.  What  happened?  He  got  married. 
Sometimes  this  is  a  good  plan  for  the  tuber¬ 
culous  man,  as  well  as  for  other  men.  It  some¬ 
times  gives  him  a  better  home  and  better  care, 
but  this  boy  married  unwisely.  His  wife  wanted 
to  have  a  full  measure  of  evenings  out,  a  full 
measure  of  amusements  generally,  and  she  drag¬ 
ged  him  out  night  after  night.  She  was;  ex¬ 
travagant,  so  he  had  to  work  harder  and  was 
thrown  out  of  adjustment.  Finally,  a  strike 
came  on,  and  to  keep  the  house  going  he  had  to 
take  up  a  very  unsuitable  occupation  in  which 
he  remained  for  about  three  months.  By  that 
time  he  was  “all  in.”  If  he  had  kept  up  his 
adjustment,  if  he  had  not  married,  or  if  he  had 
married  someone  who  would  have  helped  him, 
and  not  hindered,  he  probably  would  have  been 
well  to-day,  or  at  least  able  to  carry  on.  The 
actual  lesion  is  sometimes  the  least  element  in 
success  or  failure.  Adjustment  to  environment 
is  even  more  important. 

Tuberculosis  is  a  disease  in  which  the  warfare 
IS  usually  a  trench  warfare.  There  may  be  very 
little  seen  above  the  surface,  no  cannonading, 
but  the  fight  is  on  underneath. 

Tuberculosis,  by  the  way,  is  a  disease  of  the 
apex,  and  not  of  the  base.  When  you  get  signs 
in  the  base  be  doubtful  of  tuberculosis.  You 
can  get  plenty  of  basal  signs,  but  primary  basal 
tuberculosis  is  rare.  One  investigator  in  Phil¬ 
adelphia  said  that  in  500  autopsies  he  did  not 
find  one  primary  basal  case. 

When  you  find  bronchitis  or  bronchiectasis  be¬ 
low  the  clavicle  immediately  begin  to  look  for 
the  cause  above  the  clavicle.  Look  for  foci  in 
the  teeth,  tonsils,  sinuses. 

Artificial  pneumothorax  is  one  of  the  best 
methods  we  have  in  the  treatment  of  tubercu¬ 
losis  and  is  sometimes  useful  in  the  treatment 
of  other  conditions,  as  well.  The  next  big  thing 
in  the  treatment  of  tuberculosis  and  in  bronchial 
abscess  and  bronchiectasis  is  plastic  surgery  of 
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the  chest.  This  should  be  done,  not  in  one  oper¬ 
ation,  but  in  at  least  two,  perhaps  in  several. 
Pneumothorax  should  be  tried  first,  but  the  last 
court  of  resort  in  some  cases,  not  in  all,  is  plastic 
surgery,  collapsing  the  chest  by  knocking  in  the 
bony  wall. 

When  no  tuberculosis  is  present  a  bronchial 
fistula  can  usually  be  cleared  up  easily,  but,  if 
tuberculosis  is  present,  it  is  not  so  simple. 

You  perhaps  have  an  idea  that  everything  in 
the  tuberculous  case  goes  slowly  and  that  nothing 
goes  rapidly,  but  in  some  cases  the  progress  is 
very  rapid.  In  the  course  of  a  few  weeks 
marked  advance  is  made  in  some  instances. 

I  told  you  a  while  ago  that  there  is  only  one 
treatment  for  tuberculosis  and  that  is  rest,  that 
sending  patients  to  bed  cures  their  symptoms 
and  keeping  them  there  cures  their  disease. 
There  is  one  safe  bit  of  advice  you  can  give 
at  long  distance  to  apply  to  all  cases  of  tuber¬ 
culosis, — put  them  to  bed.  In  this  you  cannot 
make  much  of  a  mistake. 

We  are  apt  to  think  of  tuberculosis  as  a  dis¬ 
ease  of  the  lungs  and  are  apt  to  keep  our  eyes 
focused  upon  the  chest.  It  is  not  a  disease  of 
the  lungs!  only.  Tuberculosis  is  a  generalized 
disease.  Sometimes  it  becomes  a  localized  dis¬ 
ease,  but  in  unimmunized  peoples  and  in  children 
it  is  a  general  disease,  and  when  progressive 
the  progress  is  a  matter  of  increase  in  extensive¬ 
ness  rather  than  intensiveness.  At  our  sanator¬ 
ium  50  per  cent  of  the  people  who  die  have 
definite,  easily  apparent,  symptoms  of  intestinal 
infection.  Ond  of  the  phases  of  tuberculosis, 
the  significance  of  which  has  not  been  realized,  is 
tuberculosis  in  the  intestinal  tract.  When  the 
ordinary  tuberculous  patients  die,  in  ninety-five 
cases  out  ofi  a  hundred  there  may  be  found, 
postmortem,  ulcers  inside  the  bowel.  The  ulcer¬ 
ation  is  chiefly  around  the  cecum,  above  and 
below,  with  the  cecum  as  the  storm  center.  The 
old  idea  was,  and  perhaps  is,  that  intestinal  tu¬ 
berculosis  is  the  beginning  of  the  end,  and  that 
nothing  happens  after  that  except  the  necropsy. 
I  do  not  think  that  is  correct.  Likely,  the  in¬ 
testinal  tuberculosis  becomes  much  worse  just 
antemortem,  but  if  you  look  diligently  enough 
you  will  find  that  the  intestinal  infection  begins 
even  at  an  early  stage.  We  are  giving  barium 
meals  now  as  a  routine  in  all  our  cases,  and 
from  this  we  have  drawn  considerable  informa¬ 
tion.  The  chief  diagnostic  points  in  the  barium 
meal  are  hypermotility  and  defective  filling.  I 
think  we  get  more  from  the  meal  than  from  the 


barium  enema ;  and  most  physicians  who  are 
doing  this  work  agree  with  this. 

In  attempting  diagnosis  or  treatment  of  tuber¬ 
culosis  of  the  intestines  you  have  to  go  out  and 
meet  the  symptoms.  You  cannot  wait  for  them 
to  appear,  for  then  it  is  too  late.  Very  often 
a  barium  meal  will  show  even  gross  disease  of 
the  intestine  when  there  has  been  no  sign  or 
symptom  of  disease,  and  no  complaint  and  symp¬ 
toms  can  be  elicited  by  careful  questioning  long 
before  they  would  be  complained  of.  The  earlier 
symptoms,  when  they  do  appear,  are  not  diar¬ 
rhea  but  constipation,  anorexia  and  a  nervous¬ 
ness  beyond  usual.  What  can  we  do?  We 
think  there  is  value  in  the  light  therapy,  either 
heliotherapy  or  the  ultraviolet  ray. 

Summing  up,  we  should  get  tuberculous  people 
under  treatment  earlier.  If  we  had  more  of  the 
old  family  physicians  we  used  to  have  we  should 
probably  get  patients  earlier  than  we  do  now, 
for  then  the  doctor  felt  free  to  take  the  initiative, 
and  now  the  people  have  to  take  it. 

DISCUSSION 

Dr.  James  Grassick  (Grand  Forks):  It  is  always 
a  pleasure  to  meet  a  master  workman,  no  matter 
in  what  line  of  activity  he  may  be  engaged.  It  is 
a  still  greater  pleasure  to  see  him  at  work,  to  im¬ 
bibe  some  of  his  enthusiasm,  and  to  learn  what 
we  may  of  his  methods.  We  have  anticipated  a 
treat,  and  got  all  of  that  and  more. 

In  Dr.  Stewart’s  discussion  there  were  several 
points  that  he  especially  emphasized.  He  called 
attention  very  forcibly  to  childhood  infection.  He 
did  not  overstate  the  case.  It  is  generally  recog¬ 
nized  that  a  large  proportion  of  tuberculous  cases 
in  adults  have  their  beginning  in  childhood.  The 
coming  fight  against  the  disease  will  be  for  the 
protection  of  the  child.  The  control  of  the  carrier, 
or  spreader,  will  be  our  objective  just  as  we  con¬ 
trol  the  infection  of  scarlet  fever,  typhoid  fever, 
or  of  any  other  communicable  disease.  The  tuber¬ 
culous  patient,  if  well  cared  for,  is  not  a  menace 
to  the  community.  This  is  well  exemplified  in  sana¬ 
toria,  where  it  is  rare  for  an  attendant  to  contract 
the  disease.  But  they  must  be  controlled  and  sup¬ 
ervised  if  we  are  to  save  the  child. 

Another  point  that  Dr.  Stewart  emphasized  was 
rest.  This  is  one  of  the  things  which  the  ordinary 
physician  is  up  against.  The  home  treatment  as  a 
rule  fails  through  lack  of  discipline.  We  cannot  get 
our  patient  to  go  to  bed  and  to  stay  there.  The 
three  graces  of  the  cure  are  Good  Food,  Fresh  Air, 
and  Rest — -and  the  greatest  of  these  is  Rest. 

Dr.  M.  George  Milan  (Thief  River  Falls,  Minn.): 
Unfortunately,  I  did  not  have  the  pleasure  of  hear¬ 
ing  Dr.  Stewart’s  address  in  full,  and  consequently 
I  do  not  feel  justified  in  attempting  to  discuss  the 
same  in  its  entirety,  but  I  would  like  to  say  a  few 
words  on  the  question  of  differential  diagnosis. 
This  latter  essential  in  the  consideration  of  pulmo¬ 
nary  disease  is  one  that  I  feel  a  great  many  of  us 
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are  prone  to  evade  in  discussion,  and  this,  undoubt¬ 
edly,  is  due  to  our  inability  to  establish  a  definite 
train  of  physical  signs  and  symptoms  for  each  in¬ 
dividual  specific  pulmonary  disease. 

The  lung  pathology  is  important  as  to  the  nature 
of  the  pathology  itself,  but  the  exact  etiology  most 
of  the  time  cannot  be  told  from  the  nature  of  the 
pathology  alone,  for  the  infiltrations  and  the  con¬ 
solidations  which  may  be  present  in  the  pulmonary 
tuberculous  case  differ  little,  if  any,  from  infiltra¬ 
tions  and  consolidations  of  other  diseases.  There  is 
no  definite  group  of  physical  signs  or  symptoms, 
or  any  set  combination  of  both,  which  can  be  called 
pathognomonic  of  pulmonary  tuberculosis.  Physi¬ 
cal  signs  will  probably  tell  us  that  there  is  pathology 
in  the  chest,  and  the  symptoms  will  show  us  the 
local  focal  or  constitutional  effect  of  this  pathology. 
Of  extreme  importance  in  differential  diagnosis  is 
the  history.  In  cases  wherein  pulmonary  tubercu¬ 
losis  must  be  considered  in  the  diagnosis  we  should 
be  particularly  on  the  watch  for  any  conditions 
which  can  be  caused  by  micro-organisms  exclusive 
of  the  tubercle  bacillus,  which  micro-organisms 
we  find  a  great  many  times  causing  a  superimposed, 
secondary  infection  upon  our  tuberculous  lesions. 
The  only  one  pathognomonic  element  in  these  tub¬ 
erculous  cases,  which  of  itself  gives  us  the  unas¬ 
sailable  truth,  is  the  presence  of  tubercle  bacilli  in 
the  sputum.  I  do  not  believe  that  rales  occurring 
and  persisting  in  the  apex  of  the  lung  are  always 
positive  evidence  of  tubercle. 

Recently  a  patient  appeared  before  me  for  ex¬ 
amination  with  complaint  referable  to  the  chest. 
Gross  pathology  was  present  in  both  lungs  with 
symptoms  pointing  to  respiratory  infection.  The 
temperature  was  102.5°  in  the  morning,  and  the 
pulse  rate  was  120.  The  history  itself  was  not 
indicative  of  any  one  particular  pulmonary  disease, 
but  could  be  applied  in  the  diagnosis  of  a  great  many 
pulmonary  conditions.  The  leukocyte  count  showed 
in  the  neighborhood  of  12,000,  and  secondary  anemia 
was  present.  The  heart  was  enlarged  with  the 
presence  of  some  myocarditis.  Physical  signs  in 
the  lungs  disclosed  impairment  of  the  resonance, 
bronchophony,  pectorilloquy,  disturbed  breath 
sounds,  and  moisture.  The  final  factor  that  made 
my  diagnosis  was  the  presence  of  tubercle  bacilli 
in  the  sputum,  and  had  I  not  been  able  to  isolate 
bacilli  I  doubt  that  the  specific  disease  present 
would  have  been  disclosed  to  me  on  my  first  ex¬ 
amination.  The  diagnostical  summary  of  this  case 
made  it  clear  that  I  was  dealing  with  pulmonary 
tuberculosis  complicated  by  an  acute  respiratory 
non-tubcrculous  infection  and  in  addition  heart  in¬ 
volvement  as  a  result  of  either  one  or  both  infec¬ 
tions  present. 

In  making  our  diagnosis  of  pulmonary  tubercu¬ 
losis  we  must  consider  the  factors,  first,  infection 
and,  secondly,  clinical  tuberculosis.  The  patient 
cannot  have  the  second  without  the  first  being 
present.  If  we  determine  that  he  has  infection  only 
but  no  clinical  tuberculosis  we  do  not  need  to  worry 
a  great  deal  about  this  patient,  but  with  clinical 
tuberculosis  being  present,  or,  in  other  words,  an 
individual  being  sick  with  tuberculosis,  then  this 
individual  is  the  patient  that  requires  the  attention 
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of  the  lung  specialist  and  is  one  who  should  be 
cared  for  particularly  in  the  sanatorium. 

Dr.  Stewart  (closing) :  I  fully  agree  with  practi¬ 
cally  all  of  what  has  been  brought  out  in  the  dis¬ 
cussion.  I  wish  that  more  time  might  have  been 
allowed  for  discussion.  I  thank  you  who  have  dis¬ 
cussed  my  extended  remarks  and  who  have  listened 
to  them  for  your  kind  attention. 
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there  are  few  which  obtain  the  proper  balance  as 
to  material.  Some  are  too  technical  for  the  nurse; 
some  lack  proper  emphasis  on  important  subjects; 
others  combine  gynecology  and  obstetrics  with  in¬ 
justice  to  both. 

This  book  is  clear  and  concise,  lacks  technicality, 
and  has  a  good  appreciation  of  values  of  subjects 
treated. 

— Jalmar  H.  Simons,  M.D. 

Exercise  for  Health  and  Correction.  By  Frank  D. 
Dickson,  M.D.,  and  Rex  L.  Diveley,  M.D.  Phila¬ 
delphia  and  London:  J.  B.  Lippincott  Company, 
1913. 

This  handbook  presents  exercises  for  “health  and 
correction”  in  a  practical  and  scientifically  sound 
manner.  The  exercises  are  considered  in  groups, 
the  first  two  groups  being  designed  to  tone  up  the 
muscles  of  the  body  as  a  whole.  The  third  and 
fourth  groups  of  exercises  are  especially  commend¬ 
able,  as  they  concentrate  on  the  development  of 
the  torso.  Far  too  little  attention  is  given  this 
most  important  part  of  the  body  in  the  ordinary 
systems  of  exercise.  The  exercises  for  correction 
of  faulty  posture  are  very  good,  and  demonstrate 
the  experience  of  the  authors  in  this  type  of  work. 

The  book  is  well  illustrated,  and  should  be  of 
great  value  to  teachers,  nurses,  physicians,  and  in¬ 
dividuals  who  wish  a  simple  though  scientific  guide 
for  exercise. 


— Myron  O.  Henry,  M.D. 
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THE  PRESENT  INTANGIBLE  EPIDEMIC 

It  seems  quite  evident  that  there  is  something 
in  the  atmosphere  in  the  nature  of  an  infection, 
the  type  of  which  is  almost  wholly  unknown,  but 
it  has  produced  a  great  deal  of  inconvenience 
and  suffering.  There  are  comparatively  few 
cases,  however,  among  those  represented  which 
are  of  the  old  type  that  we  saw  so  much  of  in 
former  years,  like  poliomyelitis  or  lethargic  en¬ 
cephalitis.  That  which  we  see  now  is  of  the 
mucous-membrane  type,  involving  the  throat, 
nose,  and  all  the  surroundings  sinuses,  or  affect¬ 
ing  the  membranous  lining  of  the  bronchial  tubes 
in  which  all  forms  of  rales  and  disorders  ac¬ 
company  the  bronchial  irritation.  The  gastro¬ 
intestinal  tract  has  suffered  a  number  of  serious 
inconveniences,  and  not  infrequently  other  organs 
have  been  involved  as  well.  The  epidemic  is 
not  a  local  one ;  it  is  fairly  general  and  has  been 
reported  in  many  parts  of  the  country,  an  in¬ 
fection  of  the  mucous  membranes  widely  and 
generously  distributed,  in  which  the  patient  is 
obliged  to  go  to  bed  (or  should  be  in  bed  under 
most  circumstances)  until  recovered  from  the 
acuteness  of  the  infection.  Many  others,  of 
course,  are  grievously  disappointed  in  that  they 
do  not  recover  from  the  infection,  and  most  of 
the  patients,  or  many  of  them,  at  least,  complain 
of  extreme  exhaustion,  fatigue,  and  inability  to 
endure.  ^ 

The  remedy  is  a  simple  one,  ordinarily.  It  is 


rest  in  bed,  a  fairly  generous  diet,  and  warm 
clothing  with  an  abundance  of  fresh  air.  We 
have  heard  nothing  during  the  last  year  or  two 
of  the  serum  treatment  to  prevent  these  infec¬ 
tions.  It  has  proved  futile,  and  the  remedy  lies 
elsewhere, — in  common-sense  care,  the  avoidance 
of  crowds  where  coughing  is  prevalent.  No 
person  with  a  cough  should  be  permitted  to  go 
into  a  public  assemblage.  The  writer  well  re¬ 
members  Sir  Victor  Horsley’s  clinic  in  London, 
where  if  any  of  the  visiting  doctors  coughed  he 
spoke  to  them  once ;  the  second  time  they  coughed 
he  recjuested  them  to  leave  the  room, — a  very 
proper  preventive  measure,  not  only  to  the  pa¬ 
tient  on  the  operating-table  but  to  the  neighboring 
physicians. 

The  various  remedies  that  have  been  advertised 
are  patent  medicines,  generally,  and  they  contain 
all  sorts  of  impossible  combinations  of  drugs ; 
and  doubtless  in  some  cases,  if  the  patient  takes 
care  of  himself,  he  may  recover  provided  he  stays 
in  bed  long  enough,  and  then  he  attributes  his 
cure  to  the  drug  prominently  displayed.  The 
other  remedies  commonly  used  are  the  coal-tar 
products, — phenacetin,  etc.^ — with  urotropin,  ben¬ 
zoate  of  soda,  and,  not  to  be  despised,  the  old- 
fashioned  quinine. 

This  epidemic  will  continue  until  warm  weather 
comes  and  clears  out  our  respiratory  and  gastro¬ 
intestinal  tracts.  Then  it  will  subside  for  a  time, 
only  to  return,  repeat  its  wanderings,  and  inflict 
its  sequalae  upon  an  unsuspecting  class  of  people. 
We  are  often  tempted  to  wonder  how  much  the 
Christian  Scientist  suffers  from  a  bad  cold  in 
whatever  part  of  his  mucous  membrane  it  may 
lie.  We  are  often  in  a  wandering  state  of  mind, 
too,  about  the  other  cults  in  medicine — whether 
the  adjustment  of  a  loose  spinal  vertebra  would 
terminate  an  acute  attack  of  grip  or  influenza. 
But  these  speculations  are  futile  and  vain.  Rest, 
food,  sleep,  and  quiet  are  Nature’s  remedies. 

NATIONAL  BRAIN  STORMS 

The  country,  from  East  to  West  and  from 
North  to  South,  seems  to  be  in  a  state  of  hysteria, 
and  in  some  parts  of  the  country  it  borders  very 
closely  op  a  typical,  active  psychosis,  and  in  oc¬ 
casional  instances  it  represents  the  boasting  and 
arrogance  and  suspicion  of  the  paranoiac.  There 
seems  to  be  one  end  in  view,^ — to  try  in  every 
way  to  supplant  the  other  man.  Consequently, 
it  means  the  introduction  of,  first,  the  so-called 
reforming  class ;  second,  those  who  are  ignorant 
and  yet  who  have  such  fantastic  ideas  that  they 
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think  they  are  teeming  with  knowledge ;  they  try 
to  interpret  laws  and  governmental  problems 
without  understanding  at  all  what  the  constitu¬ 
tion  of  the  government  requires,  and  they  are 
trying  to  insert  their  feeble-minded  ideas  before 
the  nation,  either  to  attract  vainglorious  atten¬ 
tion  or  perhaps  in  some  way  are  trying  to  make 
themselves  conspicuous.  These  are  the  paranoid 
types.  They  are  suspicious  of  every  move  that 
is  made,  and  they  endeavor  to  interfere  with  it 
because  they  are  opposed  to  another  man’s  point 
of  view.  Unfortunately,  our  present  political 
situation  is  ripe  for  such  an  outburst,  for  the 
simple  reason  that  many  of  our  politicians  be¬ 
long  to  the  milder  forms  of  the  psychoses.  The 
disruption  of  the  government  in  Washington,  the 
arrangement  of  opposition  to  what  seems  to  be 
sane  legislation,  and  the  scandal  and  intrigue 
supposedly  involving  high  officials  have  brought 
out  everything  that  is  disturbing,  disrupting,  and 
destructive. 

Fortunately,  while  this  Teapot-Dome  affair 
is  receiving  a  tempestuous  inquiry,  there  is 
enough  for  all  the  politicians  of  every  class  to 
talk  about;  and  a  recent  issue  of  Judge  shows 
the  dome  of  the  Capitol  at  Washington  with  a 
spout  and  a  handle,  boiling  over  the  buildings 
below  while  the  scampering  legislators  are  striv¬ 
ing  to  get  out  from  under  this  boiling  mass.  The 
man  who  is  represented  as  sitting  on  this  dome 
is  very  likely  to  be  blown  high  in  the  air, — and 
who  he  is  and  where  he  comes  from  will  only 
be  known  later,  after  the  investigation  if  there 
ever  is  one. 

Coupled  with  this  “oily”  inquiry  is  the  scandal¬ 
ous  condition  of  the  Veterans’  Bureau  situation, 
in  which  many  are  involved ;  and  evidently  much 
money  has  been  spent  illegally  and  without  justi¬ 
fiable  results.  Within  a  few'  days  the  accounts 
which  we  have  read  in  the  press  have  involved 
the  selection  of  St.  Cloud  as  a  hospital-zone  re¬ 
gion.  Some  months  ago,  before  this  site  was 
selected,  a  site  was  offered  the  government  within 
tw'O  miles  of  Minneapolis ;  but  the  location  of  the 
hospital  was  finally  turned  in  to  St.  Cloud  in 
order  that  the  specialists  from  St.  Paul  and 
Minneapolis  coidd  reach  it  mor^  conveniently. 
Evidently,  someone  has  made  a  lot  of  money 
out  of  both  of  these  scandalous  enterprises,  and 
the  people  are  getting  very  tired  of  this  sort 
of  politics,  and  it  would  not  be  strange  if  an 
effort  were  made  by  the  interested  tax-paying 
sufferer  to  lock  up  in  a  neuropsychiatric  hospital 
many  of  our  so-called  lawmakers. 

The  only  outstanding  and  fortunate  feature  of 


the  whole  situation  is  that  these  two  subjects 
have  occupied  almost  the  full  time  of  Congress, 
consequently  no  other  laws  have  been  passed, 
and  if  they  can  keep  the  pot  boiling  long  enough 
we  may  get  through  this  congressional  misfit 
this  year  without  being  trapped  into  laws  which 
are  made  solely  for  the  benefit  of  the  politicians. 

THE  NORTHWESTERN  HOSPITAL 
DRIVE 

After  many  weeks  of  conference  and  consulta¬ 
tion,  the  final  organization  of  a  plan  and  of  a 
large  band  of  people,  the  ultimate  and  precipitate 
drive  for  the  collection  of  funds  for  the  North¬ 
western  Hospital  is  practically  at  an  end.  Under 
the  circumstances — and  the  circumstances  cover 
hard  times,  lack  of  money,  and  the  indifference 
of  many  people  to  requests  for  subscriptions — ■ 
the  drive  has  been  a  practical  success,  although 
they  have  attained  but  half  the  amount  they  ex¬ 
pected. 

Two  hundred  fifty  thousand  dollars  for  a  new 
building  is  no  small  amount,  and  if  one  chooses  to 
compare  what  might  be  done  with  this  amount, 
let  him  look  over  the  New  Asbury  Hospital, 
which  was  built  for  approximately  less  than  two 
hundred  forty  thousand  dollars,  and  is  a  modern, 
up-to-date,  well-equipped  institution.  The  same 
kind  of  a  building  on  the  grounds  of  the  present 
Northwestern  Hospital  will  definitely  relieve  the 
hospital  strain,  even  though  the  bed-capacity  be 
reduced  to  150.  Then,  too,  the  drive  for  the 
Midway  Hospital  doubtless  interfered  somewhat 
with  the  expected  success  of  the  Northwestern 
drive.  People  were  asked  to  contribute  to  two 
hospital  propositions,  and  many  were  undecided 
as  to  what  they  should  do  and  what  they  could 
do,  and  what  they  have  finally  decided  to  do. 
At  all  events,  the  hospital  situation  will  be  im¬ 
proved  in  Minneapolis  for  the  present,  but  it  will 
not  be  long  before  the  Northwestern  Hospital 
will  need  another  building,  and  it  is  to  be  ex¬ 
pected  that  when  that  time  comes  money  will  be 
a  little  more  willing  to  expend  itself  and  that 
people  will  have  more  to  spend  upon  hospital 
organizations. 

The  editor  has  never  seen  a  more  willing  body 
of  workers  gathered  together  and  with  more  en¬ 
thusiasm  than  those  who  were  at  the  frequent 
meetings  of  the  Northwestern  Hospital  commit¬ 
tee.  They  seemed  to  take  the  work  very  seri¬ 
ously,  and  in  every  instance  as  far  as  we  can 
gather  they  did  the  best  they  knew  how,  and  it 
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was  not  the  fault  of  the  canvassers  or  the  pro¬ 
motors,  or  the  organizers  of  the  drive,  that  they 
did  not  realize  their  expectations.  There  may 
be  other  surprises  in  store  for  the  hospital  situ¬ 
ation  in  Minneapolis  before  long.  It  has  been 
rumored  that  another  large  sum  has  been  given 
to  a  local  hospital,  but  was  withheld  until  after 
the  Northwestern  and  Midway  Hospital  drives 
were  completed. 

The  Midway  Hospital  drive  for  a  million  dol¬ 
lars  was  in  a  much  larger  field,  covering  several 
states. 

SYMPOSIUM  ON  TUBERCULOSIS 

The  Journal-Lancet  feels  itself  fortunate 
in  being  able  to  present  its  readers,  in  this  and 
the  following  issue,  a  “Symposium  on  Tubercu- 
osis”  by  sixteen  members;  of  the  staff  of  the 
Parkview  Sanatorium,  which  is  the  Minneapolis 
hospital  (formerly  the  Hopewell  Hospital)  for 
the  treatment  and  care  of  the  city’s  tuberculous 
patients.  This  staff  is  composed  of  volunteer 
experts,  who  bring  to  the  patients  of  this  hos¬ 
pital  the  same  degree  of  skill  in  treatment,  both 
medical  and  surgical,  and  the  same  degree  of 
care  in  after-treatment  that  they  give  to  their 
private  patients,  however  large  the  fees  paid  by 
such  may  be. 

The  symposium  reveals  the  most  modern 
methods  of  treating  the  tuberculous  patient,  and 
is  followed  by  a  paper  by  Dr.  Myers,  the  Chief 
of  the  Tuberculosis  Service  of  Parkview,  on  the 
general  subject  of  the  care  of  the  city’s  tuber¬ 
culous  patients ;  and  also  by  a  “talk”  by  Dr.  D. 
A.  Stewart,  of  Manitoba,  on  some  special  phases 
of  sanatorium  cases.  Dr.  Stewart  is  one  of  the 
foremost  tuberculosis  men  in  North  America,  and 
his  writings  are  highly  esteemed  in  the  United 
States. 

The  Journal-Lancet  has  given  its  readers 
during  the  past  two  years  much  excellent  reading 
on  the  subject  of  tuberculosis,  particularly  on  the 
new  methods  of  our  city’  open-air  school,  Ly- 
manhurst.  It  has  published  most  of  the  forty 
or  more  papers  read  by  the  staff  and  guests  of 
Lymanhurst,  as  catalogued  in  a  paper  by  Dr. 
Myers  in  The  Lancet  for  January  15,  1924. 


NEWS  ITEMS 


Dr.  H.  C.  Dorns,  of  Slayton,  has  begun  work 
on  a  fine  new  office  building. 

Dr,  V,  S.  Irvine  has  moved  from  Lankin, 
N.  D.,  to  Park  River,  N.  D. 


Dr.  Bertha  O.  Schwein  has  moved  from  Sioux 
Falls,  S.  D.,  to  Randolph,  Kas. 

Dr.  W.  P.  Herbst,  of  the  Mayo  Clinic,  will 
move  to  Minneapois  next  month. 

Dr.  T.  O.  Young  has  left  the  Mayo  Clinic  to 
enter  the  practice  of  surgery  in  Duluth. 

Dr.  Otto  Aagaard,  of  Dr.  Rovsing’s  Clinic  in 
Copenhagen,  is  spending  a  month  in  Rochester. 

Dr.  B.  L.  Laver,  of  Guy’s  Hospital,  London, 
is  spending  several  months  at  the  Mayo  Clinic. 

Nearly  800  persons  were  given  free  treatment 
and  care  by  the  Miller  Hospital  of  St.  Paul  in 
1923. 

The  Northwestern  Clinic  of  Crookston  was  the 
successful  bidder  for  the  care  of  the  poor  of 
that  city. 

Dr.  Louis  Faust,  a  Fellow  in  the  Mayo  Found¬ 
ation,  was  married  to  Miss  Elsie  Eaton,  of 
Rochester,  on  January  15. 

Dr.  Jacob  L.  Hoffman,  of  Henning,  died  last 
month  at  the  age  of  58.  Dr.  Hoffman  grad¬ 
uated  in  Norway  in  1894. 

Dr.  Wallace  H.  Cole,  of  St.  Paul,  has  returned 
from  Boston,  where  he  has  been  for  some  time 
visiting  hospitals  and  clinics. 

The  Southern  Minnesota  Medical  Association 
will  hold  its  annual  meeting  in  Mankato  on  May 
19th,  doing  its  work  in  a  one-day  session. 

The  St.  Paul  Schools  have  increased  their 
nursing  staff  by  an  addition  of  four  nurses, 
which  brings  the  number  employed  up  to  seven¬ 
teen. 

Dr.  A.  W.  Adson  of  Rochester,  delivered  the 
Joyce  Memorial  Lecture  in  Portland,  Oregon, 
on  February  14.  His  subject  was  “Trifacial 
Neuralgia.” 

Dr.  L.  M.  Brunet,  of  Duluth,  has  retired  from 
practice  at  the  end  of  fifty  years  of  active  work, 
mostly  in  Duluth  and  Cloquet.  He  goes  to 
Detroit,  Mich. 

At  the  mid-winter  meeting  of  the  Sioux  Valley 
Medical  Association,  held  at  Sioux  City,  Iowa, 
it  was  voted  to  hold  the  annual  meeting  at  Sioux 
Falls,  S.  D.,  in  June  next. 

The  Red  Wing  Hospital  is  to  have  a  new  wing 
to  its  building  which  will  double  its  present  ca¬ 
pacity.  Mr.  and  Mrs.  C.  E.  Friedrich  gave 
$35,000  for  this  purpose. 

The  next  annual  meeting  of  the  North  Dakota 
State  Medical  Association  will  be  held  at  Bis¬ 
marck,  on  September  9,  10,  11,  the  House  of 
Delegates  meeting  the  9th. 

Dr.  Homer  F.  Swift,  of  the  Rockefeller  Insti- 
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tute  for  Medical  Research,  was  in  Rochester 
February  19  and  20,  and  gave  a  Mayo  Found¬ 
ation  Lecture  on  “Rheumatic  Fever.” 

The  friends  of  Dr.  and  Mrs.  A.  W.  Abbott, 
of  Minneapolis,  are  giving  them  a  dinner  to-day 
at  the  Minneapolis  Club  on  the  fifty-fifth  anni¬ 
versary  of  Dr.  Abbott’s  medical  practice. 

Dr.  H.  O.  Ternstrom,  of  St.  James,  has  turned 
his  practice  over  to  Dr.  F.  L.  Bregel,  who  has 
been  associated  with  him  for  the  past  six  months. 
Dr.  Ternstrom  has  moved  to  Minneapolis. 

Dr.  T.  J.  Kinsella,  formerly  a  Fellow  in  the 
Mayo  Foundation,  and  later  connected  with  the 
Nicollet  Clinic,  Minneapolis,  was  married  to 
Missi  Sara  Monahan  at  Cedar  Rapids  on  Jan¬ 
uary  28. 

The  University  Hospital  of  Minneapolis  is 
seeking  a  gift  of  $2,000,000  from  the  Rockefeller 
Foundation.  The  gift  would  be  followed  by  a 
new  City  Hospital  located  on  or  near  the  Uni¬ 
versity  Campus. 

New  Prague  is  to  have  a  handsome  new  com¬ 
munity  hospital  building,  the  gift  of  former  resi¬ 
dents,  Mr.  W.  L.  Harvey  and  his  wife,  whose 
home  and  $5,000  in  cash  have  been  donated  to 
the  city  for  hospital  purposes. 

Dr.  George  McL.  Waldie,  who  recently  re¬ 
signed  as  superintendent  of  the  Fair  Oaks  State 
Tuberculosis  Sanatorium  at  Wadena,  has  been 
appointed  superintendent  of  the  Buena  Vista 
State  Sanatorium  at  Wabasha. 

Dr.  Ogawa,  Dean  of  the  Medical  School  of 
the  University  of  Kyoto,  and  Dr.  Toda,  of 
Okayama  Medical  University,  who  are  making 
a  survey  of  the  principal  medical  schools  of 
America  and  Europe,  spent  February  14  visiting 
the  Mayo  Foundation  and  Clinic. 

The  United  States  Public  Health  Service  an¬ 
nounces  that,  in  co-operation  with  several  univer¬ 
sities,  it  will  conduct  a  number  of  summer 
schools  in  public  health  the  coming  summer. 
One  will  be  held  at  the  University  of  Iowa, 
Iowa  City,  Iowa,  from  June  9  to  July  18. 

Dr.  and  Mrs.  W.  J.  Mayo  left  the  first  of 
February  for  New  Zealand  and  Australia.  Dr. 
Mayo  will  attend  the  meeting  of  the  Australasian 
conference  of  the  British  Medical  Association  in 
New  Zealand,  and  will  spend  about  six  weeks 
visiting  the  various  hospitals  and  universities  in 
those  countries. 

The  Huron  (S.  D.)  Medical  Society  held  a 
stated  monthly  meeting  on  February  16th  at 
Huron.  Dr.  F.  E,  Clough,  of  Lead,  president 


of  the  State  Medical  Association,  was  present 
and  gave  a  brief  address.  Dr.  G.  W.  Launspach 
spoke  on  “Bronchopneumonia” ;  and  Dr.  H.  A. 
Saylor  spoke  on  “South  Dakota  Public  Health 
Clinic.” 

The  Alphi  Xi  chapter  of  the  Phi  Delta  Epsilon 
(medical)  Fraternity  of  the  University  of  Minne¬ 
sota  has  secured  as  its  first  speaker  for  the  en¬ 
suing  year  to  be  held  under  its  auspices  one 
of  their  members.  Dr.  Morris  Fishbein,  associate 
editor,  of  the  Journal  of  the  American  Medical 
Association  and  of  Hygeia.  He  will  appear 
first,  March  19,  1924,  at  the  regular  Wednesday 
noon  meeting  of  the  Hennepin  County  Medical 
Society.  He  will  speak  briefly  on  the  subject 
of  the  “Preparation  of  the  Medical  Manuscript.” 
At  the  evening  meeting,  to  be  held  on  the  same 
day  he  will  speak  more  formally  and  at  length 
on  the  subject  of  “Medicine  and  the  Press,”  which 
is  to  be  followed  by  discussions,  by  members 
of  the  medical  profession,  as  well  as  by  repre¬ 
sentative  newspaper  men.  Both  these  meetings 
are  to  be  held  in  the  Library  rooms  of  the  Hen¬ 
nepin  County  Medical  Society,  in  the  Donaldson 
Building,  and  are  open  to  all  members  of  the 
medical  profession. 


Wanted:  Physician  on  Salary 

An  assistant  physician  for  general  practice  on 
the  Mesaba  Range.  Must  be  a  high-grade  man, 
able  to  assume  responsibility.  Good  salary  to  right 
man.  Address  58,  care  of  this  office. 

Office  Position  Wanted  in  Minneapolis  or  St.  Paul 

By  the  widow  of  a  physician.  Applicant  has  a 
pleasing  personality,  and  has  just  learned  steno¬ 
graphy.  Will  work  for  a  very  moderate  salary.  Ad¬ 
dress  66,  care  of  this  office. 

Minneapolis  Office  for  Rent 

Choice  of  several  rooms  in  a  Minneapolis  build¬ 
ing  exclusively  for  physicians  and  dentists.  Recep¬ 
tion  room,  nurse,  laboratory  technicians,  etc.,  in 
attendance.  Address  67,  care  of  this  office. 

Practice  for  Sale 

In  the  best  town  in  Minnesota,  oldest  practice 
in  the  country.  Price  about  $900,  includes  place 
to  live,  auto,  etc.  Come  and  see,  or  write,  enclos¬ 
ing  an  addressed  and  stamped  envelope.  Address 
Dr.  J.  S.  Seeley,  Faribault,  Minn. 

Office  Position  Wanted 

A  thoroughly  experienced  medical  secretary,  cor¬ 
respondent,  bookkeeper,  and  stenographer  desires 
a  place  in  a  hospital  or  office  in  the  Twin  Cities. 
Familiar  with  all  medical  office  detail,  and  can  give 
the  best  of  references.  Address  64,  care  of  this 
office. 
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Wanted,  An  Assistant  Physician 

Preferably  a  physician  with  one  or  two  years’ 
experience.  An  assistant  physician  with  ultimate 
partnership  and  the  inheritance  of  a  large  and  old- 
established  practice.  Must  be  especially  interested 
in  obstetrics  and  diseases  of  women.  Address  61, 
care  of  this  office. 

Physician  Wanted 

At  once  to  take  over  a  practice  in  a  town  of  600 
near  the  Twin  Cities.  No  competition.  A  Protestant 
and  German  preferred.  Small  investment  required. 
Do  not  answer  unless  you  are  in  earnest.  A  very 
good  position  for  one  who  wants  a  country  practice. 
Address  68,  care  of  this  office. 

Late  Model  X-Ray  Transformer  for  Sale 

Victor  Snook  X-Ray  Transformer,  Auto  and  Re¬ 
sistance  Control,  complete  with  Coolidge  Trans¬ 
former  and  Control.  Remote  Control,  Transformer 
and  Rectifying  Device  in  Cabinet.  For  220  volt 
direct  current.  Reasonably  pricer.  For  further  in¬ 
formation  address  60,  care  of  this  office. 

Physician’s  Residence  for  Sale  in  St.  Paul 

The  residence  of  the  late  Dr.  von  Cappellen,  at 
1659  East  7th  St.  (formerly  Hazel  Park),  St.  Paul, 
is  for  sale  at  a  low  figure  and  on  easy  terms.  A 
general  practitioner  can  quickly  build  up  a  good 
practice  at  this  point,  and  it  will  grow  rapidly.  Ad¬ 
dress  Mrs.  Frieda  von  Cappellen  at  the  above  ad¬ 
dress. 

Wanted 

Director,  Bureau  Child  Hygiene  wanted.  He 
must  be  a  graduate  in  medicine  or  public  health. 
May  be  man  or  woman.  Some  experience  in  public 
health  necessary.  A  recent  graduate  who  wishes 
to  grow  up  with  the  work  preferred.  Salary  $2,500 
to  $3,000.  Send  complete  credentials  with  first 
letter.  Address  the  State  Health  Officer,  Bismarck, 
N.  D. 

Physician  Wanted 

In  a  mud  bath  institution  and  health  resort  in 
Minnesota,  which  has  a  splendid  building  and  good 
patronage  and  is  equipped  for  both  emergency  and 
general  surgery.  Will  pay  the  right  man  a  good 
salary  with  board  and  room  for  himself  and  wife, 
if  married.  The  opening  promises  permanency  and 
fair  earning  for  either  a  young  or  middle-aged 
man.  Address  59,  care  of  this  offce. 
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Small  Minnesota  Hospital  for  Sale 

A  small  up-to-date  hospital  with  surgeon’s  living 
quarters  and  offices  on  first  floor  and  with  hospital 
equipment,  consisting  of  8  hospital  beds,  operating- 
table,  stand,  sterilizer,  chairs,  and  other  appliances, 
on  the  second  floor.  This  hospital  is  located  in  a 
small  town  surrounded  by  good  dairy  farms  and  a 
well-known  summer  resort  only  57  miles  from  Min¬ 
neapolis  on  the  Soo  Line.  Property  can  be  bought 
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La  Salle  Building,  Minneapolis. 
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RELATIONSHIP  OL  THE  GASTRO-IN- 
TESTINAL  TRACT  TO  TUBERCULOSIS  j 
By  Charles  B.  Wright,  M.D.  ' 

Consulting’  Gastro-enterologist,  Lymanhurst  School  and 
Parkview  Sanatorium 

MINNEAPOLIS,  MINNESOTA 

In  discitssing  the  gastro-intestinal  tract  in  tu¬ 
berculosis  we  may  treat  it  under  three  separate 
headings : 

Eirst,  Conditions  which  have  no  special  re¬ 
lationship  to  tuberculosis,  but  may  be  present  in 
any  group  of  individuals,  as,  for  instance,  mouth 
infection,  gastric  ulcer,  chronic  appendicitis, 
chronic  cholecystitis,  hemorrhoids,  fistula  in  ano, 
etc. 

Second,  Eunctional  disturbances  which  are 
commonly  or  frequently  associated  with  tuber¬ 
culosis,  but  may  be  found  in  any  type  of  chronic 
infection,  as  functional  gastric  disturbance,  irri¬ 
tated  colon,  nostalgia,  and  nausea. 

Third,  Complications  due  to  a  direct  infection 

’Presented  before  the  Hennepin  County  Medical  Society, 
Minneapolis,  Minnesota,  October  3,  1923. 


by  the  tubercle  bacillus  itself,  as  tuberculous 
peritonitis  and  tuberculous  enteritis. 

The  first  group  needs  no  special  discussion 
as  it  is  apparent  that  other  pathology  will  have 
a  marked  influence  on  the  treatment  of  the  pa¬ 
tients.  I  wish  simply  to  emphasize  the  necessity 
for  not  overlooking  contributory  patholog}'. 

The  second  group  embraces  the  functional 
gastric  disturbances,  by  which  I  mean  heart  burn, 
nausea,  nostalgia,  morning  vomiting,  and  bowel 
irregularities,  all  of  which  have  a  very  marked 
influence  on  the  patient’s  progress  and  are  based 
on  motor  or  secretory  disturbances  which  may 
be  of  various  sources ; 

1.  Psychic  in  origin,  due  to  the  patient’s 
surroundings,  worry  over  domestic,  financial,  or 
other  affairs,  unattractive  food,  not  the  proper 
kind  of  food  or  the  proper  amount. 

2.  Reflex  abdominal  disturbances  through  the 
nervous  system  which  are  so  fully  discussed  by 
Pottenger. 

3.  Toxic,  the  group  of  symptoms  emphasized 
by  Billings,  Miller,  and  others,  associated  with 


148 


THE  JOURNAL-LANCET 


focal  infections  in  the  non-tuberculoiis.  These 
same  symptoms  are  characteristic  of  early  tuber¬ 
culosis.  In  addition,  unquestionably,  the  swal¬ 
lowing  of  large  amounts  of  sputum,  particularly 
during  the  night,  may  be  an  additional  factor  in 
the  production  of  marked  motor  and  secretory 
disturbances.  Any  of  these  symptoms,  particu¬ 
larly  if  coming  on  late  in  the  disease,  may  be 
associated  with  tuberculosis  of  the  intestines  or 
peritoneum. 

3.  The  direct  invasion  of  the  gastro-intestinal 
tract  by  tuberculosis.  That  this  is  a  much  more 
frequent  occurrence  than  was  formerly  supposed 
has  been  abundantly  shown  by  the  work  of  such 
men  as  Brown,  Archibald,  Carmen,  Stewart,  and 
others.  I  would  like  to  call  attention  to  a  paper 
by  Dr.  Willis  S.  Lemon,  of  Rochester,  Minn.,  in 
which  he  reviews  this  subject,  and  in  addition  to 
this  a  paper  by  DJ  A.  Stewart,  of  Manitoba, 
Canada.  I  cannot  do  more  than  briefly  sum¬ 
marize  the  present  views  in  regard  to  intestinal 
tuberculosis : 

First,  the  diagnosis :  Intestinal  tuberculosis 
in  adults  is  practically  always  found  in  cases  with 
pulmonary  tuberculosis,  although  it  may  rarely 
appear  as  a  result  of  peritoneal  tuberculosis  or 
tuberculosis  elsewhere  in  the  body.  The  fre¬ 
quency  of  its  presence  in  pulmonary  tuberculosis 
depends  on  the  degree  of  involvement  of  the 
lungs.  Intestinal  ulceration  has  been  found  in 
different  series  of  post-mortem  examinations  in 
from  75  to  90  per  cent  of  those  dying  of  pul¬ 
monary  tuberculosis.  Opie  found  in  25  per  cent 
of  all  autopsies  on  British  soldiers  the  nodes 
of  healed  ulcers  of  the  bowel,  which  he  assumed 
were  due  to  primary  intestinal  tuberculosis  in 
childhood.  Brown  found  about  4  per  cent  posi¬ 
tive  intestinal  tuberculosis  and  2  per  cent  suspi¬ 
cious  in  his  series.  Stewart,  dealing  with  a  much 
more  advanced  group  of  cases,  diagnosed  18  per 
cent  having  definite  intestinal  tuberculosis ;  37 
per  cent  suspected.  He  feels  that  he  was  entirely 
too  conservative  in  the  positive  diagnosis  and  that 
probably  most  of  these  suspected  cases  really 
had  definite  intestinal  involvement.  The  opinion 
seems  to  be  according  to  Brown,  that  intestinal 
tuberculosis  should  be  suspected  in  all  cases  of 
pulmonary  tuberculosis,  showing  extreme  nerv¬ 
ousness,  constipation,  slight  dyspepsia,  feeling  of 
discomfort  after  meals,  failure  to  gain  weight 
under  suitable  conditions,  generally  not  doing 
well  for  which  no  special  reason  can  be  found. 
He  considers  severe  pain  or  diarrhea  to  be  early 
symptoms. 

Archibald  thinks  that  any  derangement  of 


digestion  or  of  appetite,  especially  in  one  who 
has  pulmonary  disease,  and  any  pain  should  al¬ 
ways  be  looked  on  as  possibly  due  to  tuberculosis 
of  the  bowels. 

Dr.  Stewart  feels  that  disturbance  of  appetite 
is  one  of  the  early  symptoms  and  in  all  cases 
where  there  is  marked  mental  depression,  which 
is  such  a  common  symptom  in  intestinal  con¬ 
ditions. 

Archibald  also  considers  that,  if  patients  com¬ 
plain  of  pain  in  the  middle  or  lower  abdomen 
coming  at  regular  intervals  during  the  day,  but 
chiefly  from  the  late  forenoon  or  afternoon  on, 
transient,  often  crampy  or  stabbing,  suggesting 
gas  pains,  aggravated  by  food  and  relieved  by 
fasting,  felt  only  during  part  of  the  day,  but 
persisting  from  day  tol  day,  then  one  must  be 
very  suspicious  of  tuberculosis.  When,  in  addi¬ 
tion,  the  patient  complains  of  loss  of  appetite, 
or  real  distaste  for  food;  when  he  has  nausea 
at  times ;  when  he  gives  up  one  article  of  food 
after  another;  when  he  develops  a  slight  fever 
which  is  not  attributable  to  his  lung  condition, 
and  if  this  persists  over  three  or  four  weeks, 
then  one  may  be  almost  sure  of  the  diagnosis. 
In  other  words,  we  must  no  longer  wait  for  the 
classic  symptoms  of  anorexia,  nausea,  tenderness 
and  pain,  diarrhea  and  emaciation,  for  suspecting 
this  condition.  Any  part  of  the  intestinal  tract, 
from  the  stomach  down,  may  be  affected,  the 
order  of  frequency  being  the  ileocecal  region, 
the  ascending  colon,  the  jejunum,  the  descending 
colon,  the  sigmoid,  and  the  rectum. 

Carmen  found  50  per  cent  of  the  cases  had 
slight  diarrhea,  alternate  diarrhea  and  constipa¬ 
tion,  or  continuous  diarrhea  with  vomiting  and 
lancinating  pains,  flatulence,  tenderness,  and 
rapid  emaciation.  He  considers  constipation  as 
characteristic  of  small  bowel  involvement ;  dia¬ 
rrhea  as  characteristic  of  large  bowel  involve¬ 
ment.  It  has  now  been  definitely  shown  that  the 
finding  of  tubercle  bacilli  in  the  stools  in  cases 
of  open  tuberculosis  is  of  practically  no  value 
in  the  diagnosis  of  intestinal  tuberculosis ;  for 
example,  Phillip  and  Porter  found  in  91  patients 
who  had  bacilli  in  the  sputum  only  one  who  did 
not  have  bacilli  also  in  the  stools. 

In  the  cases  with  healed  pulmonary  lesions  or 
without  pulmonary  lesions,  the  finding  of  tu¬ 
bercle  bacilli  is  of  great  value  in  the  diagnosis. 

The  next  important  factor  in  the  diagnosis  of 
tuberculosis  of  the  intestine  to  the  careful  history 
is  the  ;r-ray  examination.  Dr.  Carmen’s  classic 
paper  covers  this  subject  fully.  He  bases  his 
opinion  on  three  different  signs :  filling  defects. 
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spastic  phenomena,  and  obstruction.  I  have  not 
the  time  to  go  further  in  the  discussion  of  Car¬ 
men’s  findings.  They  have  been  confirmed  by 
other  observers.  Stewart  feels  that  Carmen  is 
too  conservative  in  his  conclusions. 

In  summing  up  the  diagnosis  of  intestinal  tu¬ 
berculosis  I  would  like  to  quote  Dr.  Lemon’s 
conclusions.  He  says  the  diagnosis  of  intestinal 
tuberculosis  is  based  on  circumstantial  evidence 
collected  from  the  history,  examination  of  the 
patient,  laboratory  data,  studying  of  material 
collected  m  the  proctoscopic  examination,  exam¬ 
ination  of  the  stools  for  tubercle  bacilli,  especially 
in  cases  of  healed  or  latent  cases  of  pulmonary 
tuberculosis  in  which  the  sputum  is  negative  or 
in  which  there  is  no  pulmonary  disease,  exam¬ 
ination  of  stools  for  evidence  of  ulceration,  as 
in  other  ulcerative  conditions ;  the  very  definite 
and  accurate  observations  of  the  rontgenologist, 
and  such  examinations  should  be  made  in  all 
cases  of  pulmonary  tuberculosis ;  microscopic  ex¬ 
amination  of  tissue  removed  by  the  surgeon  in 
operation  performed  from  choice  when  the  diag¬ 
nosis  is  certain,  or  when  advisable  because  of 
severity  of  symptoms,  or  when  an  opinion  cannot 
be  given  with  certainty ;  appendicitis,  intestinal 
obstruction,  and  carcinoma  are  common  members 
of  the  differential  group  to  which  tuberculosis 
of  the  cecocolon  belongs. 

In,  regard  to  treatment  the  question  of  ab¬ 
dominal  operations  is  dependent  largely  on  the 
severity  of  the  condition  and  on  the  condition 
of  the  patient.  Palliative  measures  should  always 
be  tried  and,  if  operation  is  advisable,  should  be 
done  under  local  anesthesia,  if  possible.  The 
treatment  of  functional  disturbances  depends  en¬ 
tirely  on  the  cause,  and  requires  painstaking  in¬ 
vestigation  into  the  psychology  of  the  patient, 
idiosyncrasy  of  diet,  the  time  and  frequency  of 
feeding,  special  care  in  the  preparation  of  the 
food,  the  question  of  gastric  secretion,  motility 
of  the  gastro-intestinal  tract.  All  these  should 
be  studied.  An  individual  management  should 
be  carried  out  as  far  as  possible.  In  all  cases  not 
showing  a  gain,  the  actual  caloric  intake  should 
be  determined. 

The  most  encouraging  agent  that  we  know  of, 
in  the  opinion  of  Stewart,  Dr.  R.  O.  Brown, 
and  others,  is  the  Quartz  lamp  which,  they  be¬ 
lieve,  is  of  more  value  than  direct  sunlight  be¬ 
cause  of  the  fact  that  the  dose  can  be  more 
carefully  regulated  and  more  regularly  admin¬ 
istered.  It  is  unquestionably  true,  as  stated  by 
Stewart,  that,  if  the  tuberculous  lesion  in  the 
intestine  could  be  recognized  early  and  properly 


treated,  prognosis  in  tuberculosis  would  be  mark¬ 
edly  improved. 

In  addition  to  heliotherapy,  surgical  treatment 
has  shown  encouraging  results  in  two  different 
types  of  cases.  First,  the  hyperplastic  form  in 
which  we  have  a  quiescent  lung  lesion  and  partial 
or  complete  obstruction  due  to  scars  or  the 
formation  of  tuberculous  masses  in  the  bowel. 
These  cases  are  surgically  imperative  and  show 
splendid  results.  The  second  group  are  the 
ulcerative  type  on  which  such  operations  as  ex¬ 
cision,  exclusion,  and  colostomy  have  been  done. 
A  remarkable  improvement  has  been  observed 
in  cases  which  were  apparently  hopeless  before 
operation.  The  prognosis  in  this  type  of  case 
depends  almost  entirely  on  the  condition  of  the 
lungs  and  also  whether  or  not  there  is  much 
involvement  of  the  small  bowel,  which  is  con¬ 
sidered  a  distinct  contra-indication. 

A  rather  discouraging  point  of  view  has  been 
given  to  the  question  of  early  clinical  diagnosis 
of  intestinal  tuberculosis  in  the  recent  article 
by  H.  Schwatt,  in  collaboration  with  M.  M. 
Steinbach,  who  reviewed  199  consecutive  autop¬ 
sies  and  studied  the  clinical  course  in  these  cases 
from  the  tuberculosis  division  of  Montefiore 
Hospital.  A  part  of  the  summary  follows : 

Tuberculous  ulceration  of  the  intestines  occurs 
in  from  60  to  90  per  cent  of  cases  of  lethal  phthisis. 

In  over  75  per  cent  more  than  one  subdivision  of 
the  tract  and  in  80  per  cent*  the  small  and  the  large 
intestine  were  found  to  be  involved. 

Completely  healing  intestinal  ulcers  were  rarely 
found  at  autopsy.  Scars  suggesting  healed  ulcers, 
with  active  lesions  in  the  same  or  other  portions  of 
the  tract,  were  more  frequent.  A  tendency  to  heal¬ 
ing  in  advanced  and  widespread  disease  was  quite 
common. 

In  spite  of  the  large  number  of  advanced  ulcers 
found  in  most  cases  perforation  of  the  serosa  was 
infrequent. 

In  the  majority  of  cases  the  intestinal  disease 
ran  a  completely  latent  course,  irrespective  of  the 
extent  or  severity  of  the  ulceration. 

The  presence  of  the  complications  cannot  there¬ 
fore  be  excluded  because  of  the  absence  of  symp¬ 
toms. 

There  is  no  symptom  or  group  of  symptoms 
pathognomonic  of  tuberculous  enteritis. 

In  a  certain  proportion  of  cases  the  intestinal 
complication  is  associated  with  diarrhea  or  diarrhea 
alternating  with  constipation,  colicky  pain,  tender¬ 
ness  to  palpation  of  the  abdomen,  blood  in  the 
stools,  and  the  signs  of  enteroperitonitis. 

Diarrhea  is  not  necessarily  a  symptom  of  advanced 
disease  of  the  intestine.  It  occurs  in  cases  with  few 
and  early  lesions  localized  to  a  small  area. 

Severe,  persistent,  and  uncontrollable  diarrhea  oc¬ 
curring  in  the  course  of  advanced  phthisis,  prac¬ 
tically  always  indicates  the  presence  of  intestinal 
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ulceration.  The  more  of  the  above  symptoms  that 
are  associated  the  more  probable  this  complication. 

None  of  the  symptoms,  occurring  either  singly 
or  in  combination,  has  any  value  whatever  in  defin¬ 
itely  indicating  which  region  or  regions  of  the  in¬ 
testinal  tract  arc  involved.  In  the  majority  of  cases 
disease  of  the  small  and  large  intestines  must  be  as¬ 
sumed. 

The  cause  of  diarrhea  and  colicky  pain  and  other 
symptoms  in  some  cases  and  of  their  absence  in 
other  cases  presenting  a  similar  pathological  picture 
is  not  definitely  known.  It  appears  that  the  loca¬ 
tion  and  depth  of  the  lesions  have  little  to  do  with 
the  symptomatology.  It  is  probable  that  toxemia, 
amyloidosis  and  catarrhal  conditions  of  the  mucous 
membrane  play  an  important  role. 

The  value  of  the  Rontgent  ray  in  the  diagnosis  of 
tuberculous  ulceration  of  the  intestine  and  par¬ 
ticularly  of  early  lesions  and  in  disease  of  the  small 
intestine  still  remains  to  be  determined. 

Operative  interference,  especially  in  advanced  pul¬ 
monary  tuberculosis,  does  not  appear  to  be  justi¬ 
fiable. 

There  is  no  scientific  clinical  and  experimental 
evidence  to  show  that  ultraviolet  rays  have  any  pal¬ 
liative  or  curative  effect  on  intestinal  ulceration. 

Calcium  chloride  appears  to  have  some  value  as 
a  palliative  measure  in  some  cases. 

The  prognosis  of  tuberculous  ulceration  of  the 
intestine  in  advanced  phthisis  is  invariably  bad,  and 
the  onset  of  this  complication  ushers  in  the  termina¬ 
tion  of  the  case  within  from  three  to  six  months. 

In  analyzing-  this  article,  however,  one  must 
realize  that  this  was  a  study  of  a  post-mortem 
series  of  cases,  and  it  leaves  one  in  some  doubt 
as  to  whether  the  cases  were  studied  clinically 
ante-mortem  with  the  question  of  intestinal  tuber¬ 
culosis  constantly  in  mind  and  an  exhaustive 
effort  made  in  each  individual  case  to  discover 
intestinal  tuberculosis,  or  whether  it  w^as  a  review 
of  clinical  findings  in  a  group  of  cases  of  pul¬ 
monary  tuberculosis,  without  this  particular  point 
in  view.  It  shows,  at  any  rate,  that  we  are  far 
from  agreement  on  the  question  of  diagnosis  and 
treatment.  If  50  per  cent  of  all  cases  are  ab¬ 
solutely  silent  clinically  throughout  their  entire 
course  it  means  that  we  must  rely  on  the  per¬ 
fection  of  our  routine  investigation  to  increase 
our  diagnostic  average.  Therefore,  the  necessity 
for  an  intensive  gastro-intestinal  routine  in  all 
cases  of  pulmonary  tuberculosis. 

Briefly,  the  situation  at  Parkview  Hospital  is 
as  follows : 

The  staff  has  recently  been  changed,  and  we 
have  not  had  as  yet  the  ecpiipment  to  do  the 
thorough  work  which  we  are  planning  to  do. 
Parkview  has  been  running  at  full  capacitv, 
which  is  about  120  beds. 

In  analyzing  the  cases  superficially  from  the 
gastro-intestinal  standpoint  there  were  twenty- 


one  who  have  a  history  of  some  form  of  gastro¬ 
intestinal  trouble.  These  symptoms  might  be 
classified  under  the  headings  of  loss  of  appetite, 
poor  digestion,  sour  stomach,  nausea,  vomiting, 
constipation,  diarrhea,  with  or  without  blood,  ab¬ 
dominal  pain  and  associated,  to  some  degree  at 
least,  with  taking  of  meals.  Of  these  twenty-one 
cases  two  had  tuberculosis  peritonitis,  which  in 
one  was  verified  by  operation.  Nine  had  a  history 
which  was  long  enough  continued  and  the  sever¬ 
ity  of  symptoms  sufficient  to  make  a  fairly  defi¬ 
nite  clinical  diagnosis  of  tuberculous  enteritis. 
In  these  symptoms,  I  include  nausea  and  vomit¬ 
ing  associated  with  either  severe  and  more  or 
less  continuous  constipation  and  diarrhea  and 
some  form  of  abdominal  pain  which  was  over 
a  long  enough  period  to  suggest  an  organic 
lesion.  Of  these  cases  five  showed  constipation 
and  four  diarrhea.  In  addition  to  this  there 
were  three  cases  which  were  suspicious  of  some 
organic  gastro-intestinal  lesion. 

These  figures  check  up  rather  closely  with 
the  reports  of  other  men  in  institutions  where 
they  take  cases  of  a  similar  degree  of  involve¬ 
ment,  and  indicate  the  necessity  of  thorough 
gastro-enterological  study  in  all  cases  of  tuber¬ 
culosis,  whether  they  have  gastro-intestinal  symp¬ 
toms  or  not. 

In  conclusion,  a  review  of  the  literature  im¬ 
presses  one  that  tuberculosis  of  the  intestine  is 
recognized  clinically  in  a  small  percentage  of 
cases,  that,  where  present,  it  is  the  most  im¬ 
portant  factor  in  the  prognosis,  therefore  its 
recognition  at  the  earliest  possible  moment  is 
imperative.  This  can  be  done  only  by  the  most 
intensive  study  of  each  individual  case  with  this 
condition  constantly  in  mind. 
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X-RAY  FINDINGS  IN  TUBERCULOUS 
CHILDREN 
By  R.  W.  Morse,  M.D. 

Consulting  Roentgenologist  Lymanhurst  School  and  Park¬ 
view  Sanatorium 

MINNEAPOLIS,  MINNESOTA 

Pulmonary  tuberculosis  in  children  is  of  two 
types : 
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1.  The  adult  type  of  tuberculosis,  which  is 
so  called  because  it  is  rarely  seen  before  the 
age  of  puberty.  This  is  generally  considered 
the  second  tuberculous  infection. 

2.  The  primary  infection.  This  includes  the 
primary  pulmonary  focus  and  the  secondary  in¬ 
volvement  of  the  intrapulmonary  lymph  nodes  and 
the  lymph  glands  at  the  roots  of  the  lungs.  This 
type  of  infection  occurs  before  the  age  of  puberty 
in  approximately  90  per  cent  of  the  urban  popu¬ 
lation.  It  is  this  type  of  pulmonary  tuberculosis 
which  forms  the  most  difficult  problem  of  child¬ 
hood  tuberculosis.  Whatever  aid  the  .v-ray 
examination  gives  to  the  study  of  this  problem 
is  only  a  small  part  of  the  work  necessary  in 
establishing  the  true  relation  of  the  infection  to 
the  illness  of  children. 

First  let  us  consider  the  primary  pulmonary 
focus.  If  there  is  a  massive  infection  resulting 
in  a  lobular  or  lobar  tuberculous  pneumonia,  its 
demonstration  by  .r-ray  examination  is  easy.  I 
say  this  with  one  qualification.  X-ray  plates  of 
the  chest  must  always  be  absolutely  free  from 
movement.  The  securing  of  such  plates,  particu¬ 
larly  in  young  children,  is  often  a  difficult  task. 

The  great  majority  of  cases,  however,  have 
only  a  slight  infection,  which  is  not  accompanied 
by  symptoms  or  the  symptoms  are  not  noticed. 
We  do  not  have  the  opportunity  to  study  these 
cases  during  the  period  of  latency  before  symp¬ 
toms  develop. 

These  smaller  primary  foci  have  apparently  a 
great  tendency  to  rapid  healing.  The  usual  end- 
result  is  calcification  of  the  involved  area.  There 
may,  however,  be  a  complete  disappearance  of 
the  lesion,  or  the  residual  changes  will  be  so 
slight  that  they  cannot  be  identified  on  the  .r-ray 
plate. 

From  the  primary  focus  the  infection  almost 
invariably  passes  by  way  of  the  lymphatics  to 
the  hilus  glands.  There  results  an  enlargement 
of  these  glands,  the  degree  of  enlargement  de¬ 
pending  upon  the  severity  of  the  infection  and 
the  resistance  of  the  host.  Massive  enlargement 
of  the  hilus  glands  is  usually  seen  only  in  the 
younger  children. 

It  is  at  this  stage  of  the  disease  that  symptoms 
usually  develop.  But  even  so,  in  the  great  ma¬ 
jority  of  cases  there  is  a  tendency  to  rapid  heal¬ 
ing.  This  is  shown  by  the  fact  that  almost  all 
individuals  by  the  time  they  have  reached  adult 
life  have  a  tuberculous  infection  of  the  hilus 
glands  secondary  to  a  primary  pulmonary  focus. 
Yet  how  few  have  a  serious  illness  during  child¬ 
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hood  which  can  be  ascribed  to  this  tuberculous 
infection. 

Two  questions  naturally  present  themselves  ; 

1.  With  what  degree  of  surety  can  we  state 
from  the  .r-ray  examination  of  the  chest  that 
there  has  been  infection  with  the  tubercle  bacil¬ 
lus  ? 

The  presence  of  a  calcified  primary  focus  is 
conclusive  proof. 

In  children  the  presence  of  calcium  in  the  intra¬ 
pulmonary  lymph  nodes  and  hilus  glands  is  very 
suggestive  evidence  of  a  tuberculous  infection. 

The  presence  of  non-calcified  area  of  pulmon¬ 
ary  infiltration  is  not  pathognomonic  of  tuber¬ 
culosis  unless  there  is  a  massive  enlargement 
of  the  hilus  glands. 

A  massive  enlargement  of  the  hilus  glands 
which  gives  a  dense  homogeneous  shadow  is 
highly  suggestive  of  a  tuberculous  involvement 
which  has  undergone  caseation.  These  changes 
are  usually  accompanied  by  a  demonstrable  pul¬ 
monary  focus. 

A  slight  enlargement  of  the  hilus  glands  with¬ 
out  calcification  may  be  secondary  to  any  type 
of  pulmonary  or  bronchial  infection. 

2.  Can  one  from  the  changes  visualized  on 
the  jT-ray  plate  deduce  with  any  surety  that  the 
changes  are  productive  of  symptoms  ? 

A  definite,  non-calcified  pulmonary  infiltration 
should  always  be  considered  as  capable  of  pro¬ 
ducing  symptoms. 

A  massive  enlargement  of  the  hilus  glands 
without  marked  calcification  should  also  be  con¬ 
sidered  the  site  of  an  active  infection. 

Cases  showing  these  changes  are,  however, 
only  a  small  minority.  The  great  majority  of 
cases  show  a  calcified  primary  focus,  or  a  slight 
enlargement  of  the  hilus  glands  with  a  slight 
or  moderate  deposit  of  calcium.  In  these  cases, 
although  we  have  the  evidence  of  a  tuberculous 
infection,  the  x-ray  examination  is  unable  to  give 
any  evidence  as  to  its  clinical  importance. 

THE  HEART  AND  TUBERCULOSIS 
By  Thomas  Ziskin,  M.D. 

Cardiologist,  Parkview  Sanatorium,  and  Lymanhurst  School 
MINNEAPOLIS,  MINNESOTA 

The  relationship  between  heart  disease  and 
tuberculosis  has  been  a  subject  of  great  interest 
for  many  years.  As  far  back  as  1844  Rokitansky 
made  the  assertion  that  diseases  of  the  heart 
and  blood  vessels  which  produced  a  passive  con¬ 
gestion  of  the  lungs  were  a  preventive  of  tuber¬ 
culosis.  Since  then  this  fact  has  been  confirmed 
by  various  authors. 
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Norris  collected  from  the  literature  records 
covering  8,154  autopsies  on  tuberculous  subjects 
where  only  293,  or  3.5  per  cent,  showed  signs  of 
valvular  heart  disease.  Brown  collected  hgures 
of  7,115  autopsies  with  hut  0.9  per  cent  of  val¬ 
vular  heart  disease. 

Mitral  stenosis  is  less  frequently  associated 
with  phthisis  than  other  valvular  lesions.  This 
is  probably  due  to  the  fact  that  in  mitral  stenosis 
there  is  a  direct  mechanical  impediment  to  the 
pulmonary  circulation.  It  has  been  observed, 
however,  that  pulmonary  stenosis  and  other  forms 
of  congenital  heart  disease  which  produce  a  rela¬ 
tive  anemia  of  the  lungs  do  predispose  to  tuber¬ 
culosis. 

Norris  tabulated  449  cases  of  pulmonary  steno¬ 
sis  from  the  literature  and  found  that  150,  or 
33  per  cent,  were  associated  with  tuberculosis. 

Bier’s  method  of  treatment  of  tuberculosis  in 
other  parts  of  the  body  by  hyperemia  was  based 
on  the  fact  that  in  pulmonary  stenosis  where  there 
is  an  anemia  of  the  lungs,  tuberculosis  was  fre¬ 
quently  found,  while  in  other  valvular  diseases 
of  the  heart  where  there  was  a  hyperemia,  tuber¬ 
culosis  was  rarely  found. 

Various  theories  have  been  advanced  as  to  the 
cause  of  this  relationship  between  heart  disease 
and  phthisis.  One  theory  is  that  the  venous 
congestion  in  the  lungs  affords  a  greater  oxygen 
supply  in  the  venous  blood,  and  in  this  way  pre¬ 
vents  the  development  of  tuberculosis.  Another 
is  that  congestion  of  the  lungs  produces  an  in¬ 
creased  dilatation  and  tortuosity  of  the  capillaries 
causing  them  to  project  into  the  alveoli.  This 
in  turn  brings  about  an  increased  transudation 
of  serum,  and  this  is  followed  by  a  slight  cell 
proliferation  with  hypertrophy  of  the  fibrous  and 
muscular  tissues  of  the  alveoli. 

Hess  and  others  have  made  the  assertion  that 
the  resistance  of  the  lung  is  proportional  to  the 
amount  of  fibrous  tissue  present.  Perhaps  that 
is  why  tuberculosis  also  is  rarely  associated  with 
pulmonary  emphysema  and  bronchial  asthma. 

Levinson  and  Peterson  have  recently  performed 
a  series  of  experiments  for  the  purpose  of  acer- 
taining  the  effect  of  passive  congestion  of  the  liver 
on  tubercle  formation.  They  injected  into  the  ear 
vein  of  rabbits  0.5  c.c.  of  liquid  petrolatum  twice 
a  week  for  a  period  of  one  month,  thereby  pro¬ 
ducing  a  passive  congestion  in  the  lungs  and 
the  abdominal  viscera.  They  divided  the  rabbits 
into  three  groups.  One  group  was  inoculated 
with  tubercle  bacilli  before  receiving  the  oil  in¬ 
jection;  a  second  group  received  the  oil  injection 
before  and  after  inoculation ;  and  a  third  group 


was  used  as  a  control  receiving  no  oil  but  merely 
an  inoculation  with  the  same  dose  of  tubercle 
bacilli  as  the  other  two  groups.  Their  results 
showed  no  striking  differences  between  the 
treated  and  control  animals  as  to  the  quantitative 
distribution  or  size  of  tubercles  in  the  liver. 
There  was  a  greater  deposit  of  fibrous  tissue 
around  and  within  the  tubercles  in  animals  that 
received  oil  before  and  after  being  injected  with 
tubercle  bacilli,  less  in  the  animals  that  received 
oil  after  the  injection  of  tubercle  bacilli,  and 
least  in  the  control  animals.  Lungs  of  the  rabbits 
receiving  oil  before  the  injection  of  tubercle 
bacilli,  however,  were  relatively  free  from  tuber¬ 
cles  ;  while  the  lungs  of  the  animals  receiving 
oil  after  the  injection  of  the  tubercle  bacilli 
showed  some  tubercles,  and  the  lungs  of  the  con¬ 
trol  animals  showed  the  most  tubercles. 

These  experiments  tend  to  prove  the  assertions 
that  the  congestion  in  the  lungs,  together  with 
the  resulting  increase  of  fibrous  tissue  of  the 
alveoli,  acts  as  a  preventive  of  tuberculosis. 

Tuberculous  endocarditis  and  tuberculous 
myocarditis  are  very  rare,  but  pericarditis,  especi¬ 
ally  the  chronic  form,  is  frequently  due  to  tuber¬ 
culosis. 

While  heart  disease  itself  is  rarely  associated 
with  phthisis,  cardiac  symptoms,  however,  are 
very  common  and  are  perhaps  the  first  to  appear 
in  active  tuberculosis  and  the  last  to  disappear. 

Tuberculosis,  being  an  infectious  disease,  gives 
origin  to  toxins  which  gain  access  to  the  blood 
stream  and  affect  the  body  as  a  whole.  These 
toxins  act  primarily  on  the  nervous  and  endo¬ 
crine  systems  by  stimulating  the  sympathetic 
nerves  and  the  glands  of  internal  secretion,  re¬ 
sulting  in  an  acceleration  of  the  heart  action 
and  a  disturbance  of  the  vasomotor  equilibrium. 
The  continual  action  of  the  toxins  causes  de¬ 
generative  changes  in  the  myocardium  with  a 
gradual  decrease  in  the  reserve  strength.  The 
result  is  that  the  heart  is  less  able  to  cope  with 
the  demands  made  upon  it. 

Changes  in  the  position  of  the  heart  may 
also  interfere  with  its  function.  Pleuroperi¬ 
cardial  adhesions  may  pull  the  heart  over  to  one 
side  or  the  other.  Pathologic  changes  in  the 
lung  tissue  causing  contractions  of  the  lung  may 
result  in  a  shifting  of  the  heart  to  the  space 
formed  as  a  result  of  the  contracted  lung. 

Prom  the  presentation  of  these  few  factors, 
which  tend  to  affect  the  efficiency  of  the  cicula- 
tory  system,  it  is  obvious  that  the  problem  of 
the  heart  in  tuberculosis  is  not  so  much  a  prob¬ 
lem  of  tbe  heart,  but  of  the  disease  itself. 
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SURGERY  OF  THE  TUBERCULOUS  , 
PATIENT  t/ 

By  S.  R.  Maxeiner,  M.D. 

Associate  Surgeon,  Parkview  Sanatorium 
MINNEAPOLIS,  MINNESOTA 
Not  infrequently  one  is  called  upon  to  per¬ 
form  surgical  operations  upon  a  tuberculous  pa¬ 
tient.  Many  of  these  patients  are  poor  surgical 
risks  and  have  already  suffered  from  long  ill¬ 
nesses.  Some  of  these  cases  present  difficult  prob¬ 
lems  in  the  way  of  management.  I  have  chosen 
to  report  three  such  cases  successfully  handled 
and  to  draw  particular  attention  to  three  points 
in  their  treatment. 

Case  1. — J.  A.  B.,  male,  aged  27,  married. 

Family  history,  negative;  previous  illness,  nega¬ 
tive.  In  1918  the  patient  first  noticed  a  swelling  of 
the  left  epididymis  and  later  of  the  right,  which 
broke  down  and  discharged  pus.  In  April,  1923,  his 
condition  was  diagnosed  bi-lateral  tuberculous  epi¬ 
didymitis.  Under  local  anesthesia  left  epididymec- 
tomy  was  done,  together  with  resection  of  the  left 
testicle.  Free  pus  was  encountered,  but  the  wound 
was  closed  without  drainage  and  healed  primarily. 
Two  months  later  the  other  side  was  similarly 
operated  on.  The  patient  has  gained  fifteen  pounds 
in  weight  and  is  much  improved  in  general  health. 

Case  2. — A.  N.,  aged  24,  single.  Family  history, 
negative;  previous  history,  negative.  For  five  years 
he  complained  of  a  gradually  increasing  swelling  of 
the  glands  of  both  sides  of  the  neck.  Both  sides 
were  operated  on  in  1921.  In  May,  1922,  the  patient 
complained  of  a  recurrent  swelling  of  the  glands 
on  the  right  side. 

Diagnosis:  Tuberculous  glands  of  the  neck,  right, 
recurrent. 

Under  local  anesthesia  both  anterior  and  posterior 
triangles  were  re-operated  on.  Caseating  glands 
and  tuberculous  pus  were  encountered,  but  the 
wound  was  iodized,  closed  without  drainage,  and 
healed  primarily.  Under  careful  post-operative 
management,  including  heliotherapy,  this  patient 
has  greatly  improved  in  health. 

Cage  3. — S.  D.,  aged  28,  male,  single.  Family 
history,  negative. 

Patient  had  pneumonia  and  was  gassed  in  France. 
He  came  under  my  care  after  twenty-two  months  of 
treatment  for  active  pulmonary  tuberculosis,  having 
had  artificial  pneumothorax  induced  about  seventy- 
five  times.  He  had  recently  become  acutely  ill  and 
developed  a  pyopneumothorax  on  the  treated  side. 
Examination  of  the  aspirated  fluid  showed  pus, 
streptococci,  staphylococci,  and  tubercle  bacilli.  In¬ 


tercostally  closed  drainage  with  negative  pressure 
was  introduced,  and  the  pleural  cavity  was  irrigated 
every  two  hours  with  Dakin’s  solution.  The  pus 
and  pyogenic  organisms  promptly  disappeared  from 
the  secretions,  and  twenty-three  days  later  the  tube 
was  removed.  The  patient  has  remained  afebrile; 
there  is  no  persistent  sinus;  and  he  is  gaining  in 
weight.  I  wish  to  call  attention  particularly  to  three 
points  of  technic  employed  in  the  management  of 
these  cases. 

1.  Local  anesthesia  was  employed  in  all  three 
cases,  and  I  believe  it  is  especially  applicable  to 
surgery  in  the  tuberculous  patient. 

2.  Primary  closure  of  tuberculous  wounds,  even 
in  the  presence  of  tuberculofis  pus,  was  employed 
with  primary  healing  in  every  instance. 

3.  Intercostal  drainage  with  negative  pressure 
and  Dakin’s  irrigations  rendered  sterile  the  secre¬ 
tions  of  this  tuberculous,  pyopneumothorax,  so  that 
rib  resection  was  not  necessary,  and  a  resultant 
long  standing  or  even  permanent  pleural  fistula  was 
avoided. 


SURGERY  IN  TUBERCULOUS  PERI¬ 
TONITIS 


By  Richard  R.  Cranmer,  M.D. 

Associate  Surgeon,  Parkview  Sanatorium 


MINNEAPOLIS,  MINNESOTA 


Tuberculous  peritonitis  may  be  primary  or 
secondary ;  it  may  be  mild  or  severe ;  and  it  may 
also  vary  as  to  type.  All  these  variations  in¬ 
fluence  the  treatment ;  for  example,  surgical  in¬ 
terference  is  obviously  contra-indicated  if  there 
is  a  very  active  process  elsewhere  in  the  body,  or 
if  the  patient  is  so  impoverished  physically  as 
to  render  an  operation  dangerous.  And,  again, 
the  various  types  of  tuberculous  peritonitis  re¬ 
spond  differently  to  surgical  treatment. 

In  reviewing  the  literature  on  this,  subject,  one 
finds  that  the  question  of  operation  has  been 
much  debated,  but  that,  in  suitable  cases,  great 
benefit  has'  resulted  from  operation. 

It  may  be  stated  as  generally  agreed  (1)  that 
operation  is  contra-indicated  in  generalized  or 
wide  spread  tuberculosis,  therefore  in  infants 
under  twelve  months  of  age  and  in  patients 
with  signs  of  extremely  active  pulmonary  tu¬ 
berculosis;  (2)  that  it  is  unnecessary  in  the 
plastic  type  unless  there  is  evidence  of  intestinal 
obstruction;  (3)  that  it  is  necessary  in  abscess 
formation  and  in  intestinal  obstruction. 


From  the  point  of  view  of  surgical  interference 
in  this  disease,  the  following  classification  of  the 
principal  types  of  the  affection  is  important. 

1.  The  serous  type. — Here  the  inflamed  peri¬ 
toneal  sac  and  its  contents  are  studded  with 
grey  granulations.  The  fluid  is  straw  colored  and 
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usually  clear.  The  fluid  may  be  encysted  or 
general. 

2.  The  plastic  type. — This  is  the  rarest,  but 
a  favorable  variety.  Caseation  is  absent,  and  the 
fluid  present  is  scanty.  The  omentum  and 
mesentery  are  densely  infiltrated.  Saculations 
are  numerous,  due  to  bands  of  fibrous  tissue 
which  run  in  all  directions  binding  loops  of 
bowel  and  other  viscera  to  each  other  and  to 
the  abdominal  wall. 

3.  The  caseating  or  pupdent  type. — This  is 
similar  to  the  plastic  type  with  the  exception  that 
here  pus  is  found  encysted  and  in  many  collec¬ 
tions.  Caseation  is  present  at  times  in  the  dry 
stage. 

It  is  most  important  that  operation  be  under¬ 
taken  before  the  vitality  of  the  patient  has  been 
much  diminished  by  general  failure  of  nutrition 
or  tuberculous  involvement  elsewhere  in  the 
body,  in  order  that  the  effect  of  the  operation 
itself  may  be  quickly  recovered  from.  For  the 
advanced  stages  the  shock  alone  of  the  operation 
may  be  sufficient  to  bring  about  a  fatal  result 
or,  at  least,  to  hasten  the  end. 

Sir  Watson  Cheyne’s  advice  on  this  point  is 
that  in  practically  all  cases  where  improvement 
does  not  follow  under  medical  treatment  after 
a  reasonable  time,  say  in  from  four  to  six 
weeks,  the  abdomen  should  be  opened,  whether 
there  be  serous  fluid  present  or  not.  The  oper¬ 
ation  may  do  good  in  cases  where  it  is  least 
expected  to  do  so,  and  it  is  seldom  that  it  can 
do  any  real  harm. 

The  most  favorable  cases  are  those  belonging 
to  the  serous  type  where  there  is  free  fluid  and 
few  adhesions. 

The  plastic  type  is  also  favorable  for  oper¬ 
ation,  but  the  caseating  and  purulent  types  are 
distinctly  unfavorable.  Here  the  operation  may 
do  harm,  for  adhesions  are  numerous  and  the 
bowel  wall  much  thinned.  The  result  of  manip¬ 
ulation  is,  frequently,  the  production  of  one  or 
more  fecal  fistulse,  with  perhaps  the  setting 
up  of  acute  suppuration.  However,  some  cases 
of  this  type  of  the  disease  have  been  benefited 
by  surgery. 

OPERATION 

In  opening  the  abdomen  it  is  best  to  make  the 
incision  below  the  umbilicus  through  the  right 
rectus  sheath  and  near  the  median  line,  displac¬ 
ing  the  right  rectus  muscle  outwards.  Through 
this  incision'  the  appendix,  cecum.  Fallopian 
tubes,  small  bowel,  and  mesenteric  glands  can  be 
explored  and  dealt  with  and  the  wound  closed 
without  the  possibility  of  a  post-operative  hernia. 


The  fluid  should  be  removed  by  an  ejector. 
Where  the  fluid  is  loculated  by  adhesions  the 
separate  loculi  may  be  made  to  communicate  by 
gently  breaking  through  such  of  the  adhesions 
as  may  be  necessary.  No  extensive  disturbance 
of  the  adhesions  beyond  this  is  advisable.  The 
exposure  to  sunlight  and  air  is  the  essential  thing, 
and  some  time  should  be  used  in  allowing  the 
air  and  sunshine  to  come  in  contact  with  as 
much  of  the  peritoneal  surface  as  possible.  In 
some  cases  the  primary  seat  of  infection  is 
obvious,  and  in  these  cases  it  should  be  removed. 
The  primary  seat  is  most  frequently  found  to 
be  in  the  Fallopian  tubes,  appendix,  cecum,  or 
mesenteric  glands.  W.  S.  Lemon,  of  Rochester, 
in  a  recent  publication  states,  however,  that  the 
primary  seat  is  probably  never  in  the  mesenteric 
glands,  but  that  the  mesenteric  gland  enlarge¬ 
ment  is  usually  secondary  to  tuberculous  enter¬ 
ocolitis  with  small  ulceration  of  the  mucosa  near 
the  site  of  the  mesenteric  gland  enlargement. 

When  the  cecum  is  the  primary  site  of  the 
disease  it  should  be  resected,  or,  if  the  condition 
of  the  patient  does  not  warrant  such  a  radical 
procedure,  short-circuiting  should  be  performed, 
the  ileum  being  divided  about  four  inches  from 
the  cecum  and  anastomosed  with  the  sigmoid. 

There  is  usually  no  indication  for  drainage 
except  when  the  condition  is  of  the  purulent 
type,  in  which  event  small  soft  tube-drains  or 
cigarette  drains  may  be  used.  If  the  condition 
is  of  the  plastic  type  great  care  must  be  used 
in  separating  adhesions,  for  the  walls  of  the  in¬ 
testines  are  frequently  thinned  and  softened  by 
the  disease,  and  any  roughness  in  handling  may 
result  in  the  formation  of  fecal  fistulae.  The 
advantage  of  laparotomy  over  simple  tapping  is 
that  a  local  focus  which  may  be  present  and 
which  may  give  rise  to  reinfection  can  be  re¬ 
moved.  (Mayo.) 

Licini  advocates  that  only  the  cases  be  brought 
to  the  surgeon  in  which  no  impression  was  made 
by  medical  treatment  because  undue  persistence 
in  purely  medical  treatment  may  reduce  the  pa¬ 
tient  to  such  state  of  exhaustion  as  to  render 
questionable  the  efficacy  of  surgical  treatment. 

Te’Moin  says  that  when  peritonitis  is  the  first 
manifestation  of  tuberculosis  a  permanent  cure 
can  be  obtained  in  80  per  cent  of  the  cases,  but 
such  results  cannot  naturally  be  expected  when 
it  develops  as  a  complication  of  pulmonary  tu¬ 
berculosis.  Even  then,  however,  laparotomy 
may  cure  the  peritonitis  and  consequently  be  a 
valuable  adjuvant  to  the  medical  treatment. 
This  writer  has  noticed  that  the  best  results  were 
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had  when  there  was  good  sunlight  at  the  time 
of  the  operation  and  now  makes  a  rule  of  oper¬ 
ating  on  such  cases  only  in  bright  sunlight  and 
of  allowing  the  direct  rays  into  the  peritoneal 
cavity.  Some  favorable  reports  have  been  made 
concerning  the  combined  use  of  laparotomy  and 
the  Mercury  Quarts  Vapor  lamp,  which  has 
proven  of  such  valuable  service  in  the  treatment 
of  surgical  tuberculosis  elsewhere,  but  the  re¬ 
ports  are  too  meager,  as  yet,  to  be  conclusive. 

Halstead  states  that  one  can  expect  cures  in 
from  40  to  50  per  cent  of  cases  of  the  serous 
type  and  in  about  25  per  cent  of  the  plastic 
type.  In  good  operative  risks,  where  the  con¬ 
dition  is  purely  of  the  serous  type,  the  lesser  peri¬ 
toneal  cavity  should  be  exposed  to  sunlight,  the 
opening  being  made  through  the  transverse 
mesocolon.  The  opening  should  be  sutured  be¬ 
fore  closing  the  abdomen. 

Local  anesthesia  is  ideal  in  cases  suffering 
from  this  wasting  disease.  They  are  frequently 
approaching  acidosis,  and  the  slightest  shock, 
such  as  might  be  brought  about  by  ether  or 
chloroform  anesthesia,  might  be  the  deciding 
factor  against  a  favorable  outcome.  Not  only 
is  local  anesthesia  less  shock-producing,  but  the 
patient  can  more  quickly  be  put  upon  a  sup¬ 
porting  diet,:  which  is  a  thing  to  be  especially 
desired  in  these  cases.  If  some  general  anes¬ 
thesia  is  necessary  to  supplement  the  local,  the 
analgesic  stage  of  nitrous  oxide  should  be  used, 
as  Crile  advises. 


CONCLUSIONS 

1.  From  40  to  50  per  cent  of  tuberculous 
peritonitis  of  the  serous  type  can  be  cured  by 
laparotomy. 

2.  It  is  not  best  to  wait  too  long  before  sur¬ 
gical  treatment,  for  the  patient  might  develop 
complications  that  would  render  operation  use¬ 
less. 

3.  Great  care  should  be  used  in  separating 
adhesions  in  the  plastic  and  purulent  types  as 
obstinate  fecal  fistulse  might  result. 

4.  The  patient  after  operation  should  be 
given  the  same  general  treatment  as  any  other 
case  of  tuberculosis. 

5.  Local  anesthesia  is  the  anesthesia  of  choice. 

6.  The  primary  site  of  the  process  in  the 
abdomen  should  be  removed  if  the  patient’s 
physical  condition  warrants  it. 

7.  The  ultraviolet  ray  promises  to  be  of  great 
value  in  conjunction  with  laparotomy. 
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TUBERCULOSIS  PERICARDITIS 
By  Leo  G.  Rigler,  M.D. 

Rontgenologist,  Parkview  Sanatorium 


MINNEAPOLIS,  MINNESOTA 

Tuberculous  pericarditis,  as  a  clinical  entity 
in  itself,  is  so  rare  a  condition  that  the  recent 
observation  of  such  a  case  aroused  an  interest 
in  this  disease.  From  the  pathological  stand¬ 
point,  the  following  phases  present  themselves 
for.  consideration :  first,  tuberculosis  of  the  peri¬ 
cardium,  that  is,  the  actual  presence  of  tubercles 
in  or  on  the  pericardial  sac;  second,  tuberculous 
pericarditis,  that  is,  the  inflammatory  reaction 
in  the  pericardium  from  the  tuberculous  toxin; 
third,  pericarditis  in  the  tuberculous,  that  is,  all 
types  of  pericardial  pathology  which  may  occur 
in  a  patient  with  tuberculosis.  The  last  nam.ed 
phase  needs  little  consideration  here  except  to 
point  out  that  most  of  these  cases  would  prove 
to  be  tuberculous  if  careful  pathological  exam¬ 
inations  were  made. 

The  determination  of  the  incidence  of  tuber¬ 
culous  pericarditis  is  rendered  inaccurate  because 
of  the  unreliability  of  ordinary  post-mortem  sta¬ 
tistics.  Grossly,  it  is  often  very  difficult  to 
recognize  tuberculosis  in  the  pericardium;  and 
even  microscopically,  at  times,  tuberculous  lesions 
may  be  overlooked.  Fromberg’-  reports  a  case 
in  which  tubercle  bacilli  were  found  in  the  peri¬ 
cardial  tissues  although  there  was  no  histological 
evidence  of  tuberculosis.  In  addition,  the  ques¬ 
tion  as  to  whether  or  not  pericarditis  of  the 
ordinary  chronic  adhesive  type,  without  histo¬ 
logical  evidence  of  tuberculosis,  may  be  caused 
by  the  toxin  of  the  tubercle  bacillus,  has  never 
been  satisfactorily  answered.  Many  patholo¬ 
gists,  particularly  Wells,^  believe  that  the  tuber¬ 
culosis  toxin  may  produce  an  inflammatory 
pericarditis,  just  as  it  does  a  pleuritis,  and  there 
is  considerable  support  for  the  theory  that  most 
chronic  adhesive  pleuritis  and  pericarditis,  where 
other  sources  of  infection  are  absent,  is  of  tu¬ 
berculous  origin.  (It  is  noteworthy  that  a  much 
higher  percentage  of  tuberculous  pericarditis 
than  is  usually  given,  has  been  found  by  every 
pathologist  who  has  made  a  particular  study  of 
the  problem.) 

The  most  complete  statistics  are  those  of 
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Norris,^  who  found  4  per  cent  of  755  cases  of 
pericarditis,  at  autopsy  on  all  types  of  patients, 
to  be  tuberculous,  all  doubtful  cases  having  been 
omitted.  These  figures  are  very  conservative. 
In  1780  autopsies  on  tuberculous  patients  5  per 
cent  were  found  to  have  definite  tuberculous 
pericarditis.  Breitung,^  in  324  cases  of  peri¬ 
carditis,  shown  at  autopsy,  found  7.5  per  cent 
to  be  secondarily  tuberculous  and  0.5  per  cent 
to  be  primarily  tuberculous.  Hirschfelder'^  re¬ 
ports  that  1  per  cent  of  the  cases  admitted  to  the 
medical  wards  of  the  Johns  Hopkins  Hospital 
had  pericarditis,  and  of  these  10  per  cent  were  tu¬ 
berculous.  This  is,  however,  a  clinical  report.  A 
brief  examination  of  the  autopsy  records  of 
3,000  cases  from  the  files  of  the  Pathological 
Department  of  the  University  of  Minnesota  re¬ 
veals  138  cases  of  definite  pericarditis,  of  which 
12,  or;  8.7  per  cent,  were  tuberculous.  If  the 
cases  are  separated  into  acute  and  chronic  forms 
the  incidence  is  found  to  be  decidedly  different. 
There  were  83  cases  of  acute  pericarditis  of 
which  2,  or  2.4  per  cent,  were  tuberculous. 
There  were  55  cases  of  chronic  pericarditis  of 
which  10,  or  18.2  per  cent,  were  tuberculous. 
Brooks  and  Lippincott®  report  61  cases  of  chronic 
adhesive  pericarditis,  of  which  17,  or  27.8  per 
cent,  were  tuberculous.  Thus  it  is  shown  that, 
conservatively,  from  18  to  27  per  cent  of  all 
cases  of  chronic  pericarditis  are  tuberculous, 
and  that  5  per  cent  of  tuberculous  patients  have 
tuberculous  pericarditis. 

The  pericardium  is  a  frequent  location  for 
tuberculosis  in  the  aged,  and  in  these)  cases  it 
occurs  without  any  other  signs  of  tuberculosis. 
It  may  occur  at  any  age,  though  it  is  uncom¬ 
mon  in  the  first  decade.  The  small  blood  supply 
of  the  pericardium,  no  doubt,  accounts  for  the 
infrequency  with  which  miliary  tubercles  occur 
upon  it,  and  for  the  fact  that  it  is  affected  by 
tuberculosis  less  often  than  the  pleura  or  peri¬ 
toneum.  Primary  tuberculosis  of  the  pericard¬ 
ium  is,  undoubtedly,  very  rare,  if,  indeed,  it 
actually  exists.  Scagliosi^  is  said  to  have  col¬ 
lected  8  cases.  Riesman®  has  reported  an 
authentic  case,  but  it  is  so  uncommon  that  it 
needs  hardly  to  be  considered.  As  a  secondary 
infection  it  may  be  blood  borne  from  tubercu¬ 
losis  in  other  parts  of  the  body;  it  may  be  the 
result  of  direct  extension  from  the  lungs,  pleura, 
or  neighboring  glands ;  or  it  may  be  part  of  a 
general  miliary  tuberculosis.  The  most  frequent 
source  of  infection  of  the  pericardium,  no  doubt, 
is  a  caseating  mediastinal  gland. 

Both  acute  and  chronic  forms  exist,  but  the 


former  are  not  important  clinically,  as  they  are 
overshadowed  by  tuberculosis  which  exists  else¬ 
where.  All  the  various  forms  of  pericarditis 
may  be  caused  by  tuberculosis ;  namely,  fibrinous, 
serofibrinous,  purulent,  hemorrhagic,  chronic  ad¬ 
hesive,  and,  in  addition,  miliary.  The  most  com¬ 
mon  forms  are  the  chronic  adhesive  type  and 
those  with  a  chronic  effusion,  which  is  often 
hemorrhagic  and  may  be  purulent.  The  chronic 
adhesive  types  may  go  on  to  complete  oblitera¬ 
tion  of  the  pericardial  sac,  while  the  eft'usions, 
if  non-purulent,  may  absorb,  with  adhesions  al¬ 
ways  resulting.  Rarely,  calcification  of  the 
pericardium  may  occur  as  an  end-result. 

Even  more  frequently  than  in  the  other  forms 
of  pericarditis,  the  tuberculous  type  is  over¬ 
looked  clinically.  This  is  due  to  its  insidious 
onset  and  comparatively  symptomless  course, 
the  cardiac  symptoms,  which  are  so  prominent 
in  the  rheumatic  types,  being  often  lacking.  It 
is  not  possible  here  to  discuss  the  symptoms  and 
signs  of  pericarditis.  It  is  of  importance,  how¬ 
ever,  to  indicate  the  factors  which  distinguish 
chronic  tuberculous  pericarditis  from  the  chronic 
rheumatic  type.  In  addition  to  the  insidious 
onset,  the  tuberculous  type  is  characterized  by 
its  extreme  chronicity,  lack  of  high  temperature, 
or  violent  symptoms.  The  cardiac  hypertrophy 
and  associated  endocardial  pathology,  which  are 
so  characteristic  of  the  rheumatic  type,  are 
usually  lacking.  The  heart  tones  and  the  apex 
beat  are  diminished  in  intensity,  palpitation  is 
not  common ;  all  of  which  is  in  contrast  to  the 
rheumatic  type.  In  the  latter  a  history  of 
arthritis  or  other  infectious  etiology  is  usually 
forthcoming.  In  the  tuberculous  form  there  is 
usually  a  history  of  tuberculosis,  or  evidence 
of  it  elsewhere  in  the  body.  The  usual  symp¬ 
toms  of  tuberculosis  are  present.  In  the  cases 
with  effusion,  the  failure  of  the  effusion  to 
absorb  after  a  long  period  of  time  is  in  contrast 
to  the  rheumatic  cases,  in  which  the  effusions 
usually  absorb  very  rapidly.  Diagnostic  punc¬ 
ture  of  the  pericardium  is  of  great  value.  Tu¬ 
berculous  effusions  tend  to  be  hemorrhagic,  and 
the  presence  of  sanguinolent  fluid,  is  of  great 
diagnostic  importance.  The  bacilli  are  found 
uncommonly,  but  the  injection  of  the  fluid  into 
a  guinea  pig  yields  a  much  higher  percentage  of 
positive  tuberculosis  than  the  injection  of  pleural 
effusions.  Cardiac  failure  is  very  uncommon, 
death  ordinarily  being  due  to  tuberculosis.  The 
differential  diagnosis  of  fibrinous,  tuberculous 
pericarditis  from  the  so-called  uremic  type  may 
present  some  difficulty  at  times,  but  the  clinical 
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and  laboratory  picture  of  uremia  usually  makes 
the  diagnosis  certain.  Given  a  case  of  pericard¬ 
itis  in  which  there  is  a  long-protracted,  relatively 
symptomless  course,  if  the  cardiac  symptoms  are 
not  prominent,  the  signs  of  a  low-grade  toxemia 
are  present,  and  tuberculosis  elsewhere  is  found, 
the  diagnosis  can  easily  be  made.  In  the  case 
referred  to  above,  the  diagnosis  was  made  before 
the  finding  of  pulmonary  involvement,  on  the 
basis  of  the  chronicity  and  mildness  of  the 
course  of  the  disease. 

The  importance  of  this  condition  is  twofold : 
it  may  be  the  only  symptom  or  sign  of  tuber¬ 
culosis,  thus  calling  attention  to  this  disease  in 
a  patient  in  whom  it  was  not  suspected;  or  it 
may  have  an  important  and  unfavorable  bearing 
upon  the  course  of  an  ordinary  case  of  phthisis. 

The  cases  with  effusion  particularly  may 
suffer  toxic  symptoms,  especially  when  the  effu¬ 
sion  is  purulent.  The  average  length  of  life  of 
a  patient  with  a  purulent,  tuberculous,  peri¬ 
cardial  effusion,  is  four  to  eight  months.  The 
prognosis  in  any  event  is  poor,  the  process  going 
on  to  extensive,  adhesive  pericarditis  or  death. 
The  treatment  in  general  should  include  the  or¬ 
dinary  hygienic  treatment  of  tuberculosis  in 
other  parts  of  the  body.  Removal  of  the  effu¬ 
sion,  if  present,  is  more  advisable  than  in  the 
rheumatic  cases,  as  it  may  become  tremendous 
in  size.  In  one  case  it  was  reported  that  4,000 
c.c.  of  hemorrhagic  fluid  were  found  in  the  peri¬ 
cardium.^  The  most  interesting  feature  of  the 
treatment  has  been  contributed  by  Wenckebach,® 
who  injected  air  or  oxygen  into  the  pericardial 
sac,  after  the  removal  of  the  fluid,)  just  as  in 
artificial  pneumothorax.  He  reported  a  con¬ 
siderable  degree  of  success  in  one  case,  and  it 
has  been  used  at  rare  intervals  since  by  others. 
Hansen^®  reported  an  apparent  cure  by  this 
method.  As  originally  proposed  the  gas  was 
given  to  prevent  adhesions,  but  the  curative 
effect  of  oxygen  upon  tuberculous,  serous  sur¬ 
faces  is  well  known,  and  'it  is  possible  that  a 
cure  might  be  obtained.  It  has  not,  of  course, 
been  used  sufficiently  to  determine  its  actual 
efficacy. 

SUMMARY 

Tuberculous  pericarditis  is  more  common  than 
is  generally  supposed,  occurring  as  a  complica¬ 
tion  in'  5  per  cent  of  all  tuberculous  patients 
and  comprising  from  18  per  cent  to  27  per  cent 
of  all  cases  of  chronic  pericarditis.  It  is  char¬ 
acterized  chiefly  by  the  chronicity  of  its  course 
and  its  comparative  lack  of  cardiac  symptoms. 
Aside  from  the  ordinary  treatment  of  tubercu¬ 


losis,  the  injection  of  air  or  oxygen  into  the 
pericardial  sac  after  the  removal  of  fluid,  is 
said  to  be  efficacious. 

BIBLIOGRAPHY 

1.  Fromberg:  Deutsche  Med.  Woch.,  39,  1539,  1913. 

2.  Wells:  Am.  Jour.  Med.  Sciences,  123,  241,  1902. 

3.  Norris:  Cardiac  Pathology,  Philadelphia,  1911. 

4.  Breitung:  Quoted  from  Norris  (above). 

5.  Hirschfelder :  Diseases  of  Heart  and  Aorta,  New  York, 
1918. 

6.  Brooks  and  Lippincott:  Am.  J'our.  Med.  Sciences,  138, 
796,  1909. 

7.  Wolff:  Belt,  z.  Klin.  d.  Tuberkulose,  30,  131,  1914. 

8.  Rlesman:  Am.  Jour.  Med.  Sciences,  122,  6,  1901. 

9.  Wenckebach:  Deutsche  Arch.  f.  Klin.  Med.,  71,  402, 
1910. 

10.  Hansen:  Ugeskrift  f.  Laeger,  78,  1166,  1916. 


THE  VITAL  CAPACITY  TEST  IN  SO- 
CALLED  PERIBRONCHIAL  TUBER¬ 
CULOSIS  AND  IN  PERIBRON¬ 
CHIAL  TUBERCULOSIS  COM¬ 
PLICATED  BY  BRONCHITIS 
AND  PLEURISY ;  A  PRE¬ 
LIMINARY  REPORT* 

By  L.  H.  Cady,  B.A.,  M.D. 

Associate  Physician,  Parkview  Sanatorium 
MINNEAPOLIS,  MINNESOTA 

The  readings  reported  in  this  study  have  been 
prepared  from  records  of  examinations  made  by 
Myers,  of  Minnesota,  on  a  series  of  young,  adult 
men.  Rontgenographic  reports  were  available 
for  all  cases.  The  vital  capacity  readings  were 
made  with  a  Sanborn  spirometer,  the  highest 
of  at  least  three  trials  being  used.  Percentages 
were  determined  in  terms  of  body  weight  from 
tables  prepared  by  Myers  using  the  formulae 
of  Dreyer.^ 

The  object  of  the  paper  is  to  study  what  effect 
the  findings  described  in  the  rontgenographic  re¬ 
ports  as  peribronchial  tuberculosis  or  peribron¬ 
chial  infiltration  may  have  on  vital  capacity. 
For  this  purpose  the  cases  studied  were  arranged 
in  three  groups.  In  the  first  series  only  those 
cases  were  listed  in,  which  peribronchial  infil¬ 
tration,  but  no  other  lung  pathology,  was  demon¬ 
strated.  Two  other  groups  of  cases  were  listed 
separately  in  which  a  diagnosis  of  bronchitis 
or  pleurisy  was  made  in  addition  to  findings  re¬ 
ported  as  peribronchial  tuberculosis  or  peribron¬ 
chial  infiltration. 

In  the  group  reported  as  peribronchial  tuber¬ 
culosis  or  peribronchial  infiltration,  there  were 
found  to  be  93  cases  having  an  average  vital 
capacity  of  103.7  per  cent.  The  median  of  these 
cases  was  104  per  cent.  The  age  of  the  group 
averaged  27.3  years  with  a  minimum-maximum 
range  of  17-43  years.  The  median  reading  of 

♦From  the  Department  of  Preventive  Medicine  and  Public 
Health,  University  of  Minnesota 
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this  and  the  following  groups  was  determined 
with  the  view  that  it  might  be  more  accurate 
especially  in  the  smaller  groups.  It  will  be  seen, 
however,  that  the  median  readings  compare 
closely  with  the  averages  in  all  cases. 

In  the  series  of  25  cases  in  which  a  clinical 
diagnosis  of  probable  bronchitis  was  made  in 
addition  to  the  ^-ray  report  of  peribronchial  tu¬ 
berculosis  or  peribronchial  infiltration,  a  reduc¬ 
tion  of  the  vital  capacity  percentage  is  seen,  the 
average  for  this  group  being  99  per  cent.  A 
still  further  reduction  to  an  average  of  92  per 
cent!  is  found  in  the  eleven  cases  of  pleurisy 
with  peribronchial  tuberculosis. 

It  will  be  noted  that  the  average  of  readings 
from  cases  reported  as  peribronchial  tuberculosis 
or  peribronchial  infiltration  is  over  100  per  cent 
of  normal  according"  to  the  English  standards 
of  Dreyer.  Myers  has  cited  the  suggestion  of 
Dreyer  that  normal  standards  be  determined  for 
various  localities.^  It  is  hoped  that  at  some 
future  time  a  series  may  be  published  with 
standards  determined  from  a  group  comparable 
in  age,  occupation,  and  locality  to  those  here 
presented. 

SUMMARY 

PERCENTAGE  OF  VITAL  CAPACITY  BY 
WEIGHT 

Peribronchial  Peribronchial  Peribronchial 


tuberculosis 

tuberculosis 

anfl 

bronchitis. 

tuberculosis 

and 

pleurisy. 

Number  of  cases 
Average  vital 

93 

25 

11 

capacity 

103.7% 

99% 

92% 

Median 

Highest  vital 

104|% 

98% 

90% 

capacity 

Lowest  vital 

131% 

131,% 

112% 

capacity 

84% 

70% 

62% 

Average  age 

27.3 

27.3 

26 

Median  age 

27 

26 

27 

Age  limits 

17-43 

22-27 

21-29 

1 .  This  study 

includes 

93  cases 

in  which  ; 

report  of  peribronchial  tuberculosis  or  of  peri¬ 
bronchial  infiltration  had  been  made.  The  aver¬ 
age  vital  capacity  for  the  group  was  103.7  per 
cent  as  determined  from  the  body  weight. 

2.  In  25  additional  cases  suffering  from 
bronchitis  the  vital  capacity  was  reduced  to  99 
per  cent. 

3.  Eleven  cases  with  reports  of  peribronchial 
tuberculosis  or  peribronchial  infiltration  with  a 
diagnosis  of  pleurisy  showed  an  average  vital 
capacity  of  92  per  cent. 

4.  The  average  age  for  all  groups  was  27 
years. 

5.  All  the  cases  reported  in  this  series  are 


accompanied  by  reports  of  stereoscopic  .r-ray 
plates. 

6.  The  available  normal  standards  are  felt 
to  be  not  strictly  comparable  to  the  group  here 
presented. 
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TUBERCULOSIS  OF  FEMALE 
TIVE  ORGANS 


GENERA- 


By  H.  B.  Dornblaser,  M.D. 


Gynecologist,  Parkview  Sanatorium 


MINNEAPOLIS,  MINNESOTA 

Tuberculosis  of  the  female  generative  organs 
is  not  always  easy  to  diagnose.  First,  let  us 
consider  the  conditions  producing  ulcers  of  the 
genitalia. 

Tuberculous  ulcer  of  the  vulva  is  not  mark¬ 
edly  infiltrated ;  the  surface  is  flat  and  is  covered 
with  caseous  material.  Tubercles  are  seen  on 
the  floor  of,  and  surrounding,  the  ulcer.  The 
base  gives  a  grey  or  greenish-yellow  color.  The 
edge  is  irregular,  sharp,  and  sometimes  under¬ 
mined,  but  mostly  perpendicular,  and  the  margin 
is  infiltrated.  Scarring  is  often  seen  on  one  side 
only.  The  ulcers  are  practically  never  primary, 
but  are  most  frequently  secondary  to  tuberculosis 
of  some  other  portion  of  the  body,  for  example, 
the  lungs  or  the  genitals,  and  spread  by  continu¬ 
ity  through  the  blood  or  lymph  vessels,  by  con¬ 
tamination  of  the  fingers  or  linen,  or  through 
the  stools.  The  ulcers  are  usually  single.  Tuber¬ 
culous  ulcers  are  very  rare  in  adults  and  some¬ 
what  more  common  among  children. 

These  ulcers  are  confounded  with  those  due 
to  cancer,  and  syphilis,  and  they  also  have  to 
be  differentiated  from  rodent  ulcers. 

In  cancer  there  is  marked  infiltration  of  the 
edges,  the  floor,  and  deeper  tissues.  The  floor 
is  rough  and  nodular,  ragged  and  moderately 
deep.  Grey,  degenerated  spots  dot  the  bright 
red  surface.  The  edges  are  sharply  outlined 
and  are  rigid  and  hard.  Very  frequently  the 
ulcers  are  found  in  the  connective  tissue  of  the 
labia  or  urinary  meatus.  Metastases  to  the  region 
near  the  tumor  are  rare,  but  the  lymphatics  are 
involved  in  older  cases.  The  ulcer  is  usually 
single. 

Primary  syphilitic  ulcers  show  infiltration  of 
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the  edges  and  base,  feeling  cartilaginous  and 
disk-like ;  the  surface  is  smooth  and  is  at  or  above 
the  level  of  the  surrounding  tissues.  It  exudes 
a  serum,  and  does  not  form  granulations.  I'he 
color  is  a  dull,  dark,  or  dirty-brownish  red.  As 
a  rule  the  edges  are  punched  out  but  may  be 
sloping,  sharply  outlined,  and  rarely  edematous. 
The  lymph  glands  surrounding  the  ulcer  are  en¬ 
larged  and  shotty.  They  are  discrete.  The 
healed  ulcer  shows  scarring.  A  chancre  is  usually 
solitary,  but  may  be  multiple.  The  structures 
most  often  involved  in  the  order  of  their  fre¬ 
quency  are  (1)  libia  majora,  (2)  fourchet,  (3) 
libia  minora,  (4)  clitoris,  mons  veneris,  (5)  urin¬ 
ary  meatus,  (6)  introitus.  These  lesions  are 
not  painful  and  appear  after  an  incubation  period 
of  from  three  to  five  weeks. 

Induration  gradually  appears  in  a  chancroid. 
It  is  rather  punched  out  in  appearance,  and  the 
surface  is  inflamed  and  sloughing.  There  is  no 
induration,  and  purulent  granulations  are  often 
bathed  in  a  pus-like  discharge.  The  edges  are 
sometimes  undermined  so  that  a  distinct  rim 
may  be  lacking.  The  lymph  glands  of  the  region 
are  soft  and  tend  to  suppurate.  There  is  a  tend¬ 
ency  for  these  ulcers  to  be  multiplied,  and  appear 
a  few  days  after  infection. 

There  is  rigidity  of  the  tissues  surrounding 
a  rodent  ulcer.  The  surface  is  flat,  smooth,  and 
shining,  or  it  may  be  covered  with  exudate. 
Often  deep  fistulse  run  from  it  into  the  sur¬ 
rounding  tissues.  It  is  a  bright-red  color,  the 
edges  are  sharp,  eroded,  and  often  deeply  un¬ 
dermined.  As  one  side  heals,  the  ulcerative  pro¬ 
cess  advances  on  another,  and  this  accounts  for 
the  radiating  scars.  They  often  cause  ectropion 
of  urethra  and  vulva.  The  most  common  sites 
are  the  fossa  navicularis,  lesser  labia,  and  clitoris. 

Tuberculosis  of  the  cervix  may  be  confused 
with  caticerous  ulceration  very  easily.  Tuher- 
culous  ulceration  is  exceedingly  rare.  The  edges 
are  frecjnently  undermined,  the  floor  is  yellowish, 
slightly  granular,  and  uneven,  not  infiltrated. 
The  ulcers  are  flat  and  form  a  proliferation  on 
both  lips  of  the  cervix  surrounding  the  canal. 
Scattered  through  it  are  small,  yellow  nodules 
the  size  of  a  millet  seed  between  which  is  case¬ 
ous,  greasy  tuberculous  neurotic  tissue.  Under 
the  microscope  these  areas  show  tuberculous 
tissue  and  tubercle  bacilli.  There  is  generally 
a  history  of  tuberculosis  of  the  tubes  or  peri¬ 
toneum. 

Decubitus  ulcer  is  seen  in  cases  of  prolapse 
where  the  cervix  is  exposed  and  irritated.  It 
may  cover  a  good  deal  of  the  surface  of  the 


cervix.  It  is  irregular  in  outline  and  very  often 
does  not  include  the  external  os.  There  is  a 
sharp  line  between  it  and  the  normal  vaginal 
m.m.  The  surface  is  often  covered  by  a  pale 
yellow  exudate  with  islands  of  epithelium  through 
the  middle  and  around  the  edges.  The  floor  does 
not  appear  indurated.  A  few  days  after  the 
uterus  is  replaced,  the  ulcerated  surface  becomes 
covered  with  epithelium. 

Chancroids  usually  produce  small,  multiple 
ulcers,  which  have  a  slightly  indurate  and  some¬ 
what  elevated  border.  The  floor  is  lardaceous  or 
shows  a  necrotic  membrane,  but  is  not  infiltrated. 
Contact  ulcers  are  frequent,  and  vaginal  and 
vulval  ulcers  appear  at  the  same  time. 

Syphilitic  ulceration  of  the  cervix  shows  itself 
as  the  chancre,  a  solitary  wound  usually  present 
on  the  anterior  cervical  lip.  It  is  a  shallow  ulcer, 
hard  at  the  base,  and  with  an  indistinct  outline. 
It  has  a  dirty-brown  color.  Sometimes  the  floor 
is  covered  with  a  greasy  exudate.  In  multiparse 
the  ulcer  may  extend  far  up  into  the  cervical 
canal. 

A  gummatous  ulcer  of  the  cervix  is  rather 
rare.  It  may  be  present  on  the  anterior  and 
[)osterior  lip  of  the  cervix  and  often  surrounding 
the  external  os.  It  is  elliptical  in  shape  and 
sharply  outlined.  It  is  shallow  and  somewhat 
depressed ;  the  floor  is  usually  covered  with  a 
pus-like  exudate  and  when  this  exudate  is  pulled 
off  it  leaves  a  bleeding  surface. 

A  cancerous  growth  of  the  cervix,  if  of  the 
cauliflower  type,  projects  above  the  surface  from 
which  it  springs  and  is  rough.  The  newly 
formed  tissue  is  very  friable.  (Any  proliferation 
above  the  general  level  of  the  mucous  membrane 
in  flat  tumors  is  suspicious  of  cancer.)  There 
is  a  great  hardness  of  the  tissues,  being  of  cartil- 
lagenous  consistency.  The  shape  of  the  cervix  is 
distorted  becoming  “broad  and  shapeless.”  ddie 
surface  has  a  ])ecuHar  hlueish  tint,  and  scattered 
through  it  are  yellow  areas,  which  are  cancer 
nests.  It  is  an  ulcer  with  rough,  ragged,  and 
uneven  walls  surrounded  hy  hard  indurated 
tissue.  The  edges  are,  sharp  and  there  is  a 
jagged  border.  The  surface  is  bright  red  with 
dark-grey  degenerated  spots  through  it,  making 
it  granular  or  nodular.  The  ulceration  extends 
to  a  moderate  depth,  and  there  is  infiltration  of 
the  floor. 

There  are  many  forms  of  endometritis,  and 
tuberculous  endometritis  is  not  always  easy  to 
differentiate.  If  tuberculous  ulcers  are  found  in 
the  vagina  or  on  the  cervix,  or  if  the  patient  is 
suffering  with  tuberculosis  of  any  other  part  of 
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the  body,  it  may  l)e  suspected,  but  it  can  be  posi¬ 
tively  diagnosed  only  when  tul3ercles  or  tul)ercle 
bacilli  are  demonstrated  in  uterine  scrapings. 

Of  the  organisms  causing  salpingitis  the  gon¬ 
ococcus  is  the  greatest  offender.  It  is  found  in 
80  to  85  per  cent  of  tubal  inflammations.  Strep¬ 
tococci,  staphylococci,  tubercle  l)acilli,  pneumo¬ 
cocci,  and  actinomyces  also  have  been  found 
living  in  the  tubes. 

Gonorrheal  infection  generally  develops  after 
a  menstrual  period  and  often  soon  after  marri¬ 
age.  If  there  are  signs  of  the  disease  in  the 
lower  genitals  or  a  positive  gonorrheal  history 
in  the  husband  it  helps  to  establish  a  diagnosis 
of  the  infecting  organisms.  There  is  only  a 
small  amount  of  exudate  in  the  parametrium 
beneath  the  tube,  which  helps  to  differentiate  it 
from  other  types  of  infection.  Following  child¬ 
birth  the  rise  of  temperature  occurs  often  after 
the  tenth  day,  is  not  great,  and  generally  does 
not  last  more  than  a  few  days.  Because  this 
infection  is  essentially  of  local  character  the  white 
count  is  generally  low. 

Septic  salpingitis  is  present  in  5  to  10  per  cent 
of  the  cases.  With  this  condition  there  is  a 
sharj)  rise  of  temperature,  as  in  any  other  pyo¬ 
genic  infection.  The  parametrium  is  generally 
extensively  distended  with  exudate,  but  in  this 
condition,  as  in  gonorrheal  salpingitis,  the  tubes 
themselves  do  not  help  in  diagnosing  the  infect¬ 
ing  organisms. 

About  5  per  cent  of  the  salpingitides  are  tuber¬ 
culous.  In  this  condition  the  tubes  may  feel 
tortuous,  nodular,  rough,  and,  if  this  condition 
is  associated  with  ascites  or  with  nodules  over 
the  peritoneum,  the  diagnosis  of  tuberculosis 
is  very  probable.  The  very  rare  condition  of 
neoplasms  of  the  tubes  may  also  cause  these 
signs.  Tuberculosis  in  the  lower  genitals  or 
other  organs  also  helps  to  confirm  the  diagnosis. 
If  it  is  very  necessary  to  make  a  diagnosis,  a 
tuberculine  test  may  be  made ;  aspiration  is  dang¬ 
erous  and  not  of  great  value  because  in  chronic 
cases  the  pus  is  generally  sterile. 

On  some  occasions  it  may  be  advantageous  to 
differentiate  between  the  contents  of  a  tubal 
enlargement,  especially  as  to  whether  pus  is 
present  or  not.  This  is  very  difficult  and  often 
impossible. 

The  tube  in  hydrosalpingitis  is  thin  walled, 
shows  fluctuation  and  mobility,  and  is  markedly 
tortuous  while  in  pyosalpingitis  the  tube  is  harder, 
of  smaller  caliber,  attached  by  a  broad  base,  is 
associated  with  exudates,  and  is  more  likely  to 
be  sensitive  to  pressure.  A  persistent  leukocyto¬ 


sis  of  15,CXX)  generally  means  pus,  though  a 
10,fXX)  count  may  show  it. 


REPORT  OF  A  CASE  OF  CHRONIC 
MULTIPLE  OSTEOMYELITIS  y/ 
By  Paul  W.  Giessler,  M.D. 

Orthopedist,  Lyinanhurst  School  and  Parkview  Sanatorium 
MINNEAPOLIS,  MINNESOTA 

The  patient  is  a  woman,  aged  24,  single. 

She  was  admitted  to  the  General  Hospital 
February  23,  1922.  Her  most  recent  occupation 
was  that  of  a  housemaid.  She  had  been  em¬ 
ployed  previously  in  a  factory  where  she  was 
obliged  tO'  do  heavy  lifting. 

Her  present  complaint  was  cough,  fatigue,  and 
swelling  and  pain  over  the  dorsal  spine. 

In  the  fall  of  1921  she  had  a  fall,  which  re¬ 
sulted  in  a  stiff  neck.  This  stiffness  disappeared, 
but  in  December  a  swelling  was  noticed  between 
the  shoulder  blades  with  some  deformity  and 
soreness  at  night.  She  lost  eighteen  pounds  in 
two  years.  She  complained  of  night  sweats  and 
frequent  colds,  but  there  was  no  hemojitysis  or 
chest  pains.  At  times  there  was  tenderness  in 
the  right  iliac  region,  with  pain  down  the  right 
leg.  .  .  ^  ‘ 

Family  history  :  Father  living  and  well ;  mother 
died  of  apoplexy ;  no  history  of  tuberculosis  in 
the  family. 

Personal  history :  Patient  is  poorly  nourished 
and  hyperesthetic.  Eyes,  ears,  nose,  and  throat 
are  negative.  There  is  cervical  adenopathy,  a 
])igeon  breast,  hyperresonant  chest,  cyanosis,  and 
clubbing  of  fingers.  Reflexes  are  normal.  There 
is  a  swelling  to  the  left  of  the  3-7  dorsal  area 
the  size  of  a  large  egg.  The  3d-7th  dorsal  spines 
are  tender.  There  is  slight  pain  on  motion  of 
this  area. 

Urine  is  negative.  R.  B.  C.  3,270,000; 
W.  B.  C.  6,200.  Wassermann  is  positive. 
Sputum  examination  is  negative  for  tubercle 
bacilli.  ■  f 

The  .r-ray  report  shows  that  the  intervertebral 
outlines  of  the  4th,  5th,  and  6th  dorsal  vertebrae 
are  not  clear  and  that  there  is  possibly  slight 
bone  necrosis  present. 

The  abscess  on  the  back  was  twice  aspirated, 
the  aspirated  fluid  being  cloudy,  straw-colored, 
and  containing  much  sediment  of  degenerated 
p.  m.  ns.  and  red  blood  cells,  but  no  bacilli. 

A  diagnosis  of  spondylitis,  possibly,  but  not 
definitely  tuberculous,  was  made. 

The  patient  was  put  to  bed  on  a  hard  bed. 
She  ran  a  temperature  of  99°  and  100.°  Later 
she  was  transferred  to  Parkview.  Here  the 
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temperature  at  first  ran  100°-101,°  but  gradually 
dropped  to  99.°  The  chest  consultant  reported 
a  minimal  pulmonary  tuberculosis.  Patient  was 
kept  in  bed  and  given  heliotherapy.  The  weight 
increased  from  101  in  May,  1922,  to  115  in  Feb¬ 
ruary,  1923.  The  general  condition  improved, 
the  back  became  free  from  pain,  and  the  abscess 
gradually  disappeared. 

In  the  spring  of  1923,  swellings  develoi)ed  at 
the  lower  end  of  the  right  arm.  An  unsuccessful 
aspiration  was  attempted.  Later,  swellings  de¬ 
veloped,  in  order,  on  the  lower  part  of  the  left 
arm,  the  upper  end  of  the  right  forearm,  and  at 
the  upper  end  of  the  sternum.  X-rays  were 
taken  of  the  entire  body.  There  was  still  some 
indistinctness  of  the  4th  and  5th  dorsal  verebrse. 
The  lower  end  of  the  right  humerus,  the  lower 
end  of  the  left  humerus,  and  the  upper  end  of 
the  right  radius  showed  thickening  of  the  cor¬ 
tex  with  several  areas  of  rarefaction  and  some 
obliteration  of  the  medulla.  The  right  tibia 
showed  some  increase  in  the  cortex.  The  other 
bone  was  curetted,  the  cortex  saucered,  gauze 
swellings  were  painful  and  moderately  hot. 

At  three  successive  times  these  three  places 
were  operated  on,  under  local  anesthesia.  Free 
pus  was  found  in  the  subcutaneous  tissue.  The 
periosteum  was  raised,  and  part  of  the  cortex 
was  destroyed.  Pus  was  found  in  the  bone.  The 
bone  was  curretted,  the  cortex  saucered,  gauze 
packing  was  inserted,  and  hourly  flushings  with 
Dakin’s  begun.  The  wounds  quickly  became 
clean,  the  skin  and  subcutaneous  tissue  were 
approximated  with  adhesive,  and  the  wound 
healed  perfectly.  Specimens  sent  from  the  oper¬ 
ating-room  to  the  laboratory  showed  granulation 
tissue  with  marked  p.  m.  n.  and  other  inflamma¬ 
tory  cell  invasion  and  areas  of  necrosis.  No 
bacteria  were  found.  Guinea-pig  injections  re¬ 
sulted  in  negative  findings.  Two  weeks  after 
the  last  operation  the  patient  was  feeling  so  well 
that  she  insisted  on  going  home.  Her  back  was 
giving  no  trouble,  and  the  pain  had  entirely  dis¬ 
appeared  from  the  arms  and  sternum.  The 
swellings  were  reduced  to  about  half  their  former 
size.  The  patient  was  instructed  to  report  back 
in  a  month.  It  is  still  too  early  to  report  the 
final  outcome. 

In  searching  through  the  literature  under  the 
heading  of  chronic  multiple  osteomyelitis,  very 
few  articles  were  found.  Those  few  reported 
their  cases  as  rare  and,  as  a  rule,  it  was  possible 
to  isolate  the  staphylococcus  pyogenes  aureus. 
Although  this  organism  was  not  found  in  the 
present  case,  the  diagnosis  of  chronic  multiple 


osteomyelitis  of  pyogenic  origin  has  been  made, 
based  on  the  course,  the  w-ray  plates,  and  the 
operative  and  laboratory  findings. 

The  case  is  interesting  because  of  the  nature 
of  its  onset,  simulating  tuberculous  spine,  its 
multiple  course,  the  chronicity,  and  the  readi¬ 
ness  with  which  the  abscesses  cleaned  up  after 
curettement.  What  relation  the  positive  Wasser- 
mann  plays  is  not  known,  as  the  patient  refused 
antiluetic  treatment. 


HOME  TREATMENT  FOR  THE  TUBER¬ 
CULOUS 

By  H.  a.  Burns,  M.D. 

Associate  Physician,  Parkview  Sanatorium 
MINNEAPOLIS,  MINNESOTA 

The  control  of  communicable  disease  is  ob¬ 
served  on  the  graph  as  a  series  of  descending 
steps.  These  steps  are  usually  quite  uniform  and 
are  broken,  seasonal  variation  excepted,  by  the 
introduction  of  vaccines,  improvement  in  the  pro¬ 
tection  of  water  supplies,  and  the  disposal  of 
animal  waste. 

There  is  a  residual  after  each  horizontal  has 
been  reached  which  will  be  maintained  under 
ordinary  conditions  until  further  discoveries 
have  been  applied,  or  increased  efforts  at  con¬ 
trol  made. 

This  is  true  of  the  communicable  diseases, 
measles  excepted,  which  have  occupied  much  of 
the  time  and  effort  of  health  agencies.  Tubercu¬ 
losis  does  not  vary  from  this  general  rule ;  and, 
while  no  single  great  discovery  has  been  made, 
the  descending  levels  can  fairly  be  said  to  depend 
upon  the  constant  co-operative  effort  of  all 
agencies  whose  object  is  tuberculosis  control. 

The  history  of  the  falling  death  rate  during 
the  past  twenty  years  indicates  the  results  follow¬ 
ing  the  application  of  certain  factors  bearing 
upon  the  establishment  of  new  tuberculosis  foci, 
as  well  as  the  prolongation  of  the  life  of  the 
tuberculous. 

The  death  rate  per  thousand  (tuberculosis  all 
forms)  has  steadily  diminished  in  the  registra¬ 
tion  area  of  the  United  States  since  1904,  from 
202.6  to  114.2: 


1904  - 

202.6 

1908  - 

167.6 

1912  - 

149.7 

1916  - 

142.1 

1917  - 

147.1 

1918  - 

150.2 

1919  - 

125.6 

1920  - 

114.2 
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This  achievement  has  been  realized  by  the  ap¬ 
plication  in,  an  imperfect  way  of  the  known 
methods  of  both  treatment  and  control.  The 
fact  that  in  tuberculosis  the  reduction  in  the 
death  rate  has  extended  continuously  over  a 
period  of  years,  does  not  lead  one  to  conclude 
that  the  maximum  decrease  has  been  reached  as 
a  result  of  the  control  methods  now  in  use. 

'I'he  ex])erience  obtained  during  the  period 
when  the  greatest  results  have  been  accomi)lished 
points  the  way  to  certain  refinements  that  may 
materially  aid  in  the  death  rate  being  pushed  to 
still  lower  levels. 

Methods  adopted  must  be  based  upon  our 
present  knowledge  of  the  disease,  its  pathology, 
distribution,  geographical  and  industrial,  and  the 
protection  of  the  susceptible. 

'Fhere  is  no  disease  concerning  which  a  greater 
literature  has  accumulated,  whose  pathology  has 
been  more  completely  studied,  whose  treatment 
has  become  more  fully  standardized,  yet  whose 
distribution  has  become  and  remained  universal. 

The  diminishing  death  rate  indicates  that  this 
knowledge  applied  to  the  tuberculosis  problem 
has  begun  toi  bear  fruit. 

The  treatment  of  the  tuberculous  has  occupied 
much  of  the  time  of  the  profession.  The  diag¬ 
nosis  of  tuberculosis  is  a  modern  phase  which 
became  permanently  a  part  of  the  tuberculosis 
problem  following  the  isolation  of  the  tubercu¬ 
losis  bacilli  in  1882.  Modern  treatment  dates 
from  1859  when  Deltweiler  established  his  sani¬ 
tarium  for  the  treatment  of  tuberculosis.  Since 
that  time  the  hospitalization  of  the  tuberculous 
has  gradually  become  the  accepted  basis  for 
treatment. 

However,  both  economy  and  the  human  ele¬ 
ment  prevent  the  continued  hospitalization  of 
every  case  of  active  tuberculosis.  This  fact  has 
made  it  necessary  to  include  home  treatment  as 
a  standard  procedure.  The  screening  of  cases 
for  treatment  is  one  of  the  difficult  problems  in 
the  classification  and  treatment  of  the  disease. 
The  physician  in  advising  the  recently  diagnosed 
case,  is  more  than  a  clinician.  He  must  he  con¬ 
versant  with  the  social  conditions  of  the  patient ; 
he  must  understand  the  psychology,  both  of  the 
patient  and  his  family;  and,  after  all  else,  the 
physician  to  the  tuberculous  must  be  an  econo¬ 
mist.  He  sees  an  individual  ill  with  tuberculosis, 
who  is  about  to  change  his  entire  procedure  of 
living  under  the  physician’s  guidance.  This  fu¬ 
ture  must  provide  an  environment  which  con¬ 
siders  both  the  treatment  of  the  case  and  the  pro¬ 
tection  of  both  immediate  contacts  and  the  public. 


Through  years  of  living,  the  sick  person  has 
adjusted  and  re-adjusted  himself  to  an  environ¬ 
ment  which  has  been  successful  so  far  as  supply¬ 
ing  him  with  the  comforts  of  life  is  concerned. 
However  this  may  be,  it  has  not  protected  him 
against  the  development  of  the  infection,  which 
has  finally  brought  him  to  a  state  of  chronic 
[lartial,  if  not  total,  invalidism.  "J'he  physician 
takes  charge  wlien  the  environment  has  failed, 
and  in  outlining  the  immediate  future  for  the 
patient,  he  must  aid  the  patient  to  adjust  himself 
to  an  environment  which  is  both  new  and  arti¬ 
ficial,  but  which  will  aid  most  in  combating  the 
extension  of  the  pathology  and  ultimately  in 
gaining  an  arrest  of  the  disease  and  a  convales¬ 
cence  from  it. 

To  meet  the  requirements  in  the  development 
of  such  an  environment  whose  objective  is  to 
give  the  tuberculous  the  most  aid,  the  sanatorium 
has  been  created.  The  sanatorium  is  not  an  in¬ 
stitution  of  prevention  except  in  so  far  as  it  is 
a  teaching  institution,  since  cases  are  hospitalized 
for  treatment  rather  than  for  the  removal  of 
an  infected  focus  from  the  home. 

Paradoxical  as  it  may  seem,  the  isolation  of 
the  infected  focus  must  be  accomplished  in  the 
home.  The  most  significant  advance  in  tuber¬ 
culosis  control  in  recent  years  has  been  accom¬ 
plished  by  the  U.  S.  Veterans’  Bureau  in  the 
assignment  of  observation  wards  in  general  hos¬ 
pitals  for  the  observation  and  diagnosis  of  tuber¬ 
culosis.  This  is  a  phase  of  jthe  tuberculosis 
problem  that  should  appeal  to  the  specialist, 
whether  clinician  or  administrator.  With  the 
development  of  the  observation  ward  the  truly 
early  case  will  be  sent  to  the  sanatorium,  and  the 
sanatorium  will  be  in  position  to  give  more  at¬ 
tention  to  the  preparation  of  the  patient  for  con¬ 
tinued  treatment  at  home.  To  provide  a  bed  for 
each  case  of  tuberculosis  would  be  quite  impos¬ 
sible  from  an  economic  and  administrative  point 
of  view,  especially  in  the  face  of  a  declining 
death  rate. 

To  make  it  possible  to  cover  all  cases  with  a 
sanatorium  environment,  home  treatment,  prop¬ 
erly  carried  out,  should  follow  the  institutional 
treatment.  The  sanatorium  regime  should  b.e 
carried  into  the  home  to  such  a  degree  that  the 
minimum  re-adjustment  upon  the  part  of  the  pa¬ 
tient  is  required.  The  sanatorium  then  becomes 
an  institution  for  training,  as  well  as  for  treat¬ 
ment.  The  training,  preparatory  to  home  treat¬ 
ment,  must  not  only  consider  the  patient,  but 
must  also  include  the  home.  A  well-trained  pa¬ 
tient  may  fail  utterly  in  his  home  treatment,  due 
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to  the  fact  that  the  home  is  not  prepared  to  re¬ 
ceive  him. 

The  efficiency  of  the  medical  care  of  the  tuber- 
cnlons  is  now  based  upon  the  arrested  cases 
discharged  from  the  doctor’s  care.  The  ulti¬ 
mate  end  of  treatment,  however,  is  not  so  much 
in  gaining  an  arrest  as  it  is  maintaining  an  ar¬ 
rested  condition.  The  institution  that  does  not 
train  the  ([uiescent  case  to  take  advantage  of  his 
victory  is  failing  in  its  purpose,  and  the  institu¬ 
tion  that  does  not  fully  prepare  the  case  for 
home  treatment  and  that  cannot  extend  its  medi¬ 
cal  and  nursing  organization  to  cover  the  entire 
period  of  sanatorium  and  home  treatment,  has 
not  sufficient  machinery  properly  to  administrate 
the  care  of  the  tuberculous.  Home  treatment, 
properly  carried  out,  must  consider,  first,  the 
possibility  of  satisfactorily  preserving  sanatorium 
regime  in  the  home;  secondly,  to  harbor  an  in¬ 
fectious  disease  or  one  who  is  potentially  infec- 
tous  without  endangering  susceptible  contacts. 

1  he  greatest  number  of  treatment  days  in  each 
case  is  usually  spent  outside  of  a  sanatorium. 
To  provide  a  home  environment,  then,  is  a  task 
that  involves  many  factors,  not  the  least  of  which 
is  the  attitude  of  the  family  toward  the  patient 
and  their  willingness  and  ability  to  disarrange 
the  home  sufficiently  for  one  member  to  bring 
the  sanatorium  regime  into  the  home.  Home 
treatment  without  the  proper  organization  de¬ 
stroys  to  a  large  degree  the  work  already  accom¬ 
plished. 

Home  treatment  following  early  diagnosis  and 
sanatorium  training  promises  to  become  a  potent 
factor  in  the  ultimate  control  of  tuberculosis. 
Before  there  can  be  a  fulfillment  of  this  promise, 
it  will  be  necessary  for  administrative  officers, 
health  agencies  and  clinicians  to  co-ordinate  the 
work  relative  to  the  treatment  of  the  tuherculous 
after  leaving  the  sanatotium. 

With  the  close  co-operation  of  medical  ser¬ 
vice  following  the  infected  individual  throughout 
the  course  of  his  disease,  rather  than  during  iso¬ 
lated  periods  of  his  illness,  while  visiting  dis¬ 
pensaries  while  hospitalized,  the  sick  individual 
will  be  guided  to  more  rapid  convalescence 
with  the  minimum  amount  of  danger  to  others. 
His  admission  to  a  sanatorium  should  be  for 
the  purpose  of  training  him  to  take  home  treat¬ 
ment  in  a  sane  and  efficient  manner.  Home 
treatment  works  into  the  program  as  a  whole  as 
the  final  chapter  in  the  individual’s  tuberculosis 
history.  Beginning  with  the  diagnosis  as  a  sus¬ 
pect  by  the  i)rivate  physician  or  the  dispensary, 
he  is  ])laced  in  an  observation  ward  for  diagnosis. 


then  transferred  to  a  sanatorium  for  both  treat¬ 
ment  and  training.  As  soon  as  conditions  are 
favorable  for  home  treatment,  he  is  discharged 
to  his  home. 

The  clinical  and  administrative  service  rend¬ 
ered  the  sick  individual  is  not  successfully  rend¬ 
ered  if  such  service  cannot  be  continued  during 
the  ])eriod  of  home  treatment.  At  the  present 
time  home  treatment  in  far  too  many  cases  means 
a  period  of  comparative  invalidism,  during  which 
time  the  individual  follows  his  own  ideas  rela¬ 
tive  to  hre  own  care.  He  is  subject  to  his  own 
optimism  and  to  the  whims  of  his  own  undisci¬ 
plined  family  and  acquaintances.  As  a  result, 
he  has  forsaken  the  principles  taught  him  in 
the  sanatorium  during  the  early  weeks  of  his 
home  treatment,  and  he  rapidly  sacrifices  the 
advantages  gained,  while  it  should  be  the  cul¬ 
mination  of  dispensary,  observation  hospital,  and 
sanatorium  treatment,  and  should  be  continued 
as  a  final  stage  in  the  treatment  of  the  disease. 
Home  treatment  should  provide  the  advantages 
of  the  sanatorium  plus  the  home  environment 
which  has  been  denied  the  patient  during  the 
period  of  his  sanatorium  treatment. 

Because  the  patient  is  placed  upon  his  own  re¬ 
sources  when  he  is  in  most  need  of  counsel  and 
guidance,  when  his  convalescence  is  a  constant 
invitation  to  overload  untrained  muscles,  and 
to  overwork  the  circulatory  system  and  lungs, 
which  have  been  kept  at  rest,  the  home  treatment 
of  tuherculosis  has  become  in  a  large  majority 
of  cases  the  tragic  treatment  of  the  disease. 

What  are  we  to  do  to  remedy  this  condition 
is  a  (juestion  that  appeals  to  every  official  re¬ 
sponsible  for  the  care  of  the  tuberculous.  The 
other  stages  in  the  treatment  and  care  of  the 
case  have  been  standardized  and  treatment  ele¬ 
vated  to  a  high  degree  of  efficiency  except  the 
observation  ward  and  home  treatment.  The  ob¬ 
ject  of  all  procedure  is,  in  a  final  analysis,  to 
reduce  our  death  rate.  Changes  in  the  care 
of  the  tuberculous,  as  indicated  relative  to  home 
treatment  and  early  diagnosis,  hold  out  the 
greatest  promise.  Of  the  two,  home  treatment 
has  th.e  more  important  place  since  it  is  the  more 
urgent  and  since  only  changes  in  the  admin¬ 
istration  of  the  problem  are  necessary  in  perfect¬ 
ing  methods  of  further  control. 

CONCLUSIONS 

The  tuberculosis  program  should  include  an 
observation  hospital  for  the  early  diagnosis,  dis¬ 
pensaries  for  the  identification  of  suspected  cases, 
and  follow-up  of  cases  on  home  treatment. 
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The  technic  of  the  diagnosis  should  not  be 
left  to  the  dispensary  or  clinic,  but  should  he  the 
responsibility  of  the  observation  ward  hospital. 

Home  treatment  as  at  present  carried  out  sel¬ 
dom  realizes  its  purpose  in  being  effective.  It 


should  be  a  continuation  of  sanatorium  care,  plus 
home  environment.  The  proper  co-ordination  of 
the  four  stages  in  the  treatment  of  the  tuber¬ 
culous  will  aid  materially  in  the  death  rate 
reaching  still  lower  levels. 


CULTS'^ 

By  M.  a.  Stern^  M.D. 
Sioux  Falls,  South  Dakota 


There  always  have  been,  and  always  will  be 
cults  differing  from  scientific  medicine.  In  the 
past  these  organizations  have  succeeded  well  for 
a  few  years,  and  then  have  gradually  waned, 
finally  passing  into  near  oblivion.  They  have 
served  their  purpose ;  and  scientific  medicine,  as 
we  know  it,  has  learned  something  from  them. 

The  public  divides  the  healing  art  into  two 
general  classes : 

1.  Drugless,  as  opposed  to 

2.  Medicine  and  surgery. 

INDIVIDUAL  M.d's  AND  IDIVIDUAL  CULT  MEMBERS 

The  existence  of  cult  members  is  unpleasant 
to  most  physicians,  but,  in  all  fairness,  a  man 
well  qualified  in  medicine  should  be  able  to  ig¬ 
nore  the  presence  of  a  six,  twelve,  or  eighteen 
months’  graduate  of  a  commercial  school.  Indi¬ 
vidual  M.D.’s  who  are  not  able  to  hold  their 
clientele  against  the  ever-increasing  numbers  of 
the  drugless  cults,  should  realize  that  there  is 
something  lacking  in  their  service  to  the  public, 
and  should  spur  themselves  to  better  understand¬ 
ing  of  public  psychology. 

ORGANIZED  CIIIROS  AND  MEDICINE 

What  makes  some  cults  particularly  objection¬ 
able  is  that,  not  satisfied  with  proselytizing  for 
patients,  they  are  conducting  an  organized  attack 
on  scientific  medicine.  By  syndicated  advertis¬ 
ing  they  are  arousing  prejudice  and  creating  op¬ 
position  to  standard  scientific  procedures.  That 
this  ])ro])aganda  is  false  and  misleading  it  matters 
not  so  long  as  it  creates  opposition  to  doctors 
and  medicine.  When  this  is  brought  to  the  at¬ 
tention  of  physicians,  they  are  apt  to  assert  that 
these  drugless  cults  will  die  out,  as  other 
cults  have  in  the  past.  This  can  only  be  a  matter 
of  opinion.  We  have  never  had  a  cult  propagat¬ 
ing  itself  by  syndicated  advertising.  The  largest 
])ercentages  of  disease  are  self-limiting.  I  firmly 
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believe  we  shall  see  the  pseudo-doctors  continu¬ 
ing  to  treat  this  class  of  cases  and  neurotics,  in 
the  meantime  spreading  a  harmful  propaganda 
that  will  eventually  be  manifest  in  harmful  and 
foolish  legislation.  As  Doctors  come  in  contact 
largely  with  patients  who  are  friendly  to  medi¬ 
cine,  and  visit  only  those  that  employ  physicians, 
they  are  unaware  of  the  tremendous  growth  of 
the  drugless  cults,  amounting  in  certain  locali¬ 
ties  to  an  unfavorable  public  opinion  against 
medicine. 

LEGISLATION  AND  ORGANIZED  MEDICINE 

Already  many  state  legislatures  are  hostile  to 
organized  medicine.  The  cults  by  pernicious 
propaganda  have  created  a  public  sentiment 
strong  enough  to  select  senators  and  representa¬ 
tives  friendly  to  special  cult  legislation  and  hos¬ 
tile  to  anything  sponsored  by  medicine.  In  one 
Northwestern  state  the  sentiment  against  medi¬ 
cine  was  so  strong  that  any  bill  prepared  by  the 
State  Board  of  Health  was  impossible  of  passage 
regardless  of  its  merit.  It  was  necessary  to  ask 
the  State  Board  of  Health,  or  its  friends,  to  re¬ 
frain  from  introducing  the  bill  for  the  mainten¬ 
ance  of  the  State  tuberculosis  sanatoriums. 

At  every  legislature  bills  are  coming  up  to 
license  the  uneducated  to  practice  surgery.  In 
South  Dakota,  at  last  session,  a  bill  was  intro¬ 
duced  to  declare  all  hospitals  public  institutions, 
and  open  them  to  all  healing  arts.  What  then 
is  to  become  of  all  our  constructive  legislation 
on  public  health,  our  efforts  on  hospital  standard¬ 
ization,  our  efforts  to  better  medical  education. 
Not  only  this:  if  the  public  sentiment  becomes 
too  unfavorable,  this  very  sentiment  will  pack 
our  legislatures  with  enemies  who  will  enact  re¬ 
pressive  and  harmful  laws  and  may  try  to  legis¬ 
late  us  out  of  existence.  In  the  past  our  experi¬ 
ence  with  other  cults  has  taught  us  to  maintain 
a  dignified  silence,  and  that  only  time  was  neces¬ 
sary  for  the  right  to  triumph  over  error  and  fool¬ 
ishness.  It  is  now  time  to  depart  from  this  tradi- 
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tion.  Changing  conditions  have  made  it  impera¬ 
tive  that  scientific  medicine  create  a  favorable 
])nhhc  sentiment.  The  value  of  the  good  wishes 
of  the  general  public  are  appreciated  by  such 
corporations  as  the  American  Telephone  and 
Telegraph,  various  railroads,  and  even  the  Gov¬ 
ernment  itself,  as  witnessed  by  their  respective 
publicity  campaigns.  Now  it  is  necessary  to 
reach  the  whole  public,  remembering  that  psy¬ 
chologists  tell  us  from  their  Army  experience  that 
43  per  cent  of  our  population  is  below  the  normal 
mental  average.  It  must  be  remembered,  also, 
that  this  43  per  cent  has  the  vote  as  well  as  the 
25  per  cent  of  average  intelligence  and  the  32 
per  cent  of  higher  intelligence.  Now,  the  way 
to  reach  this  public  (the  voters)  is  through  the 
newspapers.  The  A.  M.  A.  has  done,  and  is 
doing,  a  wonderful  constructive  work  for  public 
and  Doctors  by  grading  Medical  .schools,  ex¬ 
posing  fakers  and  fake  medicine,  and  encourag¬ 
ing  public-health  work,  and  is  worthy  of  every 
Doctor’s  whole-hearted  support  for  this  reason ; 
but  the  time  has  come  to  take  on  the  burden  of 
a  nationally  conducted  educational  propaganda 
about  scientific  medicine,  the  same  to  be  run  in 
the  daily  papers.  As  a  suggestion  : 

1.  The  medical  journals  to  run  an  ap])eal  for 
funds,  the  purpose  and  manner  of  expenditure  to 
be  explained  in  advertisement,  and  ask  for  vol¬ 
untary  contributions. 

2.  The  employment  of  a  professional,  tactful 


publicity  manager,  who  can  make  the  suitable 
educational  matter  sink  into  the  average  public 
mind.  This  man  to  be  under  and  advised  by  the 
publicity  committee. 

3.  This  propaganda  to  consist  of  popular 
articles  on — 

a.  Constructive  work  of  A.  M.  A. 

b.  Necessity  of  making  a  diagnosis  before 

treatment  can  be  instituted. 

c.  A  talk  on  reason  of  medical  ethics ;  how  it 

protects  public. 

d.  Talk  on  the  humanitarian  side  of  medicine. 

e.  Recent  scientific  advances  and  improvement 

in  public  health. 

4.  This  to  appear  in  Sunday  editions  of  news- 
pai)ers  through  the  country,  planned  geograph¬ 
ically,  and  to  continue  for  at  least  six  months. 

This  will  require  a  considerable  sum  of  money, 
but  if  the  a])peal  be  properly  made  with  the  as¬ 
sistance  of  local  and  State  societies  and  indivi¬ 
duals,  it  is  probable  under  existing  circumstances 
that  the  money  can  be  raised,  at  least  enough  for 
a  start. 

If  i)roperly  conducted,  this  educational  work 
should  result  in : 

1.  Creating  a  favorable  public  opinion. 

2.  It  will  create  a  better  feeling  among  edi¬ 
tors  toward  organized  medicine. 

3.  It  will  counter  cult  propaganda. 

4.  It  will  help  individual  M.D.’s. 

5.  It  will  forestall  hostile  legislation. 


A  CASE  OF  GRADENIGO’S  SYNDROM  COMPLICATING  MASTOIDITIS* 

Ry  Kp:nni-:tii  A.  Phelps,  M.D.,  F.A.C.S. 

Instructor  in  OjilitlialinoloKy  and  Oto-Larynsology,,  University  of  Mimufota 
IM  I N  N  E A POLI S,  M I N  NESOTA 


Gradenigo  described  a  synqitom  complex  in 
1904  which  is  now  called  Gradenigo’s  .Syndrome 
or  Triad.  It  consists  of  (T  )  acute  otitis  metlia, 
with  or  without  suppuration  and  with  or  with¬ 
out  mastoiditis;  (2)  isolated  paralysis  of  the 
sixth  cranial  nerve  on  the  side  corresponding 
to  the  diseased  ear;  (3)  intense  and  unusually 
persistent  pain  located,  not  as  ordinarily,  in  the 
mastoid  region,  but  in  the  frontal,  temporal, 
and  parietal  region  of  the  same  side. 

*  The  following  case  is  a  clean-cut  example: 

Taul  Scheffer,  aged  six,  first  came  to  the  oifice 
April  23,  1923.  One  month  before,  he  had  had  a  se¬ 
vere  coryza,  which  gradually  cleared  up,  leaving  him 

’Presented  before  the  Minnesota  Neurological  Society, 
September  25,  1923. 


with  a  slight  cough.  Two  weeks  later  he  developed 
a  double  otitis  media,  and  both  drums  were  incised 
by  his  local  doctor.  The  right  drained  for  only 
five  days,  while  the  left  still  drains.  He  has  pain 
in  the  left  ear  at  times  now,  he  is  irritable,  restless, 
sleeps  little  and  appetite  is  poor.  He  has  lost  con¬ 
siderable  weight. 

Examination  shows  that  the  right  ear  drum  has 
a  small  perforation,  through  which  a  drop  of  pus 
can  be  seen.  The  left  canal  is-  full  of  pus,  the  pos¬ 
terior  canal  wall  is  slightly  edematous,  and  there 
is  a  large  perforation  in  the  bulging  drum,  through 
which  pulsating  pus  can  be  seen.  The  mastoid  tip 
is  tender  on  deep  pressure,  but  no  edema  is  jiresent 
over  this  bone.  The  tonsils  and  adenoids  are  clean¬ 
ly  removed.  The  nasal  sinuses  transilluminate 
brightly;  white  blood  count,  16,900;  temperature, 
100.°  X-ray  plates  of  the  mastoids  were  made, 
and  showed  well-developed  pneumatization  and  al- 
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most  no  bone  destruction.  It  was  decided  to  open 
the  left  drum  Avider  and  to  wait  a  few  days,  hoping 
that  llic  condition  would  clear  uj). 

During  these  days  the  ntastoid  tenderness  de¬ 
creased,  the  temperature  stayed  about  the  same,  as 
did  the  white  blood  count,  and  the  discharge  from 
the  ear  persisted.  He  complained  of  severe  pain  in 
and  around  the  left  eye,  and  would  cry  hours  at 
a  time  with  it,  and  during  the  night  he  hardly  slept. 
The  usual  drugs  failed  to  ciuict  him,  and  he  was 
given  morphia  with  temporary  results.  Examina¬ 
tion  of  the  eye  was  quite  negative.  No  signs  of 
meningitis  were  noticeable.  Operation  was  decided 
upon,  and  a  very  extensive  simple  mastoidectomy 
was  done.  The  cells  Averc  all  necrotic,  hut  the  septa 
were  distinct,  as  the  a'-ray  had  shown;  no  free  pus 
Avas  found,  hut  the  hone  Avas  rotten.  Culture  shows 
streptococcus  mucosus.  The  cells  over  the  sinus 
and  in  the  zygoma  were  badly  involved.  A  little 
dura  was  exposed,  and  it  appeared  healthy. 

The  next  few  days  following  the  operation  there 
was  no  relief  from  the  pain  in  the  left  eye;  he  cried 
all  night  in  the  hospital,  and  morphia  gave  hut  little 
aid.  On  the  fourth  day  after  the  operation  a  com¬ 
plete  paralysis  of  the  left  sixth  nerve  appeared;  no 
diplopia  could  he  demonstrated,  however.  His  pain 
now  spread  so  as  to  involve  the  whole  left  side 
of  his  face,  his  check  Avas  very  sensitive  to  touch, 
he  could  not  chew  nor  could  he  brush  his  teeth  be¬ 
cause  of  pain.  The  condition  of  his  middle  ear 
improved,  and  the  mastoid  Avound  was  healing  nicely, 
though  he  still  had  a  temperature  hetAveen  99°  and 
100°  CA^ery  day. 

CroAve’s  sign  for  thrombosis  of  the  sinus  was  neg¬ 
ative;  blood  culture  was  negatiA'c;  fundus  uegatiA-e; 
Avhite  blood  count,  14,000,  or  some  loAver  than  be¬ 
fore  the  operation.  No  signs  of  meningitis. 

The  severeness  of  his  headaches  seemed  to  let 
up  at  times  so  that  he  Avas  not  in  constant  pain, 
but  every  night  he  would  lie  awake  crying  for 
hours.  This  state  of  affairs  kct)t  up  for  three  weeks 
after  the  operation,  when  his  headaches  became 
much  better.  Soon  he  had  no  pain  whatsoever; 
the  middle  ear  and  the  mastoid  were  both  in  good 
sha])e,  hut  the  paralysis  of  the  sixth  nerve  per¬ 
sisted.  One  month  later,  being  about  three  months 
from  the  onset  of  the  otitis  media,  he  rc])ortcd  for 
examination.  He  Avas  feeling  fine  generally,  the 
middle  car  was  dry,  and  the  mastoid  Avound  Avas 
healed. 

He  could  hear  Avhis])ers  at  normal  distance;  vision 
each  eye  20/20,  and  the  external  rectus  of  the  left 
eye  functions  nearly  normally,  rotation  of  the  cor¬ 
neal  margin  laterally  nearly  to  the  external  canthus, 
but  when  he  looks  straight  ahead  there  is  a  slight 
convergence  of  the  left  eye. 

This  case  is  unusual  in  that  the  hemicrania 
developed  so  long  before  the  paralysis  and  per¬ 


sisted  for  such  a  long  time  (three  Aveeks  after 
o])eration),  and  tliat  the  paralysis  developed 
after  thd  oi)eration  and  i)roduced  no  diplopia. 
Lf.sually  the  pain  ceases  soon  after  the  operation. 

A  review  of  the  anatomy  of  the  tip  of  the 
[)etrous  hone  will  make  the  relation  of  the  ear 
condition  to  the  sixth  nerve  paralysis  more  clear. 
Perkins  gives  it  as  follows ;  “There  is  a  spine 
on  the  posterior  superior  border  of  the  petrous 
portion  of  the  temporal  bone  extending  toward 
the  clinoid  process.  The  petrosphenoidal  liga¬ 
ment  is  a  thick  fibrous  band  extending  from  it 
to  the  posterior  clinoid  process.  Beneath  this 
bridge  the  inferior  petrosal  sinus  joins  the  pos¬ 
terior  end  of  the  cavernous  sinus,  and  the  sixth 
nerve  lies  external  to  the  sinus.  Here  it  has 
its  most  important  relation  to  the  temporal  bone. 
Narrowing  of  this  canal  causes  pressure  on  the 
sixth  nerve.  The  Gasserion  ganglion  lies  in 
Meckel’s  dural  cavity,  and  rests  in  a  depression 
on  the  anterior  superior  aspect  of  the  petrous 
pyramid,  so  a  process  afifecting  the  sixth  nerve 
would  be  likely  to  affect  the  Gasserion  ganglion 
also.” 

Gradenigo  believes  the  ])aralysis  of  the  sixth 
nerve  in  these  cases  is  due  to  a  meningitis  at 
the  tip  of  the  os  pertrosum ;  others  think  it 
is  caused  by  an  inflammatory  edema  and  venous 
stasis  in  Dorello’s  canal.  Toxins  play  a  part 
by  being  distributed  in  the  neighborhood,  so 
when  pus  is  dammed  back  the  paresis  increases, 
just  as  the  optic  nerve  is  affected  by  nasal  sinus 
disease. 

Gradenigo’s  syndrome  may  appear  during  a 
course  of  a  simple  otitis  media  and  may  clear 
up  without  any  surgical  intervention.  The  pare¬ 
sis  of  the  sixth  neiwe  is  not  an  indication  for 
operation,  hut  the  persistence  of  pain  is  usually 
considered  to  be.  It  also  may  accompany  the 
more  serious  comi)lications  of  otitis  media,  such 
as  thromhosis  of  the  jugular  hull)  or  petrosal 
sinus,  lahyrinlhitis,  brain  abscess,  or  meningitis 
located  at  the  tip  of  the  petrous  ])ortion.  A 
skull  fracture  at  this  same  point  may  proiluce 
a  paralysis  of  the  abducens. 

Statistics  show  that  in  about  80  per  cent  of 
the  cases  there  is  recovery  from  the  paralysis 
of  the  sixth  nerve. 
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THE  CLINICAL  LABORATORY:  IX.  BLOOD* 

By  Walter  E.  King,  A.M.,  M.D. 

SAINT  PAUL,  MINNESOTA 


RED  BLOOD  CELLS  OR  ERYTHROCYTES 

The  diameter  of  the  adult  normal  red  cell  is 
from  6  to  9  microns.  Such  cells  are  called 
normocytes.  Microcytes  are  those  red  cells  less 
than  6  m.  in  diameter,  while  macrocytes  are 
those  over  9  m.  in  diameter.  Megalocytes  refer 
to  non-nucleated  red  cells  over  16  m.  in  diameter. 

Red  cells  of  irregular  size  are  called  anisocytes ; 
and  the  condition  shown  by  extreme  variation  in 
the  size  of  the  red  cells  is  designated  as  aniso- 
cytosis.  Red  cells  of  irregular  size,  are  found 
in  the  anemias,  infectious  processes,  and  other 
conditions.  Poikilocytes  refer  to  deformed  red 
cells  and  the  presence  of  such  distorted  erythro¬ 
cytes  is  designated  as  poikilocytosis. 

The  red  blood  cells  are  produced  in  the  body, 
perform  their  function,  die,  and  disappear. 
Their  life  history  is  imperfectly  understood. 
During  embryonic  life,  nucleated  red  cells  are 
produced  in  spleen  and  red  bone  marrow.  In 
the  fetus  all  of  the  red  cells  are  nucleated 
especially  during  the  first  few  months  of  gesta¬ 
tion.  These  nucleated  cells  gradually  diminish 
in  number  and  at  birth  almost  all  have  disap¬ 
peared.  In  new-born  infants,  especially  those 
born  before  term,  nucleated  red  cells  may  be 
found  without  difficulty.  During  late  infancy, 
in  childhood  and  in  adult  life,  nucleated  red  cells 
afford  evidence  of  the  presence  of  a  pathological 
condition.  The  nucleated  red  blood  corpuscle 
of  normal  size  is  called  normoblast.  These  cells 
are  found  in  various  types  of  anemia,  due  to 
hyperactivity  of  the  bone  marrow.  Microblasts 
refer  to  nucleated  red  cells  smaller  than  the 
normal ;  while  macroblasts  or  megaloblasts  are 
those  which  are  over  10  m.  to  14  m.  in  diameter. 
The  appearance  of  normoblasts  in  the  anemias 
is  the  natural  result  of  the  activities  of  blood- 
cell-forming  organs,  in  attempting  to  replenish 
the  blood.  In  given  cases  of  pernicious  anemia, 
an  unfavorable  prognosis  is  afforded  when  no 
normoblasts  can  be  found. 

Megaloblasts  iisually  indicate  an  anemic  con¬ 
dition  of  severe  type.  Their  appearance  in  the 
blood  stream  shows  that  the  natural  development 
of  red  cells  is  becoming  exhausted.  They  are 
usually  found  in  cases  of  severe  anemia,  ad¬ 
vanced  anemia,  and  in  acute  leukemias.  Infre- 

♦This  is  the  ninth  of  a  series  of  articles  by  Dr.  King 
on  the  Clinical  Laboratory. 


quently  they  are  present  in  cases  of  chlorosis  and 
secondary  anemias. 

POLYCHROMATOPIIYLIA 

Normal  red  cells  contain  no  granular  forma¬ 
tions.  In  certain  pathological  conditions,  some 
abnormal  red  cells  show  darkly  stained  granules. 
This  condition  is  called  polychromatophylia.  In 
specimens  of  blood  from  pathological  conditions, 
when  nucleated  red  cells  are  found,  polychro¬ 
matophylia  is  usually  an  accompanying  feature. 
Such  abnormal  cells  are  found  in  the  leukemias, 
malaria,  pernicious  anemia,  in  certain  cases  of 
chemical  poisoning,  and  occasionally  in  some 
other  conditions.  The  appearance  of  punctate 
dark-blue  gramdes,  usually  designated  as  “bas¬ 
ophilic  stippling,”  is  regarded  as  a  sign  of  severe 
anemia,  lead  poisoning,  and  malaria.  Very  in¬ 
frequently  basophilic  stippling  may  be  found  in 
the  leukemias  and  in  cancer  cachexias. 

LEUKOCYTES,  POLYMORPHONUCLEAR 

Polymorphonuclear  leukocytes  vary  in  size, 
and  the  average  number  in  normal  blood  is  65 
per  cent  to  72  per  cent.  The  nuclei  may  be 
separated  or  characterized  by  slight  bands  form¬ 
ing  two  or  three  lobes.  The  polymorphonuclear 
leukocytes  make  up  the  greater  part  of  the 
phagocytes  which  infest  and  destroy  bacteria 
and  other  foreign  substances.  The  polynuclears 
constitute  the  so-called  “pus  cells.”  Polymor¬ 
phonuclear  leukocytes  are  increased  in  inflam¬ 
matory  conditions  accompanied  by  suppuration, 
after  hemorrhage,  in  eclampsia,  and  in  certain 
specific  infectious  diseases,  such  as  erysipelas, 
diphtheria,  scarlet  fever,  smallpox,  and  menin¬ 
gitis.  This  condition  is  also  found  after  the  ad¬ 
ministration  of  quinine,  salicylates,  potassium 
chlorate,  ether  and  chloroform  inhalations. 

SMALL  LYMPHOCYTES 

These  are  nearly  round,  containing  an  oval 
nucleus,  which  fills  the  greater  part  of  the  cell. 
These  constitute  about  20  per  cent  to  26  per 
cent  of  the  total  leukocytes  in  normal  blood. 

Lymphocytosis,  or  increase  in  lymphocytes, 
may  occur  in  lymphatic  leukemia,  in  chronic  in¬ 
fectious  diseases,  pernicious  anemia,  splenic  ane¬ 
mia,  exophthalmic  goiter,  cirrhosis  of  the  liver, 
and  congenital  syphilis.  Lymphocytosis  is  often 
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found  in  underdeveloped  and  poorly  nourished 
children,  also  in  rickets.  An  increased  number 
of  lymphocytes  is  found  in  certain  infectious 
diseases,  such  as  pertussis,  typhoid  fever,  mea¬ 
sles,  influenza  and  acute  tuberculosis. 

LARGE  LYMPHOCYTES 

These  possess  the  same  characteristics  as  the 
small  lymphocytes,  except  they  are  larger.  The 
normal  percentage  of  large  lymphocytes  is  about 
5  per  cent  to  9  per  cent.  The  large  lymphocytes 
are  sometimes  increased  in  the  same  pathological 
conditions  as  noted  above,  under  small  lympho¬ 
cytes. 

The  large  mononuclear  leukocytes  are  the 
largest  white  cells  of  normal  blood.  The  average 
number  in  normal  blood  is  about  1  per  cent  to 
2  per  cent.  The  nuclei  are  usually  oval  and 
occupy  only  a  part  of  the  cell.  The  protoplasm 
is  slightly  basophilic.  Large  mononuclear  leuko¬ 
cytes  may  he  found  in  certain  cachexias,  Hodg¬ 
kin’s  disease  and  lymphosarcoma. 

TRANSITIONAL  FORMS 

These  are  large  white  cells  in  which  the  nuclei 
are  horseshoe  in  shape.  They  comprise  about 
1  per  cent  to  5  per  cent  of  the  total  number 
of  leukocytes  in  normal  blood.  They  are  re¬ 
garded  as  the  mature  forms  of  the  large  mononu¬ 
clear  leukocytes. 

EOSINOPHILES  OR  POLYNUCLEAR  EOSINOPHILIC 
LEUKOCYTES 

The  average  number  in  normal  blood  is  0.5 
per  cent  to  3  per  cent.  The  body  of  the  cell 
is  filled  with  distinctly  bright-red  granules.  These 
cells  possess  very  active  ameboid  movement. 
Eosinophilia,  or  an  increase  in  eosinophiles,  is 
found  in  the  following  conditions :  parasitic  in¬ 
festation,  such  as  trichinosis,  filariasis,  echin- 
ococcic  cyst,  ascaris,  and  hook  worm,  in  bronchial 
asthma,  in  certain  skin  diseases,  such  as  herpes 
zoster,  psoriasis  and  pemphigus,  in  certain  in¬ 


fectious  diseases  as  gonorrhea,  (slight  increase, 
especially  when  posterior  urethra  is  involved,) 
scarlet  fever,  in  some  cases  of  tuberculosis  and 
in  myelogenous  leukemia. 

BASOPHILIC  LEUCOCYTES  OR  MAST  CELLS 

These  are  smaller  than  polynuclear  leucocytes. 
They  contain  large  granules  which  take  an  in¬ 
tense  basic  blue  stain.  Mast  cells  in  normal 
blood  average  less  than  1  per  cent  of  the  total 
number  of  leucocytes. 

Basophile  leucocytosis  is  found  in  myelogenous 
leukemia.  Wood*  reports  a  case  of  myelogen¬ 
ous  leukemia  in  which  the  mast  cells  formed  10 
to  15  per  cent  of  the  total  leucocytes.  An  in¬ 
creased  number  of  basophilic  leucocytes  is  one 
expression  of  disturbed  tissue  nutrition.  It  is 
claimed  that  a  large  number  of  mononuclear 
basophiles  are  frequently  present  in  cases  of 
tuberculosis,  syphilis,  tumors,  and  skin  condi¬ 
tions  presenting  lesions. 

ABNORMAL  LEUCOCYTIC  FORMS 

Leucocyte  Degeneration. — Usually  when  leuco¬ 
cytosis  is  present  there  is  also  found  evidence 
of  destruction  of  leucocytes  in  the  circulation. 
This  is  seen  in  a  variety  of  pathological  con¬ 
ditions.  Degenerated  leucocytes  can  be  differ¬ 
entiated  without  difflculty  from  normal  leuco¬ 
cytes  which  have  collapsed  or  bursted  as  the 
result  of  too  much  pressure  in  making  the  blood 
smear,  or  on  account  of  some  other  physical 
condition.  The  evidences  of  leucocyte  degenera¬ 
tion  are  breaking  of  the  walls  of  leucocytes, 
swelling  of  the  cells,  fading  and  shrinking  of 
the  nuclei.  Leucocytes  may  undergo  acute  or 
chronic  degeneration.  The  acute  degeneration 
of  leucocytes  has  been  found  in  severe  infections, 
such  as  diphtheria,  acute  bacteriemia,  typhoid 
fever,  and  severe  anemias. 

Chronic  leucocyte  degeneration  occurs  in  such 
diseases  as  the  leukemias,  especially  myelogenous 
leukemia  and  in  the  anemias.  (Wood.*) 
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MINNEAPOLIS  CLINIC  WEEK 

The  Journal-Lancet  calls  its  readers’  atten¬ 
tion  again  to  the  dates  of  the  Minneapolis  Clinic 
Week, — May  6,  7,  8,  and  9.  Headquarters  are 
to  be  at  the  Radisson  Hotel.  It  is  probable  that 
the  dry  clinic  will  be  held  in  a  neighboring  audi¬ 
torium  where  there  will  be  ample  room  to  ac¬ 
commodate  all  in  attendance. 

The  “dry  clinic”  will  be  made  up  exclusively 
of  “dry  clinics.”  There  still  seems  to  be  some 
confusion  as  to  what  a  “dry  clinic”  is.  We  hesi¬ 
tate  to  re-iterate,  but  must  do  so.  A  “dry  clinic” 
consists  of  the  exhibition  of  a  patient  on  the 
stage  before  the  audience,  when  a  full  de¬ 
scription  of  the  patient’s  history,  both  family  and 
personal,  is  given,  as  well  as  a  detailed  account 
of  the  symptoms  complained  of,  and  the  diag¬ 
nosis  is  finally  arrived  at  by  the  attending 
physician  or  surgeon, — a  typical  diagnostic  clinic. 
The  patient  will  have  no  operation  performed  on 
him  at  the  “dry  clinic”  on  Tuesday  and  Wednes¬ 
day  ;  he  may  become  an  operable  case  for  the  sur¬ 
geon  on  Thursday  or  Friday,  consequently  he 
may  pass  from  the  “dry  clinic”  period  to  the 
“wet  clinic”  period.  The  ’’dry  clinic,”  again, 
may  represent  a  surgical  case  for  diagnosis,  or 
may  represent  a  medical  case  in  which  an  analy¬ 
sis  of  the  symptoms  and  examination  of  available 
disordered  organs  will  be  made.  Comments  and 
discussion  will  be  invited  by  the  clinicians. 


It  has  been  suggested,  too,  that  perhaps  some 
clinicians  in  the  country  are  anxious  to  avail 
themselves  of  the  clinic;  examinations  on  the 
“dry  clinic”  days  or  the  clinic  examinations  that 
will  be  given  in  the  Minneapolis  Health  Expo¬ 
sition.  This  is  a  new  feature  in  Minneapolis 
Clinic  Week. 

Again  we  call  attention  to  the  annual  banquet 
of  the  Hennepin  County  Medical  Society  to  be 
held  Wednesday  evening.  May  7,  at  the  Radi¬ 
sson  Hotel,  and  the  promise  is  that  we  shall  have 
a  really  good  dinner,  and  also'  to^  the  annual  ban¬ 
quet  of  the  Oto-Laryngological  Society  to  be 
given  on  another  evening. 

One  other  feature  which  has  been  discussed 
and  will  be  carried  out  is  that  the  President  of 
the  Hennepin  County  Medical  Society,  Dr.  C.  B. 
Wright,  will  issue  an  invitation  to  all  the  presi¬ 
dents  and  secretaries  of  local  societies  through¬ 
out  the  state  to  meet  during  Clinic  Week  at  an 
appointed  time,  which  will  be  made  convenient 
for  those  in  attendance,  to  discuss  medical  so¬ 
ciety  problems,  how  interest  can  be  stimulated, 
and  the  best  methods  of  presenting  either  cases 
or  papers  successfully.  This  appears  to  be  a 
very  good  proposition,  and  it  is  hoped  that  all 
the  men  who  are  invited  will  accept,  and  there¬ 
by  profit  not  only  from  the  meeting  but  from 
Clinic  Week  in  particular,  and  will  also  avail 
themselves  of  the  opportunity  to  attend  the 
Health  Exposition  which  promises  to  be  one  of 
the  biggest  affairs  that  Minneapolis  has  ever 
attempted.  The  Health  Exposition  is  to  be  held 
at  the  Armory,  a  building  large  enough  for 
hundreds  of  health  exhibits  and  thousands  of 
people. 

THE  55th  MEDICAL  ANNIVERSARY  OF 
DR.  A.  W.  ABBOTT,  OF  MINNEAPOLIS 

A  complimentary  dinner  was  given  Dr.  and 
Mrs.  Abbott  at  the  Minneapolis  Club  on  Satur¬ 
day,  March  1.  There  were  approximately  one 
hundred  doctors  and  their  wives  in  attendance. 
The  dinner  was  informal,  but  the  tables  were 
beautifully  decorated  with  flowers  sent  in  by 
the  Abbott  Hospital  Alumnae.  Dr.  Abbott,  being 
the  honor  guest,  sat  at  the  head  of  the  table, 
surrounded  by  his  friends.  It  was  first  arranged 
that  no  after-dinner  speeches  be  permitted,  prob¬ 
ably  on  the  ground  that  some  one  has  been  trying 
to  pass  a  law  in  the  legislature  abolishing  after- 
dinner  speaking,  which,  in  many  instances,  would 
be  a  very  good  law.  But  the  case  of  Dr.  Abbott 
prevailed  too  strongly  for  any  such  violence  of 
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the  proprieties  'or  any  such  custom,  and  his 
friends  insisted  upon  some  testimonials  being 
given  Dr.  Abbott.  This  was  done  by  five  or  six 
medical  men  who  have  known  Dr.  Abbott  for 
many  years,  and  by  one  or  two  lay  friends  who 
have  known  him  for  a  long  time. 

Dr.  Abbott  was  born  in  India ;  his  parents 
were  missionaries  there  at  the  time,  but  really 
residents  of  the  United  States.  Dr.  Abbott 
studied  at  Phillips  Academy  at  Andover,  Mass., 
and  at  Dartmouth  College;  he  was  later  a  stu¬ 
dent  and  a  graduate  of  the  College  of  Physicians 
and  Surgeons  of  New  York. 

Dr.  ^  Abbott  was  with  the  New  Hampshire 
Infantry  during  the  Civil  War,  and  was  made 
prisoner,  but  it  meant  nothing  in  his  young  life 
at  that  time  and  nothing  at  the  present  time. 
Dr.  Abbott  came  to  Minneapolis  forty-seven 
years  ago,  and  had  practiced  in  some  other  part 
of  the  country  for  the  preceding  seven  years.  , 
Dr.  Abbott  with  his  classical  white  hair  has  al¬ 
ways  been  a  conspicuous  figure  in  Minneapolis, 
as  he  was  white-headed  when  he  was  eighteen 
years  of  age,  and  as  far  as  the  writer  knows 
neither  he  nor  Dr.  Abbott  has  changed  a  hair 
in  all  the  years  they  have  been  friends. 

Dr.  Abbott  is  the  embodiment  of  the  true 
theory  of  re- ju venation,  not  the  kind  that  is  tittled 
-tattled  in  the  daily  press  or  in  the  novels  of 
to-day,  but  the  real  kind  in  which  a  man  works, 
maintains  his  interest  in  youthful  activities,  as¬ 
sociates  with  younger  men,  and  his  interests  are 
so  diversified  that  he  forgets  the  passing  years, 
and  does  not  grow  old.  In  fact  he  never  has 
been  un-rejuvenated.  He  is  always  cheerful 
optimistic,  and  helpful,  and  encouraging,  not  only 
to  his  patients,  but  to  the  younger  men  in  the 
profession,  so  that  everyone  looks  up  to  him  as 
a  man  and  as  an  example,  the  ideal  medical  prac¬ 
titioner  who  carries  comfort  and  confidence  with 
him  to  all  the  sick  and  ailing.  He  is  really,  by 
experience  in  the  various  branches  of  medicine, 
a  real  neuropsychiatrist,  whether  he  likes  to  be 
called  by  that  name  or  not  we  do  not  know,  but 
he  has  that  wonderful  understanding  of  people 
and  their  conditions,  both  nervous  and  mental, 
as  well  as  of  their  bodily  infimities. 

Dr.  Abbott  helped  to^  found  the  Minnesota 
College  Hospital  in  1884,  and  has  been  identified 
with  the  gradual  growing  out  of  the  Minnesota 
College  Hospital  into  what  is  now  the  Medical 
School  of  the  University  of  Minnesota.  He 
taught  in  the  school  for  many  years  and  gave  up 
his  connection  with  it  only  a  comparatively  few 
years  ago. 


The  Journal-Lancet  and  all  its  friends  ex¬ 
tend  to  Dr.  Abbott  their  heartiest  congratula¬ 
tions — to  him  both  as  a  man  and  as  a  physician. 


MISCELLANY 


RESOLUTIONS  OF  RESPECT* 

OZIAS  STEPHEN  CHAPMAN,  1839-1924 

Ozias  Stephen  Chapman  was  born  at  Niagara 
Falls,  N.  Y.,  March  11,  1839,  the  son  of  Gardner  S. 
and  Amanda  R.  (Judd)  Chapman,  and  died  at  his 
home  in  Minneapolis,  February  6,  1924.  The  Chap¬ 
man  family  came  from  England  in  the  17th  century 
and  the  Judd  family  came  from  England  in  1634, 
and  has  contributed  a  number  of  important  names 
to  the  early  history  of  the  United  States.  Two 
brothers  of  Dr.  Chapman  also  served  in  the  Civil 
War,  and  when  the  Grand  Army  of  the  Republic 
met  in  Minneapolis  in  1884  all  three  brothers 
marched  in  the  parade. 

Dr.  Chapman  went  to  high  school  in  Lockport, 
N.  Y.,  and  started  his  medical  studies  at  the  Uni¬ 
versity  of  Michigan  in  1859.  He  entered  the  Union 
Army  before  his  course  was  completed.  He  was 
appointed  a  hospital  steward,  U.  S.  A.,  by  the  Secre¬ 
tary  of  War,  and  had  supervision  over  a  large  army 
hospital  in  Cincinnati,  Ohio.  While  there  he  con¬ 
tinued  his  medical  studies  at  Miami  Medical  College 
and  was  graduated  in  1865. 

In  1867  Dr.  Chapman  moved  to  Kansas  City,  Mo., 
where  he  remained  until  he  moved  to  Spencer,  Mass. 
After  practicing  there  six  years  he  w'ent  abroad  and 
came  to  Minneapolis  afterwards,  where  he  lived 
until  his  death.  From  his  coming  here  in  1881  until 
about  eight  years  before  his  death  he  practiced  and 
served  as  one  of  the  local  surgeons  of  the  Northern 
Pacific  Beneficial  Association,  organized  and  sus¬ 
tained  by  the  Northern  Pacific  Railroad. 

Dr.  Chapman  was  a  member  of  the  Hennepin 
County  Medical  Society  and  served  as  a  member 
of  the  Board  of  Censors  for  a  number  of  years. 

In  1873  Dr.  Chapman  married  Miss  Adelaide  C. 
Heyworth,  of  Peru,  N.  Y.  Two  children  were  born 
to  them,  one  of  whom  died  in  infancy.  The  sur¬ 
viving  daughter,  Mrs.  Starr  King  Sterling,  of  Minne¬ 
apolis,  died  only  two  weeks  before  her  father,  leav¬ 
ing  an  infant  daughter. 

Dr.  Chapman  was  vitally  interested  in  all  public 
questions  of  the  day  and  was  a  member  of  the  Re¬ 
publican  party.  He  belonged  to  the  Congregational 
Church  in  which  organization  he  took  an  active 
part.  He  was  associated  with  the  John  A.  Rawlins 
Post,  G.  A.  R.,  of  Minneapolis,  and  a  member  of 
the  Ancient  Order  of  United  Workmen. 

In  his  long  and  useful  life  Dr.  Chapman  had  seen 
the  development  of  great  inventions  and  discoveries 
in  both  the  industrial  and  the  medical  world,  and 
he  was  ever  interested  in  the  things  that  were  hap¬ 
pening  in  the  world  about  him,  and  added  much  to 

♦Presented  before  the  Hennepin  County  Medical  Society 
at  its  meeting  of  March  3,  1924. 
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the  progress  of  the  medical  profession  in  his  com¬ 
munity.  As  a  skillful  and  sympathetic  physician 
and  as  a  good  and  honest  citizen,  Dr.  Chapman  has 
lived  a  full  life  and  has  left  many  friends  behind 
him. 


A  WARNING  TO  REGULAR  PRACTITIONERS 

The  following  correspondence  between  one  of 
the  most  highly  respected  and  best  known  physici¬ 
ans  of  North  Dakota'  and  the  Secretary  of  the 
North  Dakota  Board  of  Chiropractic  Examiners  is 
indeed  rich,  and  it  needs  no  interpreter,  for  it  clearly 
shows  what  medical  practice  in  North  Dakota — 
perhaps  North  America, — is  coming  to. 

Alandan,  N.  Dak., 
February  19,  1924. 

Dr.  Thor.  Mohler, 

St.  John,  N.  Dak. 

My  Dear  Sir: — 

It  has  been  reported  to  me  as  Secretary  of  the 
State  Board  of  Chiropractic  Examiners,  of  the  State 
of  North  Dakota,  that  you  are  practicing  Chiroprac¬ 
tic  without  a  License,  and  in  looking  over  the  rec¬ 
ords,  I  find  you  have  never  applied  to  the  Board  or 
appeared  before  it  for  a  License.  Now  the  law  is 
specific  on  this  question,  and  I  shall  await  your 
answer  before  I  report  your  case  to  the  State  At¬ 
torney. 

We  want  our  laws  lived  up  to  in  every  respect, 
and  when  a  case  is  reported,  it  is  my  duty  to  call 
it  to  the  attention  of  the  one  reported,  and  if  they 
don’t  make  some  effort  to  stop  or  get  a  license, 
then  they  are  reported  to  the  State  Attorney  in 
the  County  where  they  reside,  and  he  reports  back 
to  the  Attorney  General.  I  hope  the  reports  are 
not  true,  and  that  you  will  let  me  hear  your  side 
of  the  question. 

Yours  Very  Respectfully, 

A.  O.  Henderson, 
Secretary-Treasurer. 


LAKE  UPSILON  or  St.  John,  N.  D. 


A.  O.  Henderson, 
Bismarck,  N.  D. 


February  22,  1924. 


My  Dear  Sir: — 

I  have  your  astounding  letter  of  the  19th  inst. 
inquiring  whether  I  practice  “chiropractic.” 

In  answer  I  will  say  that  for  31  years  I  have 
been  a  licensed  regular  practising  medical  physician 
and  surgeon  in  Illinois,  Minnesota  and  North  Da¬ 
kota,  and  have  the  right  to  treat  my  patients  in  the 
way  I  in  each  case  deem  the  best  for  their  health. 
I  do  not  know  what  constitutes  the  practise  of 
“Chiropractic.” 

Hoping  this  will  be  sufficient  information,  I  am 
Yours, 

Thor  AIoeller,  M.D. 


NEWS  ITEMS 


Dr.  J.  E.  Countryman  has  moved  from  Graf¬ 
ton,  N.  D.,  to  Long  Beach,  Calif. 

Dr.  John  H.  Rishmiller,  of  Minneapolis,  is 
spending  several  weeks  in  Florida. 

Dr.  George  D.  Head,  of  Minneapolis,  has  re¬ 
turned  from  a  month’s  visit  in  Florida. 

Dr.  M.  A.  Shillington,  of  St.  Paul,  has  re¬ 
turned  from  a  trip  of  a  couple  of  months  to 
California. 

The  Hennepin  County  Tuberculosis  Associa¬ 
tion  has  engaged  a  rural  school  nurse  for  Hen¬ 
nepin  County. 

The  Medical  School  of  the  University  of 
Minnesota  has  474  medical  and  434  dental  stu¬ 
dents  enrolled. 

Dr.  J.  W.  Bell,  of  Minneapolis,  who  has  been 
in  the  West  for  the  past  two  months,  has  re 
turned  to  the  city. 

The  semi-annual  meeting  of  the  American  So¬ 
ciety  of  Clinical  Surgeons  will  meet  in  Rochester 
(Minn.)  on  June  6. 

Minnesota  has  reason  to  fear  the  introduction 
of  a  virident  type  of  smallpox,  now  prevalent 
in  parts  of  Canada. 

At  the  recent  annual  meeting  of  the  Northwest 
Pediatric  Society,  Dr.  H.  G.  Irvine  gave  a  paper 
on  “Infantile  Eczema.” 

Dr.  H.  F.  Helmholz  was  elected  President  of 
the  Northwest  Pediatric  Society  at  the  meeting 
held  in  St.  Paul  on  January  31. 

Dr.  R.  R.  Heim,  of  Minneapolis,  has  returned 
from  a  trip  to  Florida  and  Cuba.  On  his  way 
home  he  visited  Johns  Hopkins. 

Mr.  Perrin  C.  Galpin,  Secretary  of  the  Com¬ 
mission  for  the  Relief  of  Belgium,  visited  the 
Mayo  Foundation  the  latter  part  of  January. 

Sidney,  Mont.,  which  has  no  physician  nearer 
than  thirty  miles,  offers  a  bonus  of  $1,200  a  year 
to  the  doctor  who  will  locate  there. 

Miss  Mary  Edwards,  who  has  been  matron 
of  the  Ancker  Hospital,  St.  Paul,  for  thirty-one 
years,  resigned  that  position  last  month. 

The  Sioux  Falls  (S.  D.)  Lutheran  Hospital 
Association  voted  to  repair  its  present  building 
and  to  erect  a  new  building  at  some  future  time. 
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Dr.  W.  A.  Allen,  of  Rochester,  observed  his 
90th  birthday  last  week  by  “attention  to  his 
business.”  He  has  practiced  medicine  for  sixty- 
four  years. 

Dr.  Edward  W.  Fahey,  of  Duluth,  has  been 
appointed  supreme  physician  of  the  Knights  of 
Columbus  to  succeed  the  late  Dr.  E.  W.  Buckley, 
of  St.  Paul. 

Dr.  John  S.  Seeley,  of  Faribault,  died  last  week 
at  the  age  of  72.  Dr.  Seeley  was  a  graduate  of 
Michigan,  class  of  ’76,  and  began  practice  in 
Minnesota  in  ’84. 

In  order  to  secure  a  physician  at  Greenbush 
(Minn.)  an  association  will  be  formed  by  sev¬ 
eral  towns  to  raise  a  suitable  amount  by  sub¬ 
scription  to  induce  a  doctor  to  settle  there. 

Dr.  Charles  Elmer  Foss,  of  Havre,  Mont.,  died 
last  week  at  the  age  of  37.  Dr.  Foss  was  a 
graduate  of  Jefferson  Medical  College,  class  of 
’10,  and  began  practice  in  Montana  in  1911. 

Dr.  W.  FI.  Barr,  of  Wells,  has  been  appointed 
a  member  of  the  Minnesota  State  Board  of  Med¬ 
ical  Examiners  to  succeed  Dr.  A.  F.  Schmitt, 
formerly  of  Mankato,  but  now  of  Minneapolis. 

Dr.  Walter;  Fink,  a  recent  graduate  of  the 
University  Medical  School  and  a  member  of 
Phi  Beta  Pi,  was  married  last  month  in  Phila¬ 
delphia  to  Miss  Florence  Fisch,  of  Minneapolis. 

Dr.  Emanuel  Libman,  Professor  of  Clinical 
Medicine,  Columbia  University,  who  visited  thf* 
Mayo  Clinic  in  January,  gave  a  Mayo  Found¬ 
ation  Lecture  on  “Endocarditis”  on  January  22. 

“Why  trade  is  dull.”  It  is  said  that  health 
conditions  in  Helena  (Montana)  and  vicinity 
have  been  100  per  cent  for  several  months,  and 
the  two  hospitals  in  Helena  have  very  few  pa¬ 
tients. 

Nearly  one  hundred  physicians  attended  the 
memorial  dinner  given  for  Dr.  A.  W.  Abbott 
on  March  1  to  celebrate  the  fifty-fifth  anniver¬ 
sary  of  his  practice  of  medicine,  forty-seven 
years  being  spent  in  Minneapolis. 

The  Medical  School  of  the  University  and  the 
City  of  Minneapolis  will  join  in  a  request  for 
$2,000,000  from  the  Rockefeller  Foundation, 
which,  no  doubt,  will  be  granted,  as  the  subject 
has  long  been  under  consideration. 

It  has  been  estimated  that  there  are  20,000 
needy  crippled  children  in  the  eight  states  (Mon¬ 
tana,  Wyoming,  Colorado,  Kansas,  Nebraska,  the 
two  Dakotas,  and  Minnesota)  served  by  the 


Twin  Cities’  Shriners  Hospital  in  Minneapolis. 

A  movement  is  under  way  to  erect  an  addition 
to  the  Ancker  Hospital  of  St.  Paul,  to  be  used 
exclusively  for  pay  patients  at  a  minimum  price 
of  $10.(X)  a  week.  The  average  maintenance 
cost  of  all  patients  in  the  hospital  is  about  $15.00 
a  week. 

Dr.  John  H.  Cheever,  who  formerly  ])racticed 
in  St.  Paul,  died  last  month  in  Oakland,  Calif., 
at  the  age  of  54.  Dr.  Cheever  was  a  graduate 
of  the  Harvard  Medical  School,  class  of  ’01,  and 
in  recent  years  has  been  a  resident  of  Arlington 
Heights,  Mass. 

Dr.  H.  G.  Irvine  and  Dr.  D.  D.  Turnacliff 
have  moved  their  offices  from  the  Syndicate 
Building  to  Suite  405  Yeates  Building.  Dr. 
Turnacliff  has  been  associated  with  Dr  Irvine 
for  the  past  three  years  in  the  practice  of  derma¬ 
tology  and  syphilis. 

The  Cass  County  (North  Dakota)  Medical 
Society  held  its  regular  monthly  meeting  at  the 
Fargo  Commercial  Club  on  February  28.  Dr. 
J.  F.  Corbett,  of  Minneapolis,  was  the  honor 
guest  of  the  Society,  and  gave  an  address  on 
“Peripheral  Nerve  Injuries.” 

Dr.  Theodore  C.  Lund,  of  Hutchinson,  died 
on  February  25,  at  the  age  of  33.  Dr.  Lund 
graduated  from  the  Medical  School  of  the  Uni¬ 
versity  of  Minnesota  with  the  class  of  ’19,  and 
after  two  years  in  the  Medical  Reserve  Corps 
he  began  practice  in  Hutchinson,  where  he  re¬ 
mained  until  his  death. 

Plans  are  under  way  for  the  construction  of- a 
separate  building  at  the  North  Dakota  State  Tu¬ 
berculosis  Sanatorium  at  Dunseith  for  the  care 
of  tuberculous  children.  The  North  Dakota  Tu¬ 
berculosis  Association  will  raise  the  necessary 
money  for  the  building  through  its  efficient  field 
worker,  Mrs.  J.  E.  Stevens,  of  Devils  Lake. 

The  Winona  League  of  Women  has  endorsed 
a  plan  to  build  at  once  a  tuberculosis  sanator¬ 
ium  for  Winona,  Fillmore,  and  Houston  Coun¬ 
ties,  which  plan  was  rejected  by  the  Winona 
County  Commissioners.  The  late  Dr.  H.  F.  Mc- 
Gaughey,  of  Winona,  left  $27,000  for  such  an 
institution  if  the  building  was  erected  by  June 
1,  1924. 

The  next  annual  meeting  of  the  American 
Dermatological  Association  will  be  held  in  Minn¬ 
eapolis.  Headquarters  will  be  at  the  New*  La¬ 
fayette  Club,  where  all  papers  will  be  given.  A 
skin  clinic  will  be  given  at  the  University  Hos- 
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pital.  The  dates  of  the  meeting  are  June  5,  6, 
and  7.  Arrangements  for  the  meetings  are  being 
made  by  the  Minneapolis  members,  Dr.  John 
Butler,  Dr.  S.  E.  Sweitzer,  Dr.  Chas.  Freeman 
and  Dr.  H.  G.  Irvine,  who  as  a  member  of  the 
Council  is  acting  as  chairman. 

The  Hennepin  County's  Medical  Society's 
Health  Exhibit — May  3-10 

A  Health  Exhibit  is  to  be  held  in  the  Armory 
at  Minneapolis  on  May  3  to  10,  under  the  auspi¬ 
ces  of  the  Hennepin  County  Medical  Society.  It 
will  have  the  co-operation  of  the  dental  profes¬ 
sion,  the  hospitals,  city,  state,  and  federal  health 
agencies,  the  pharmacists,  public  officials,  civic 
bodies,  and  social  welfare  organizations.  Mr. 
R.  E.  Logsdon,  the  managing  director  of  the 
undertaking,  predicts  that  there  will  be  about 
one  hundred  organizations  in  all  when  the  vari¬ 
ous  agencies  take  action. 

The  Health  Exposition  idea  has  been  tried  in 
Cincinnati,  Indianapolis,  Portland,  Louisville  and 
Detroit,  and  in  each  of  these  places  the  attendance 
amazed  the  medical  men,  ranging  from  77,000 
to  250,000. 

At  the  Armory  the  exhibits  will  be  so  planned 
that  the  average  citizen,  in  a  few  hours’  time, 
may  obtain  a  liberal  visualization  of  what  the 
city,  state,  and  federal  health  agencies  are  doing 
to  safeguard  the  community.  There  will  be  a 
general  physical  survey,  giving  free  physical  ex¬ 
amination  to  all  who  ask  it;  a  child  health  con¬ 
ference  for  the  instruction  of  mothers  and  child¬ 
ren;  fifteen  free  clinics  of  various  kinds  on  pre¬ 
vention  and  treatment ;  lectures,  motion  pictures, 
and  unique  demonstrations. 

Headquarters  are  now  open  on  the  eleventh 
floor  of  the  Donaldson  Building  in  the  offices  of 
the  Hennepin  County  Medical  Society. 

The  Summer  Short  Course  for  General 
Practitioner  of  the  University  Med¬ 
ical  School 

The  Short  Course  for  General  Practitioners, 
which  has  been  given  for  the  past  four  years 
by  the  Medical  School  of  the  University  of  Min¬ 
nesota,  will  be  given  again  the  coming  summer, 
but  in  a  somewhat  dififerent  way. 

Formerly,  this  course  for  four  weeks  was 
given  in  the  month  of  May,  the  course  being 
a  general  one  covering  medicine,  surgery,  ob¬ 
stetrics,  and  pediatrics.  The  attendance  has 
averaged  about  thirty  men.  However,  very  few 
of  the  men  have  staid  through  for  the  complete 
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course.  An  innovation  will  be  tried  this  year  in 
this  way.  The  course  is  to  be  divided  into  two 
parts,  giving  two  weeks  in  Medicine  and  Sur¬ 
gery  starting  May  26,  and  two  weeks  in  Pedi¬ 
atrics  and  Obstetrics  in  September.  The  aim 
is  to  accomplish  two  things  in  this  way;  first, 
during  these  periods  the  undergraduate  student 
body  will  be  away  from  the  Medical  School 
thus  placing  the  entire  facilities  of  the  College 
at  the  disposal  of  the  men  taking  the  Short 
Course ;  and,  secondly,  some  men  may  be  able  to 
come  and  stay  for  the  two  full  weeks  and  thus 
get  the  full  course,  instead  of  only  a  portion  of  it. 

The  advance  notice  of  the  course  that  went 
out,  stated  that  the  course  would  start  June  2, 
but  owing  to  the  conflict  with  the  meeting  of  the 
American  Medical  Association  in  Chicago,  it  has 
been  decided  to  advance  the  Spring  Course  to 
May  26. 


Wanted:  Physician  on  Salary 

An  assistant  physician  for  general  practice  on 
the  Mesaba  Range.  Must  be  a  high-grade  man, 
able  to  assume  responsibility.  Good  salary  to  right 
man.  Address  58,  care  of  this  office. 

Office  Position  Wanted  in  Minneapolis  or  St.  Paul 

By  the  widow  of  a  physician.  Applicant  has  a 
pleasing  personality,  and  has  just  learned  steno¬ 
graphy.  Will  work  for  a  very  jnoderate  salary.  Ad¬ 
dress  66,  care  of  this  office. 

Minneapolis  Office  for  Rent 

Choice  of  several  rooms  in  a  Minneapolis  build¬ 
ing  exclusively  for  physicians  and  dentists.  Recep¬ 
tion  room,  nurse,  laboratory  technicians,  etc.,  in 
attendance.  Address  67,  care  of  this  office. 

Practice  for  Sale 

Office  equipment  and  practice  for  sale  at  a  bar¬ 
gain  in  one  of  the  best  outlying  districts  of  St. 
Paul,  on  account  of  prolonged  illness.  Everything 
ready  to  go  to  work.  A  good  opportunity  for 
someone.  Address  69,  care  of  this  office. 

Office  Position  Wanted 

A  thoroughly  experienced  medical  secretary,  cor¬ 
respondent,  bookkeeper,  and  stenographer  desires 
a  place  in  a'  hospital  or  office  in  the  Twin  Cities. 
Familiar  with  all  medical  office  detail,  and  can  give 
the  best  of  references.  Address  64,  care  of  this 
office. 

Wanted,  An  Assistant  Physician 

Preferably  a  physician  with  one  or  two  years’ 
experience.  An  assistant  physician  with  ultimate 
partnership  and  the  inheritance  of  a  large  and  old- 
established  practice.  Must  be  especially  interested 
in  obstetrics  and  diseases  of  women.  Address  61, 
care  of  this  office. 

Physician  Wanted 

At  once  to  take  over  a  practice  in  a  town  of  600 
near  the  Twin  Cities.  No  competition.  A  Protestant 
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and  German  preferred.  Small  investment  required. 
Do  not  answer  unless  you  are  in  earnest.  A  very 
good  position  for  one  who  wants  a  country  practice. 
Address  68,  care  of  this  office. 

Late  Model  X-Ray  Transformer  for  Sale 

Victor  Snook  X-Ray  Transformer,  Auto  and  Re¬ 
sistance  Control,  complete  with  Coolidge  Trans¬ 
former  and  Control.  Remote  Control,  Transformer 
and  Rectifying  Device  in  Cabinet.  For  220  volt 
direct  current.  Reasonably  pricer.  For  further  in¬ 
formation  address  60,  care  of  this  office. 


Small  Minnesota  Hospital  for  Sale 

A  small  up-to-date  hospital  with  surgeon’s  living 
quarters  and  offices  on  first  floor  and  with  hospital 
equipment,  consisting  of  8  hospital  beds,  operating- 
table,  stand,  sterilizer,  chairs,  and  other  appliances, 
on  the  second  floor.  This  hospital  is  located  in  a 
small  town  surrounded  by  good  dairy  farms  and  a 
well-known  summer  resort  only  57  miles  from  Min¬ 
neapolis  on  the  Soo  Line.  Property  can  be  bought 
at  a  great  sacrifice  and  on  satisfactory  terms.  Com¬ 
petition  easy.  Telephone  Geneva  6203  or  write  607 
La  Salle  Building,  Minneapolis. 


PHYSICIANS  LICENSED  AT  THE  JANUARY  (1924)  EXAMINATIONS  TO  PRACTICE  IN 

MINNESOTA  BY  EXAMINATION 

Name  School  and  Date  of  Graduation  Address 

UPON  Examination 


Anderson,  Karl  Walter _ U.  of  Minn.,  M.B.,  1923 - 

Andrews,  Robert  S _ _ _ Johns  Hopkins,  M.D.,  1923 . . 

Baldwin,  Archie  Edward . U.  of  Minn.,  M.B.,  1923 . 

Bergman,  Oscar  Bernard . _U.  of  Minn.,  M.B.,  1923 . . 

Bianco,  Anthony  Joseph — . _U.  of  Minn.,  M.B.,  1923 . . . 

Bliss,  John  Herbert . „Columbia  U.,  M.D.,  1921 . 

Cabot,  Geo.  Sheryl.. - - U.  of  Minn.,  M.B.,  1923 . — 

Carleton,  Rachel . U.  of  Minn.,  M.B.,  1923 . — 

Creighton,  Ralph  Higby  . -.U.  of  Minn.,  M.B.,  1923 — . 

Dobson,  Herbert  Victor . .Toronto,  M.B.,  1919 . . . . . . 

Eder,  Lawrence  Frank . _U.  of  Minn.,  M.B.,  1923 . 

Eitel,  Geo.  David . U.  of  Minn.,  M.B.,  1923 — . 

Fredrickson,  Clyde  Harald . U.  of  Minn.,  M.B.,  1923 . — 

Garbrecht,  Arthur . . Konigl-Friedr-Wilh.  U. 

Berlin,  Germany,  1922 . . 

Gray,  Royal  Clendenning . —  U.  of  Minn.,  M.B.,  1923 . 

Greisheimer,  Esther  Maud . U.  of  Minn.,  M.B.,  1923 . . . 

Haddow,  Norval  Wm . U.  of  Minn.,  M.D.,  1923 — . . . . 

Hall,  Horace  J . U.  of  Minn.,  M.D.,  1923 . 

Hebeisen,  Milton  Boyce . U.  of  Ill.,  M.D.,  1922 . — 

Hefke,  Hans  Wilhelm . . U.  of  Hamburg,  Germany,  1923 . 

Hermanson,  Peter  Eugene . U.  of  Minn.,  M.B.,  1923 . . 

Hurd,  Fritz  Draper . U.  of  Minn.,  M.B.,  1923 . 

Johnson,  Ray  Geo . U.  of  Minn.,  M.B.,  1923 . . 

Jones,  Louis  Edwin . . U.  of  Minn.,  M.B.,  1923 . . . 

MacRae,  Gordon  Campbell . U.  of  Minn.,  M.B.,  1923 . 

Mailer,  Robert . U.  of  Edinburgh,  M.D.,  1923 . 

Moore,  Thomas  Benjamin . . . U.  of  Minn.,  M.B.,  1923 . — 

Reynolds,  Gardner  Shaw . U.  of  Minn.,  M.B.,  1923 . . . — 

Richards,  Wm.  Bryant . U.  of  Minn.,  M.B.,  1923 . . 

Setzer,  Hobert  Joseph _ U.  of  Minn.,  M.B.,  1923 — . 

Sherwood,  Noble  Pierce . U.  of  Minn.,  M.B.,  1923.. . . 

Simons,  Edwin  J . . . _..U.  of  Minn.,  M.B.,  1923 — . . . 

Urner,  John  Arnold . U.  of  Minn.,  M.B.,  1923 . — 

Van  Valkenburg,  Fredk.  WantonU.  of  Alinn.,  M.B.,  1923 . _.... 

Welch,  Elwyn  H . . U.  of  Minn.,  M.B.,  M.D.,  1923 . 


- 2508  11  Ave.  So.,  Minneapolis 

- Swedish  Hosp.,  Minneapolis 

. Brownsdale,  Minn. 

- 329  Union  St.  S.  E.,  Minneapolis 

. .St.  Mary’s  Hospital,  Duluth,  Minn. 

. Rochester,  Minn. 

- General  Hospital,  Minneapolis 

- Research  Hosp.,  Kansas  City,  Mo. 

. General  Hospital,  Minneapolis 

. Rochester,  Minn. 

. 2617  3  Ave.  So.,  Minneapolis 

. General  Hospital,  Minneapolis 

. . General  Hospital,  Minneapolis 

. Lowry  Bldg.,  St.  Paul,  Minn. 

. 1717  1st  Ave.  So.,  Minneapolis 

. . 507  Essex  St.  S.  E.,  Alinneapolis 

_ Chippewa  Falls,  Wis. 

. N.  P.  Hospital,  St.  Paul,  Minn. 

_ Carver,  Minn. 

. St.  James,  Minn. 

. . Ancker  Hospital,  St.  Paul,  Minn. 

. University  Hospital,  Minneapolis 

. Mds.  Park.  Sanit.,  St.  Paul,  Minn. 

. St.  Barnabas  Hosp.,  Minneapolis 

. 3041  Holmes  Ave.  S.,  Minneapolis 

. Rochester,  Alinn. 

-  . General  Hospital.  Alinneapolis 

-  . 2145  Knapp  St.,  St.  Paul,  Minn. 

. Duluth,  Minn. 

403  Dewey  Ave.,  St.  Paul,  Alinn. 
.1801  Indiana  St.,  Lawrence,  Kansas 
University  Hospital,  Minneapolis 

. . 3716  Elliot  Ave.,  Minneapolis 

Long  Prairie,  Alinn. 

1536  La  Salle  Ave.,  Alinneapolis 


THROUGH  RECIPROCITY 

Austen,  Willard  Emerson . U.  of  Pittsburgh,  AI.D.,  1921 . 

Backus,  Andrew  Stephen . Toronto,  M.D.,  1905 . . 

Kilgore,  Franklin  Hartman . U.  of  Tex.,  M.D.,  1921 . . . . 

Lazar,  Henry  L . . . Tulane,  M.D.,  1905 . . 

Luse,  Horatio  Devol . . Hah.  Chicago,  M.D.,  1911 . 

McElroy,  Jesse  L . . . Ind.  Med.  Coll,  M.D.,  1907..... . 

Robertson,  Paul  Augustus . Aled.  Coll.  Va.,  M.D.,  1921 _ _ 

Veirs,  Dean  M . . . __U.  of  Louisville,  M.D.,  1921 . 


.-.Rochester,  Minn. 

....1954  Univ.  Ave.,  St.  Paul,  Alinn. 
....Rochester,  Alinn. 

.._310  Donaldson  Bldg.,  Minneapolis 
.._1214  W.  32  St.,  Minneapolis 
...Ancker  Hosp.,  St.  Paul,  Alinn. 
...Austin,  Alinn. 

.„222  Otis  St.,  St.  Paul,  Alinn. 


NATIONAL  BOARD  CREDENTIALS 

.„Northwestern,  M.D.,  1915.. . . . . 


Pederson,  Oluf  Johan. 


.^.Hanska,  Alinn. 
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EXTRAPLEURAL  THORACOPLASTY* 

By  Ernest  S.  Mariette,  M.D. 

Superintendent  &  Medical  Director  of  Glen  Lake  Sanatorium,  Oak  Terrace,  Minnesota 
Assistant  Professor  of  Medicine,  University  of  Minnesota 

OAK  TERRACE,  MINNESOTA 


The  most  effective  treatment  of  tuberculosis 
is  based  upon  rest  of  the  diseased  part,  and  the 
chances  of  a  cure  are  in  direct  proportion  to  the 
completeness  of  the  rest  attained.  If  it  is  im¬ 
possible,  as  in  pulmonary  tuberculosis,  to  attain 
complete  rest,  we,  at  least,  can  reduce  the  move¬ 
ment  of  the  diseased  part  to  a  minimum,  and 
at  the  same  time  conserve  the  permanent  func¬ 
tional  activity  of  the  lung.  In  cases  of  pul¬ 
monary  tuberculosis,  therefore,  we  first  try  bed 
rest.®  This,  if  kept  up  long  enough,  will  bring 
about  a  cure  in  the  majority  of  cases.  However, 
in  a  certain  portion  of  cases,  because  the  in¬ 
fection  is  too  large  or  for  some  other  reason, 
bed  rest  does  not  produce  the  desired  results, 
and  we  then  take  the  next  step  in  producing 
localized  rest,  namely,  artificial  pneumothorax. 
Unless  adhesions  form  this  does  not  interfere 
permanently  with  the  functional  activity  of  the 
lung,  because  it  can  be  allowed  to  reexpand  at 
the  end  of  two  or  three  years  when  the  pneu¬ 
mothorax  is  finished. 

Adhesions  will  prevent  a  successful  collapse 
in  about  25  per  cent  of  the  pneumothorax  cases, 
and  then  we  are  forced  to  resort  to  extrapleural 
thoracoplasty.  This  is  the  most  radical  measure 
we  have  for  bringing  about  rest  of  the  diseased 
lung,  and  is  one  which  interferes  most  with  its 
permanent  functional  activity;  therefore  it  should 
be  reserved  for  those  cases  where  the  less  rad¬ 

*Presentea  before  the  Staff  of  the  Lymanhurst  Hospital, 
March  13,  1923. 


ical  measures  such  as  bed  rest  and  postural  rest 
have  not  been  sufficient  and  pneumothorax  has 
proven  impossible. 

Nature,  in  her  attempt  to  cure  tuberculosis, 
gives  man  his  best  argument  for  extrapleural 
thoracoplasty  in  the  fact  that  the  fibrous  tissue 
formed  in  the  lung  during  healing  contracts  and 
causes  a  shrinking  in  the  lung,  resulting  either 
in  a  deviation  of  the  mediastinum  or  in  an  ele¬ 
vation  of  the  diaphragm,  or  a  falling  in  or  a 
depression  of  the  ribs.  When  the  ribs  fall  in, 
or  are  depressed,  we  have  somewhat  the  same 
results,  although  not  as  complete,  as  we  get  by 
means  of  extra-pleural  thoracoplasty. 

Quincke,^  appreciating  this  law  of  nature,  ad¬ 
vocated,  in  1888,  the  removal  of  the  ribs  covering 
a  cavity  because  he  claimed  that  the  rigid,  bony 
thorax  prevented  the  collapse  of  the  walls  of 
the  pulmonic  cavity  upon  contraction  of  the 
fibrous  tissue  formed  in  the  lung.  This  was 
rather  radical,  and  C.  Spengler  was  about  the 
only  one  who  grasped  the  idea.  He,  at  first,  used 
the  method  only  in  cases  with  coincident  pleural 
exudation,  and  it  was  not  until  1903  that  he  per¬ 
formed  the  operation  to  which  he  gave  the  name 
of  “extrapleural  thoracoplasty.”  However,  the 
sections  of  ribs  removed  were  small,  and  Turban 
was  the  first  to  remove  any  considerable  portion 
of  ribs.  In  1902  Landerer  published  nine  similar 
cases  with  unsatisfactory  results. 

Most  of  the  men  at  that  time  advocated  com¬ 
paratively  local  thoracoplasties,  rather  than  gen- 
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eral  ones  over  the  entire  chest.  Bnt  pneumo¬ 
thorax  clearly  proved  that  complete  collapse  of 
the  lung  gave  a  much  better  result  than  partial 
collapse,  so  Bauer,  in  1907,  went  a  step  further 
and  decided  that  a  large  part  of  the  ribs  must 
be  removed  if  results  comparable  to  those  ob¬ 
tained  by  pneumothorax  were  to  be  achieved  by 
thoracoplasty. 

Frederick  followed  closely,  and,  in  December 
of  the  same  year,  performed  his  first  great  thora¬ 
coplasty,  using  Sheda’s  large  arc-shaped  incision, 
and  removing  the  intercostal  muscles  and  peri¬ 
osteum  as  well  as  the  ribs.  A  number  of  oper¬ 
ations  by  Frederick,  Bauer,  Wills,  and  particu¬ 
larly  Sauerbruck  followed,  and  gradually  the 
technic  was  modified  so  that  only  the  ribs  were 
removed.  They  were  all  trying  to  find  a  method 
which  would  give  a  maximum  collapse  of  the 
chest  wall  and  lung  with  a  minimum  degree  of 
danger  to  the  patient’s  life  and  his  future  ca¬ 
pacity  for  work;  therefore  the  more  simple  the 
operation,  the  better. 

Most  surgeons  now  have  agreed  that  the 
method  advocated  chiefly  by  Sauerbruck  and 
Wills,  known  as  the  posterior  one,  is  the  safest 
and  easiest  operation  and  therefore  the  one  of 
choice. 

Boitfin  and  Gourdet,^’®’  in  the  middle  nineties, 
gave  the  first  intelligent  and  satisfactory  ex¬ 
planation  of  why  the  posterior  operation  gives 
the  best  results.  Their  explanation  is  as  follows  : 
the  rib  cartilage  in  front  is  yielding  and  the  an¬ 
terior  part  of  the  rib  can  be  pushed  backward 
of  inward,  while  the  posterior  ])ortion  is  stiff 
and,  practically  speaking,  immovably  connected 
with  the  vertebral  column  and  is  only  slightly 
moveable  up  and  down.  Further,  the  posterior 
part  of  a  rib  exhibits  a  marked  concavity  for¬ 
ward,  or,  in  other  words,  it  forms  an  arc,  the 
radius  of  which  is  much  less  than  the  arc  of  the 
ribs.  The  angle  of  the  rib  forms  the  most  per¬ 
manent  point  on  the  arc  behind.  Any  section 
of  the  rib  which  is  situated  in  front  of  the  angle 
of  the  rib  leaves  behind  a  stiff,  unyielding 
piece  of  rib.  This  in  accordance  with  its  length 
will  prevent  the  soft  part  from  falling  in  and 
thus  diminishing  the  costovertebral  angle.  On 
the  other  hand,  removal  of  the  stiff,  posterior 
part  permits  the  anterior  part  to  be  turned 
backward  towards  the  spine  so  that  the  arc  of  the 
curve  of  the  rib  is  considerably  decreased  and 
the  volume  of  the  thorax  correspondingly  re¬ 
duced.  Also  the  soft  parts  can  move  very  easily 
over  the  yielding  anterior  ribs,  but  they  are 
stretched  over  the  stiff  projecting  end  of  the 
posterior  rib. 


The  following  drawings  are  copies  of 
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Fig-.  1.  Ke.sult  of  Eslander  oi)eration  upon  a  cadaver  after 
resection  of  five  ribs.  Effect:  reduction  of  circumference  of 
cbest  by  4  cm. 

Fig.  2.  Same  operation,  but  larger  .section,  eight  ribs 
removed.  Total,  110  cm.  Effect:  reduction  of  circumference 
by  5.5  cm. 

Fig.  3.  Result  of  E.  Quinu’s  operation.  Resection  before 
and  behind  of  a  small  fsiece  from  each  of  seven  ribs.  Re¬ 
duction  of  circumference,  3  cm. 

Fig.  4.  Boiffin — Gourdet  operation  upon  a  cadaver.  Re¬ 
section  of  (i  cm.  of  nine  ribs,  in  all  54  cm.  Effect:  8  cm. 
reduction  of  circumference.  One  sees  how  the  fron  ends 
of  the  resected  ribs  can  be  drawn  backward  to  make  contact 
with  the  po.sterior  end.  The  costovertebral  angle  has  been 
almost  obliterated. 


There  should  be  the  closest  co-operation  be¬ 
tween  the  medical  man  and  the  surgeon,  because 
the  treatment  of  tuberculosis  is  primarily  med¬ 
ical.  Whatever  surgery  may  be  used  to  com¬ 
press  the  lungs  is  not  a  cure-all,  as  is  an  ap¬ 
pendectomy,  but  merely  an  incident  in  the  lung 
medical  treatment  of  tuberculosis,  and  should  be 
prescribed  and  supervised  by  the  physician  as 
closely  as  any  other  therapeutic  measure.  A 
tuberculosis  patient  presents  certain  problems 
best  understood  by  a  man  especially  trained  in 
the  treatment  of  tuberculosis,  and  so  the  selection 
of  cases  and  their  after-care  will  fall  chiefly  on 
him.  He  should  know"  something  of  the  general 
principles  of  thoracoplasty  and  the  results  to  be 
achieved  if  he  is  to  co-operate  intelligently  with 
the  surgeon ;  therefore  I  am  going  somewhat 
into  detail  concerning  the  general  method  of  ex¬ 
trapleural  thoracoplasty. 

The  operation  of  choice  is  the  posterior  one, 
and  is  best  done  in  two  stages  with  an  interval  of 
not  longer  than  two  to  three  weeks  because  of 
the  danger  of  rib  regeneration  inside  of  the 
periosteum.  The  usual  procedure  is  to  operate 
on  the  base  first  and  the  apex  second. 

The  extent  and  severity  of  the  pulmonary 
pathology  will  determine  which  ribs  and  the 
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amount  of  each  which  must  be  removed  in  order 
to  produce  the  desired  collapse  and  reduction  in 
the  excursion  of  the  diaphragm.  The  removal 
of  the  11th  rib  does  not  materially  affect  the 
collapse  of  the  thoracic  wall.  It  does,  however, 
tend  to  immobilize  the  diaphragm  and  also  per¬ 
mit  or  increase  its  retraction  upward  into  the 
thoracic  cavity  along  with  the  contraction  of 
fibrous  tissue  during  healing ;  therefore  the  de¬ 
gree  of  mobility  of  the  diaphragm,  whether  it  is 
freely  moveable,  or  bound  down  by  adhesions, 
will  determine  the  cjuestion  of  removal  of  the 
11th  rib. 

The  10th  rib  should  always  be  removed  even 
though  the  lesion  is  limited  to  the  upper  lobe. 
If  the  lower  lobe  is  diseased  also,  a  larger  por¬ 
tion  of  the  10th  and  9th  ribs  should  be  removed. 

BulL  claims  that  by  using  a  posterior  method, 
one  obviates  the  necessity  of  the  extremely  large 
resection  formerly  used.  He'  also  claims  that 
when  the  lung  shrinks,  it  will  occupy  a  certain 
amount  of  space  in  the  cavity  and  that  all  we 
should  attempt  to  do  then  is  to  have  the  sunken 
thoracic  wall  closed  in  about  the  shrunk  lung. 
That  this  can  be  expected  with  a  fair  degree  of 
certainty,  considering  individual  cases,  of  course, 
by  a  resection  of  about  12  cm.  of  the  10th  and 
9th  ribs  and  about  15  cm.  of  the  succeeding 
ribs  to  the  4th,  and  about  10  cm.  of  the  4th, 
3d,  and  2d.  The  rib  cartilage  of  the  upper  ribs 
is,  to  some  degree,  the  seat  of  calcareous  de¬ 
posits  in  pulmonary  tuberculosis.  It  is  also 
shorter  and  stiffer  than  the  cartilage  of  the  lower 
ribs,  and,  therefore,  the  anterior  segment  of  the 
resected  rib  is  not  as  moveable  as  the  lower  ones. 
That  makes  it  necessary  to  remove  relatively 
more  of  those  ribs,  in  order  to  obtain  the  desired 
collapse  over  the  apex. 

The  first  and  second  ribs  are  very  closely  re¬ 
lated,  and  in  pronounced  disease  of  the  upper 
lobe,  where,  a  good  collapse  must  be  secured, 
it  will  be  necessary  to  resect  both  first  and 
second  ribs.‘‘  Bull,  at  first,  did  not  resect  the 
first  rib,  but  now  reports  fifteen  cases  in  which 
this  has  been  done  and  recommends  that  it  be 
done  in  the  majority  of  cases.  But  where  there 
is  relatively  little  disease  of  the  apex,  the  major¬ 
ity  of  the  disease  being  at  the  base,  resection 
of  the  second  rib  is  sufficient.  One  might  ques¬ 
tion  the  advisability  of  removing  so  many  ribs 
in  basal  disease,  but,  if  only  the  ribs  up  to  the 
fourth  are  removed,  the  scapula  will  revolve 
on  a  frontal  axis,  corresponding  to  the  projecting 
fourth  rib  and  the  angle  only  will  fall  into  the 


depression.  The  scapula,  in  its  entirety,  espe¬ 
cially  its  posterior  edge,  cannot  fall  in  until  all 
the  ribs  against  which  it  lies  are  resected. 

Bull  claims  that,  where  there  are  large  cavities, 
ordinary  extrapleural  thoracoplasty  will  not  give 
sufficient  collapse,  and  he  recommends  the  intra- 
thoracic  transplantation  of  fat  on  the  theor}' 
that  this  would  increase  the  pressure  and  thus 
collapse  the  cavity.  He  does  this  through  an 
axillary  incision  and  does  not  produce  a  space 
larger  than  a  hen’s  egg  because  of  the  difficulty 
in  getting  a  patch  of  fat  large  enough  for  it. 
In  cases  of  marked  apical  disease,  some  recom¬ 
mend  apicalitis,  using  fat  to  fill  the  gap.  Archi¬ 
bald,  of  Toronto,  uses  the  pectoral  major  muscle, 
but  he  has  not  had  very  good  success,  and  in 
the  spring  of  1922  at  Washington  reported  that 
he  was  seriously  considering  abandoning  this 
procedure.  Apicalitis  is  a  pretty  severe  oper¬ 
ation  in  which  the  mortality  risk  is  a  great  deal 
higher. 

The  operation  is  a  rather  severe  one,  and  the 
physician  should  have  a  good  idea  of  how  much 
will  have  to  be  done  so  that  he  may  consult  with 
the  surgeon  intelligently  before  advising  the  op¬ 
eration. 

At  present  Dr.  A.  A.  Law,  who  has  shown 
the  greatest  spirit  of  co-operation  and  has  done 
all  of  our  work,  is  using  the  two-stage  operation, 
the  base  first  from  the  11th  to  the  6th  or  7th 
rib,  inclusive ;  and  the  remainder  of  the  ribs  are 
removed  later.  The  question  of  whether  the  first 
rib  should  be  removed,  as  well  as  the  second, 
depends  upon  whether  the  disease  is  more  marked 
in  the  apex  or  base.  The  reaction  associated 
with  the  two-stage  operation  is  not  so  severe  and 
the  patient  stands  it  better  than  the  one-stage 
operation.  He  uses  local  anesthesia  with  gas  and 
oxygen  anesthesia  with  the  usual  ante-prepara¬ 
tion.  The  interval  should  not  be  over  three 
weeks,  preferably,  two  weeks,  because  a  longer 
time  j)ermits  regeneration  of  the  rib. 

We  had  one  case  where  the  interval  was  nearly 
three  years,  and  it  was  necessary  to  enter  the 
pleural  cavity  in  order  to  remove  the  regenerated 
rib  and  periosteum,  and  the  result,  as  you  will 
see,  is  not  so  very  good. 

The  position  of  the  patient  during  the  oper¬ 
ation  renders  expectoration  difficult  and  favors 
aspiration  of  sputum  into  the  healthy  lung ;  there¬ 
fore  it  is  well  to  have  the  patient  cough  as  much 
as  possible  before  the  operation  and  clear  the 
lungs  of  sputum,  so  as  to  prevent  an  attack  of 
cough  during  the  operation. 
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Indications. — 

1.  Unilateral  pulmonary  tuberculosis,  which, 
in  spite  of  rational  treatment,  either  grows 
steadily  worse  or  remains  stationary  for  a  long 
time,  or  progressive  tuberculosis  in  any  stage,  or 
an  indolent  moderately  advanced  case,  where  or¬ 
dinary  treatment  or  pneumothorax  has  been  un¬ 
successful.  The  other  lung  should  be  practically 
free  from  disease  and  of  course  the  better  the 
general  condition  of  the  patient,  the  better  the 
chances  of  success. 

Therefore,  one  should  not  wait  too  long  in  the 
presence  of  a  high  fever  with  profuse  expector¬ 
ation.  Thoracoplasty  should  never  be  used  until 
pneumothorax  has  been  attempted  and  has  failed. 

2.  Where  we  have  a  partial  pneumothorax 
with  the  base  collapsed,  but  the  diseased  apex 
is  held  out  by  adhesions.  In  such  cases  one  can 
continue  the  pneumothorax,  considering  it  as  the 
first  stage,  and  proceed  to  operate  on  the  apex. 
This,  of  course,  while  mechanically  harder  for 
the  surgeon,  means  that  the  ])atient  is  saved  the 
inconvenience,  to  say  the  least,  of  one  operation. 
This  is  done  realizing  that  the  pneumothorax 
will  either  have  to  be  kept  up  indefinitely  or  that, 
when  it  is  discontinued  and  the  lung  allowed  to 
expand,  adhesions  may  be  formed  and  a  relapse 
follow,  making  thorocoplasty  of  the  base  im¬ 
perative.  The  physician  and  surgeon  will  have 
to  take  that  risk  when  deciding  to  produce  only 
a  localized  or  partial  thoracoplasty. 

3.  Cases  where  discontinuation  of  pneumo¬ 
thorax  and  a  re-expansion  of  the  lung  would 
result  in  local  areas  of  fibrosis  and  emphysema. 
The  emphysematous  areas  would  not*  increase  the 
aeration  tissue  of  the  lung,  but  would  ])rovide  a 
chance  for  chronic  bronchitis,  etc.  The  choice, 
then,  is  between  thoracoplasty,  which  will  let  the 
bony  thorax  close  in  about  the  lung,  or  a  con¬ 
tinuation  lof  the  pneumothorax  during  the  life  of 
the  patient. 

4.  Cases  which  have  a  prolonged  course  of 
treatment  before  them  and  they  wish  to  reduce 
the  time  anywhere  from  one  to  three  years. 

5.  Repeated  hemoptysis,  shrinkage  of  lung 
with  marked  dislocation  of  heart  and  trachea 
are  factors  in  favor  of  operation. 

6.  The  chronic  fibroid  case  with  cavity  for¬ 
mation  offers  the  best  results. 

Contra-indications. — 

1.  Acute  disease. 

2.  Advanced  disease  in  the  other  lung  and 
tuberculosis  elsewhere,  as  kidney,  intestines,  etc., 
in  addition  to  the  usual  contra-indications  that 


hold  good  for  all  major  operation.  Slight  laryn¬ 
geal  tuberculosis  is  not  a  contra-indication  because 
the  decrease  in  cough  and  expectoration  re¬ 
sulting  from  the  operation  would  have  a  bene¬ 
ficial  effect  on  the  larynx.  After  all,  the  question 
of  thoracoplasty  is  up  to  the  judgment  of  the 
physician  and  surgeon. 

Post-operative  Treatment. — The  bandage  should 
be  tight  enough  to  slightly  compress  the  side  and 
also  support  it  during  cough,  but  still  not  so 
tight  as  to  compress  the  well  side  and  diminish 
respiration.  Later  on,  postural  rest  may  be  used 
to  increase  the  amount  of  local  rest  and  guide 
the  ribs  so  that  they  are  pressed  inward  during 
the  period  of  regeneration.  Unless  complications 
arise,  there  will  be  a  slight  rise  in  temperature, 
pulse,  and  respiration,  which  soon  return  to  nor¬ 
mal  in  a  few  days.  A  high  prolonged  temper¬ 
ature  and  pulse  rate  indicate  some  serious  com¬ 
plication,  and  such  a  patient  deserves  the  strictest 
and  best  of  symptomatic  care. 

There  may  be  considerable  pain  in  the  oper¬ 
ative  area,  which  interferes  somewhat  with 
coughing.  Thisi  should  be  controlled,  as  it  is 
of  prime  importance  that  pulmonary  drainage 
be  kept  up.  Lrequently  the  pain  radiates  to  the 
breast  and  down  the  arm  to  the  elbow,  resulting 
in  restricted  movement  of  the  arm.  There  may 
be  also  loss  of  sensation  in  the  hands  and  fingers. 
These  results  are  purely  temporary,  and,  unless 
the  scapula  is  fixed,  there  is  no  interference  with 
function  of  the  arm. 

The  patient  may  complain  also  of  dyspnea, 
which  may  be  due  partly  to  pain  and  partly  to 
mediastinal  flutter  or  poor  heart  action  because 
of  the  sudden  change  in  intrathoracic  pressure. 
Sometimes  it  takes  several  weeks  for  the  heart 
to  accommodate  itself  and  for  the  distressed 
feeling  to  disappear.  This  was  particularly 
marked  in  one  of  our  cases  where  there  was 
also  considerable  cyanosis.  The  more  the  pa¬ 
tient  exerted  herself  the  more  pronounced  was 
her  dyspnea  and  the  poorer  her  pulse.  To  con¬ 
trol  this,  morphine  and  cardiac  stimulants  were 
used.  She  progressed  fairly  well  for  about  five 
weeks,  when  she  was  given  a  shampoo  and  eight 
hours  later  acute  symptoms  developed,  that  is, 
rapid  pulse  and  high  fever ;  and  she  died  in 
about  forty-eight  hours,  supposedly  from  an 
acute  septic  condition. 

Post-mortem  examination  demonstrated  that 
we  had  misinterpreted  our  .r-ray  plates  because 
of  a  markedly  thickened  pleura ;  that  our  pneu¬ 
mothorax  had  been  successful  and  the  lung  was 
well  collapsed  down  around  a  large  firm  walled 
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cavity.  This  was  partially  filled  with  pus,  and 
a  large  band  of  adhesions  was  found  between 
the  diaphragm  and  the  lung. 

We  concluded  from  the  above  that  the  oper¬ 
ation  had  had  no  effect  upon  the  collapsed  lung 
or  the  course  of  the  disease,  and  that  the  pa¬ 
tient’s  death  could  in  no  way  be  due  to  the  op¬ 
eration. 

Another  case  ran  a  variable  temperature  to 
104.4°  and  pulse  up  to  115  for  sixteen  days, 
after  which  the  temperature  dropped  to  normal, 
but  the  pulse  ran  high  for  three  weeks  more. 
This  was  due  to  complications  in  the  other  lung, 
which  finally  cleared  up.  A  second  operation 
was  performed  in  four  months  with  an  unevent¬ 
ful  convalescence. 

L'sually  convalescence  is  uneventful,  and  cough 
and  expectoration  decrease,  temperature  and 
pulse  return  to  normal,  weight  increases,  etc., 
and  the  picture  is  changed.  The  patient’s  im¬ 
proved  subjective  condition  puts  him  in  better 
spirits,  and  some  patients  even  have  a  firm  con¬ 
viction  that  they  are  cured.  The  sputum  usually 
decreases  after  a  while,  and,  in  some  cases,  it 
may  disappear  altogether.  This  is  usually  a  good 
prognostic  sign,  but  it  does  not  mean  that  a  cure 
has  taken  place.  The  decrease  may  be  irregular, 
and  it  may  take  some  time  to  prove  that  a  steady 
reduction  has  taken  place.  Tubercle  bacilli  may 
disappear  with  the  reduction  of  sputum,  and, 
best  of  all,  from  a  patient’s  point  of  view  the 
cough  disappears  with  the  reduction  of  expec¬ 
toration. 

In  time  the  operative  side  of  the  thorax  falls 
in  considerably,  so  that  the  edge  of  the  scapula 
is  visible  from  the  front.  Scoliosis  in  the  cor¬ 
responding  part  of  the  spinal  column  may  de¬ 
velop.  This  is  the  reverse  of  that  found  in 
empyema,  the  convexity  being  towards  the  well 
side,  presumably  because  the  muscles  on  the  op¬ 
erated  side  are  partially  paralyzed  due  to  the 
cutting,  and  the  muscles  of  the  other  side  draw 
the  spinal  column  over. 

There  may  be  some  deformity  visible  from  the 
front  or  back  when  the  patient  is  unclothed, 
but  you  will  see  from  the  pictures  that  the 
shoulder  girdle  is  not  affected,  and  that  when 
the  patient  is  clothed  and  ready  for  the  street 
there  is  not  much  noticeable  deformity.  On  the 
whole,  it  can  be  said  that  the  inconveniences  of 
the  operations  are  very  small. 

Estimation  of  the  success  or  failure  of  the 
operation  from  physical  signs  may  be  difficult, 
because,  even  in  the  most  fortunate  cases,  the 
lung  will,  of  course,  never  return  to  normal  and 


one  must  always  expect  to  find  abnormal  con¬ 
ditions. 

The  percussion  note  may  vary  from  slightly 
tympanitic  to  almost  flat.  Bronchial  and  am¬ 
phoric  breathing,  due  either  to  uncollapsed  cavi¬ 
ties  or  the  large  uncollapsed  bronchi,  may  persist 
perhaps  permanently,  perhaps  for  years.  Moist 
rales  may  persist,  but  in  time  may  become  dry. 
I  presume  the  continuation  of  the  rale  is  due 
to  the  fact  that  the  thoracic  wall  and  the  lung, 
to  some  extent,  have  lost  their  elasticity,  thus 
preventing  complete  pulmonary  drainage.  One 
should  remember  this  in  basing  a  prognosis  on 
scanty  expectoration  and  absence  of  tubercle 
bacilli,  particularly,  when  found  in  connection 
with  the  above  physical  findings. 

Results. — Bull,  in  a  report  of  about  37  cases, 
obtained  a  curative  result  of  45  per  cent.  Saug- 
man,  in  40  cases,  reported  33  per  cent  able  to 
work,  and  he  recommends  sanatorium  treatment 
before  and  after  the  operation.  Sauerbruck,  in 
over  391  cases,  reports  35  pec  cent  practically 
cured  and  40  per  cent  with  marked  improvement. 

Bull  gives  as  his  reasons  for  failure  in  18 
cases : 

In  3  of  the  cases  the  operation  was  incomplete, 
(2  due  to  insufficient  experience  and  1  case  of 
too  poor  physical  risk.) 

In  10  cases  the  other  lung  became  diseased. 

In  1  case,  after  the  “flu”  which  is  also  to  be 
blamed  for  aggravation  in  several  other  in¬ 
stances,  even  to  the  extent  of  hemoptysis. 

In  4  cases,  temporary  improvement,  but  they 
have  not  recovered  satisfactorily  in  spite  of  the 
fact  that  the  other  lung  appears  healthy,  cough 
and  expectoration  with  or  without  tubercle  bacilli 
being  present.  Two  of  these  patients  also  suffer 
from  nephritis,  and  one  case  had  a  better  result 
after  fat  transplantation  and  a  course  of  sana¬ 
torium  treatment. 

In  some  cases  it  seems  impossible  to  tell  why 
the  patient  does  not  seem  to.  do  well. 

To  date  we  have  five  cases  of  extrapleural 
thoracoplasty  at  the  Sanatorium,  and,  while  the 
number  is  entirely  too  small  to  warrant  any  defi¬ 
nite  conclusions,  I  still  feel  that  some  comment 
would  be  interesting: 

Case  No.  622. — Male,  aged  63.  Single.  F.  A. 
Liii  Ro,  with  cavity  formation  at  apex.  Opera¬ 
tions  were  both  successful,  and  the  patient  had  an 
uneventful  convalescence  from  both.  The  interval 
was  six  months,  entirely  too  long,  but  this  was  our 
first  case  and  he  felt  so  much  better  after  the  first 
operation  that  he  hesitated  about  the  second.  The 
last  stage  was  done  July,  1922,  and  now  he  wants 
to  leave  the  Sanatorium  and  go  to  work. 
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Stereoplates  of  the  chest  dated  Sept.  4,  1922, 
show  about  one-half  of  the  left  chest  collapsed 
by  thoracoplasty.  Cough  and  expectoration  absent 
for  days  at  a  time.  Sputum  may  or  may  not  contain 
tubercle  bacilli. 

Case  No.  656 — Female,  aged  24,  white.  Family 
history,  negative.  First  admission,  July,  1918. 
Unilateral  disease  limited  to  upper  lobe  in  left.  Con¬ 
dition  progressed,  and  pneumothorax  was  started 


Before  operation  After  operation 

The  second  figure  shows  that  the  ribs  were  not  removed 
close  enough  to  the  spinal  column. 

in  October,  1918.  Discharged  in  excellent  shape 
with  good  compression  in  August,  1919. 

She  was  referred  back  to  her  physician,  who  gave 
her  only  two  refills  and  then  discontinued  pneumo¬ 
thorax. 

1  2 


Examination  at  this  time  showed  considerable 
moisture  in  the  apex  of  the  left  lung,  and  rales  were 
heard  posteriorly  at  the  right  apex,  which  were 
not  present  before  operation. 

X-ray  revealed  a  definite  increase  in  the  infiltra¬ 
tion  of  the  apex  and  first  and  second  interspaces 
on  the  right  side  and  a  possibility  of  a  localized 
bronchopneumonia  in  the  right  lower  lobe. 

On  the  fourteenth  day  after  operation  temperature 
began  to  come  down  and  was  normal  in  two  weeks. 
She  recovered  entirely,  and  the  second  stage  was 
done  in  September,  1922.  The  convalescence  was 
uneventful.  The  sputum  markedly  decreased  till 
she  expectorated  only  twice  daily. 

Signs  of  a  cavity  still  persist,  and  there  is  still 
some  evidence  of  moisture.  The  ribs  were  not  cut 
close  enough  to  the  spinal  column,  and  so  the  com¬ 
pression  is  not  as  good  as  we  should  have  had. 
She  should  have  a  third  operation.  Note. —  This 
has  been  done  since  this  paper  was  read,  and  the 
result  was  excellent. 

C.'VSE  No.  265. — Male,  aged  22. 

Admitted  to  Glen  Lake  Sanatorium  April,  1918. 
Adhesions  prevented  pneumothorax,  therefore  in 
September,  1919,  a  partial  thoracoplasty  was  done 
in  another  clinic,  and  portions  of  the  3d  to  the  8th 
ribs,  inclusive,  were  removed.  We  could  not  per¬ 
suade  him  to  have  anything  more  done  until  July, 
1922,  when  portions  of  the  9th,  10th,  and  11th  ribs 

3 


Figs.  1  and  2  show  the  small  amount  of  functional  impairment  which  results  from  the  operation. 
Fig.  3  shows  how  little  noticeable  deformity  there  is  when  the  patient  is  dressed. 


Readmitted  April,  1921.  Lung  nearly  expanded, 
and  patient  having  hemorrhages.  I  feel  confident 
that  had  the  pneumothorax  been  kept  up  there 
would  have  been  no  relapse. 

She  had  extensive  involvement  of  the  left  lung 
with  cavity  formation,  and  as  we  were  unable  to 
influence  the  lesion  any,  even  though  she  was  kept 
in  bed  a  year,  we  decided  to  have  a  thoracoplasty 
done.  The  first  stage  was  done  in  May,  1922.  On 
the  sixth  day  following  the  operation,  the  tempera¬ 
ture  rose  slightly,  but  returned  to  normal  again  on 
the  tenth  day,  but  on  the  twelfth  day  it  went  up 
to  104.2,°  and  on  this  day  she  raised  about  30  c.c. 
of  pussy  sputum  and  about  4  c.c.  of  blood. 


were  removed.  His  reaction  was  quite  severe  fol¬ 
lowing  this.  Temperature  and  pulse  became  normal 
in  about  three  weeks.  The  chest  wall,  however, 
was  held  out  by  the  regenerated  8th  rib,  and  so  in 
February,  1923,  part  of  this  rib  and  the  7th  and  9th 
ribs  were  again  removed.  The  convalescence  was 
uneventful. 

The  first  stage  should  have  been  done  on  the 
lower  part  of  the  thorax,  leaving  the  upper  to  be 
operated  on  later,  and,  as  the  entire  side  was  dis¬ 
eased  and  good  collapse  of  the  apex  was  essential, 
the  first  rib  should  have  been  removed  also.  The 
sputum  has  been  negative  since  February,  1922. 

Operating  on  the  middle  portion  first  makes  fu- 
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ture  operation  more  difficult  because  we  then  have 
two  ends  to  do,  both  apex  and  base  instead  of  just 
one. 

Case  No.  662. — Female,  white,  married,  mother 
of  three  children. 

Tuberculosis  began  in  the  fall  of  1919  following 
the  birth  of  the  third  child.  She  was  entered  in  Glen 
Lake  Sanatorium  April,  1921,  with  far-advanced, 
practically  unilateral  tuberculosis  with  cavity  forma¬ 
tion  and  with  high  fever  and  rapid  pulse. 

Strict  bed  rest  was  used  together  with  postural 
rest,  but  these  were  not  sufficient,  and  pneumo¬ 
thorax  was  impossible  because  of  adhesions,  so  that 
thoracoplasty  was  recommended  and  Dr.  Law  re¬ 
moved  the  lower  ribs  on  January  7,  1923.  Her 
pulse  was  rapid  and  the  temperature  variable  until 
January  30,  when  both  became  normal. 

The  second  stage  was  done  February  11,  1923, 
and  the  convalescence  was  uneventful. 

The  sputum  varied  from  23  to  56  gms.  before  the 
first  operation  and  decreased  to  10  gms.  following 
the  second.  It  is  still  positive. 

Case  No.959. — Female,  white,  single,  aged  26. 

Family  history,  negative. 

First  attack  of  pleurisy  occurred  in  1915.  An¬ 
other  attack  in  1918,  and  “flu”  in  1919,  followed 
by  a  persistent  productive  cough  and  pleurisy  with 
effusion  on  the  right  side.  She  was  aspirated  twice, 
and  about  one  pint  of  fluid  was  removed  each  time. 

Sanatorium  treatment  was  begun  in  1919,  and 
pneumothorax  was  done  in  the  spring  of  1922. 
Entered  Glen  Lake  Sanatorium  September  20,  1922. 

Pneumothorax  was  continued,  but  because  of 
dense  shadows  eaused  by  thickened  pleura  it  was 
hard  to  determine  the  exact  result  as  the  pneu¬ 
mothorax  w'as  thought  to  be  only  partial  and  there 
was  apparently  an  adhesion  between  the  lower  lobe 
and  the  diaphragm  with  a  retraction  upward  of 
the  diaphragm. 

Thoracoplasty  was  performed  January  7,  1923, 
and  was  followed  by  considerable  pain  in  the  wound. 
Three  days  later  the  temperature  was  101.6°  and 
the  pulse  140,  feeble  pulse;  cyanosis;  slow  and  shal¬ 
low  re.‘:piration.  The  temperature  returned  to  nor¬ 
mal;  pulse,  110;  irregular  periods  of  fever  and  rapid 
pulse;  cough  persisted,  and  there  was  no  diminution 
in  the  sputum.  Patient  died  February  10,  1923. 

Autopsy  showed  the  right  lung  collapsed  around 
an  uncollapsed  cavity,  which  was  partially  filled 
with  pus.  The  x-ray  shadow  we  had  seen  in  the 
lower  lobe  region  was  proven  to  be  due  to  an  ele¬ 
vated  diaphragm. 

From  the  autopsy  findings  I  think  we  can 
safely  say  that  the  operation  had  no  influence  on 
the  course  of  the  disease. 


One  patient  is  feeling  so  well  that  he  wants 
to  start  work ;  three  are  still  under  treatment,  and 
two  of  the  three  will  probably  recover  sufficiently 
to  go  to  work. 


SUMMARY 

1.  Surgery  of  the  thorax  has  a  definite  though 
limited  sphere. 

2.  Thoracoplasty  should  be  reserved  for  those 
cases  where  pneumothorax  is  impossible  or  at 
least  partial. 

3.  Better  results  are  attained  if  the  surgeon 
removes  the  ribs  close  to  the  spinal  column. 

4.  The  selection  of  cases  and  after-care  will 
be  in  the  hands  of  the  physician,  therefore  close 
co-operation  between  the  physician  and  the  sur¬ 
geon  is  of  paramount  importance. 

5.  A  two-stage  operation,  is  “safer”  than  a 
one-stage. 

6.  There  is  very  little  noticeable  deformity 
when  the  patient  is  clothed  for  the  street. 

CONCLUSIONS 

If  by  this  method  one  can  offer  some  measure 
of  hope  to  35  to  55  per  cent  of  the  far-advanced 
cases  who  have  failed  to  respond  to  the  other 
known  methods  of  treatment,  then  he  is  justified 
in  the  attempt. 

BIBLIOGRAPHY 

1.  Archibald,  E.  W. :  Extra-pleural  Thoracoplasty  and 
a  Modification  of  the  Operation  of  Apicolysis  Utilizingr 
Muscle  Flaps  for  Compression  of  the  Lung.  Amer.  Rev.  of 
Tuberculosis.  1921,  iv,  p.  829. 

2.  Archibald,  E.  W. :  Experience  in  The  Surgical  Treat¬ 
ment  of  Unilateral  Pulmonary  Tuberculosis.  Trans,  of  the 
Am.  Surg.  Assoc.,  1922. 

3.  Archibald,  E.  W. :  Discussion  of  Dr.  Parfit’s  Article  in 
Transaction  National  Tuberculosis  Association  1922,  p.  197. 

4.  Bull,  P. :  Extrapleural  Thoracoplasty  in  the  Treat¬ 
ment  of  Pulmonary  Tuberculosis  with  an  account  of  Thirty- 
seven  Cases.  Lancet,  October  16,  1920,  p.  778. 

5.  Jacobaeus,  H.  S.  and  Key,  Elinor:  Plastic  Operations 

on  the  Thorax  in  Pulmonary  Tuberculosis,  p.  1.  Acta 
Chirurgica  Scandinavia,  Stockholm,  56:1-88,  1923.  Third 

supplement.  Ab.  Jour,  of  the  A.  M.  A.,  vol.  81,  No.  7.  p.  617. 

6.  Mariette,  E.  S. :  Glen  Lake  Sanatorium  and  the 
Treatment  Employed  There.  The  Journal-Lancet,  March 
1,  1922. 

7  Parfit:  Extrapleural  Thoracoplasty  in  the  Treatment 
of  Pulmonary  Tuberculosis.  Transaction  National  Tubercu¬ 
losis  Association,  1922,  p.  197. 

8.  Sauerbruck:  Chirurgie  Der  Brustorganen,  Band  1, 
Zweite  Auflage. 

9.  Saugman,  C. :  The  Results  of  Pneumothorax  Treat¬ 
ment  of  Pulmonary  Tuberculosis,  Lancet,  October  2,  1920, 
p.  685. 

10.  Shortle,  A.  G.  and  Gekler,  W.  A.:  A  Report  of  Four 
Recent  Cases  of  Thoreicoplasty,  Jour,  of  the  A.  M.  A.,  vol. 
78,  No.  3,  168. 


182 


THE  JOURNAL-LANCET 


THE  DIFFERENTIAL  DIAGNOSIS  BETWEEN  APPENDICITIS  AND 

URETERAL  CALCULUS* 


By  Theodore  H.  Sweetser,  B.S.,  M.D. 

Associate  Urologist,  Minneapolis  General  Hospital;  Instructor  of  Pathology,  University  of  Minnesota, 

MINNEAPOLIS,  MINNESOTA 


Medical  School 


My  special  interest  in  the  differential  diagno¬ 
sis  between  ureteral  calculus  and  appendicitis 
was  aroused  by  a  perplexing  case  observed 
about  two  years  ago.  That  others  have  been 
puzzled  is  well  shown  in  the  rejiorts  of  several 
series  of  cases  published  in  the  last  few  years. 
Of  A.  B.  Cecil’s  300  cases^  of  disease  of  the 
kidneys  and  ureters  showing  abdominal  pain,  67 
were  cases  of  stone  in  the  kidney  or  ureter.  Of 
the  67  the  diagnosis  had  been  missed  in  over 
30  })er  cent;  and  in  21  per  cent  the  erroneous 
diagnosis  had  been  appendicitis;  13.5  per  cent  of 
the  67  cases  had  actually  undergone  appendec¬ 
tomy  without  relief.  Judd,^  in  reporting  400 
operations  for  removal  of  stones  in  the  ureter, 
stated  that  144  of  the  patients  had  undergone 
other  previous  fruitless  operations,  and  that 
among  those  previous  operations  had  been  54 
appendectomies,  or  a  percentage  of  13.5.  Hugh 
Caboff  found  histories  of  previous  needless  op¬ 
erations  on  26  patients  in  a  series  of  157  pa¬ 
tients  with  stone  in  the  kidney  or  ureter  studied 
at  the  Massachusets  General  Hospital ;  and  10 
of  the  patients  had  undergone  previous  appen¬ 
dectomy. 

That  the  reverse  error  in  diagnosis  can  be 
made  will  be  shown  farther  on,  but  I  have  no 
statistical  series  regarding  the  percentages.  A 
statistical  study  of  the  problem  from  that  angle 
would  be  very  difficult  for  several  reasons.  In¬ 
dividual  cases,  however,  can  he  cited. 

In  considering  the  diagnosis  of  a  case  of  either 
appendicitis  or  ureteral  calculus,  one  has,  of 
course,  to  keep  in  mind  almost  every  abdominal 
and  pelvic  disease;  we  are  limiting  ourselves 
here  to  the  two  diseases  alone. 

Anatomy. — The  ureter  begins  at  the  outlet  of 
the  renal  pelvis,  medial  to  and  a  little  above  the 
lower  pole  of  the  kidney,  descends  on  the  an¬ 
terior  surface  of  the  psoas  muscle,  crosses  the 
pelvic  brim  at  the  lower  end  of  the  common  iliac 
artery  or  the  beginning  of  the  external  iliac 
artery,  turns  backwards  and  outwards  along  the 
lateral  pelvic  wall  to  a  point  about  an  inch  in 
front  of  the  spine  of  the  ischium,  and  curves 
forward  and  medially  on  the  levator  ani  muscle 

♦Presented  before  the  Hennepin  County  Medical  Society 
May  7,  1923. 
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to  the  bladder  wall,  which  it  perforates  obliquely. 
In  the  last  three  inches  of  its  course,  the  ureter, 
in  the  male,  passes  between  the  posterior  wall 
of  the  bladder  and  the  anterolateral  aspect  of 
the  rectum,  crossing  behind  the  vas  deferens 
and  entering  the  bladder  wall  anterior  to  the 
upper  end  of  the  corresponding  seminal  vesicle. 
In  the  female,  this  terminal  portion  of  the  ureter 
passes  along  the  base  of  the  broad  ligament, 
crosses  behind  the  uterine  artery  and  runs  down¬ 
ward  across  the  lateral  fornix  of  the  vagina  and 
between  the  vagina  and  bladder,  entering  the 
bladder  about  one  inch  below  the  level  of  the 
external  cervical  os. 

At  its  upper  end  the  right  ureter  lies  behind 
the  third  portion  of  the  duodenum ;  but  other¬ 
wise  the  abdominal  part  of  each  ureter  is  in 
close  connection  with  the  peritoneum,  the  sperma¬ 
tic  or  ovarian  vessels  alone  crossing  in  front  of 
it.  The  genitofemoral  nerve  passes  close  be¬ 
hind  the  ureter  about  half  way  between  its  be¬ 
ginning  and  the  brim  of  the  pelvis.  The  ab¬ 
dominal  portion  of  the  ureter  is  crossed  also  by 
the  left  colic  and  sigmoid  branches  of  the  in¬ 
ferior  mesenteric  artery  on  the  left,  and  by  the 
right  colic  and  ileocolic  branches  of  the  superior 
mesenteric  artery  on  the  right.  The  sympathetic 
nerve  plexuses  that  accompany  those  arteries 
communicate  fairly  closely  with  the  sympathetic 
nerves  of  the  ureter  and  kidney.  Finally,  if  the 
appendix  extends  medially,  or  medially  and  up¬ 
ward,  it  may  cross  in  front  of  the  right  ureter 
above  the  brim  of  the  pelvis.^  We  are  not  con- 
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cerned  with  the  relationship  of  the  ureters  to 
other  abdominal  organs. 

The  appendix  may  occupy  many  different  po¬ 
sitions.  When  it  extends  upward  and  medially 
behind  the  mesentery,  it  is  in  fairly  close  relation¬ 
ship  with  the  right  ureter.  It  may  cause  con¬ 
fusion  when  it  extends  downward  into  the  pelvis 
in  close  proximity  to  the  innervation  of  the 
bladder  or  down  to  the  bladder  itself.  It  may 
also  extend  upward  behind  the  cecum  and  colon 
as  far  as  the  renal  pelvis  and  kidney. 

Differential  diagnosis. — In  perfectly  typical 
textbook  cases  of  appendicitis  and  of  ureteral 
calculus  the  differentiation  is  not  particulary  diffi¬ 
cult.®  Acute  appendicitis  has  its  acute  onset 
of  pain  in  the  epigastrium  or  umbilical  region, 
with  vomiting,  its  subsequent  localization  of  the 
pain  in  the  right  lower  quadrant,  with  tender¬ 
ness  over  the  site  of  the  appendix,  and  its  ab¬ 
dominal  rigidity  usually  on  the  right  side  and 
most  marked  over  the  appendix.  Fever  and 
leucocytosis  are  usually  present.  A  chill  is  rare. 

Patients  with  stone  in  the  ureter,  on  the  other 
hand,  usually  have  very  severe  sudden  attacks 
of  pain  in  the  lumbar  region  or  loin,  radiating 
along  the  ureter  to  the  external  genitalia  or  down 
the  inner  aspect  of  the  thigh.  They  have  also 
frequency,  urgency,  and  painful  urination,  gross 
or  microscopic  hematuria,  and  tenderness,  which 
is  usually  in  the  lumbar  region  and  may  be  in 
the  abdomen  along  the  course  of  the  ureter. 
There  is  often  a  chill  at  the  onset ;  vomiting  com¬ 
monly  occurs  ;  fever  and  leucocytosis  are  absent ; 
there  is  no  abdominal  rigidity.  Radiographic  and 
special  urological  studies  confirm  the  diagnosis. 
If  the  stone  is  in  the  lowest  three  inches  of  the 
ureter  it  may  be  felt  through  the  vagina  or  rec¬ 
tum.  If  the  differentation  were  always  so  clear, 
the  statistics  would  not  show  the  error  of  8  to  13 
per  cent  and  higher. 

VARIATIONS  FROM  THE  TYPICAL  ACUTE  APPENDI¬ 
CITIS  ATTACK 

To  begin  with,  it  must  be  remembered  that 
the  intitial  pain  in  acute  appendicitis  has  typi¬ 
cally  the  same  paroxymal  or  colicky  character 
that  is  found  in  renal  colic,  and  that  in  recurrent 
attacks  it  may  be  referred  immediately  to  the 
right  lower  quadrant.  The  secondary  constant 
pain  in  appendicitis  may  have  some  location 
other  than  the  right  lower  quadrant.  If  the  ap¬ 
pendix  be  retrocecal  and  extend  upwards,  the 
pain  may  be  referred  to  the  flank,  back,  or  kid¬ 
ney  region.  In  such  cases,  if  the  appendix  be 
extraperitoneal,  there  may  be  no  abdominal  rig¬ 


idity.  If  the  appendix  extend  down  into  the 
pelvis,  the  pain  may  be  in  the  left  lower  quad¬ 
rant,  in  the  left  side  of  the  pelvis,  or  referred  to 
the  testicle ;  in  such  cases  there  will  usually  be 
frequency  and  urgency  of  urination.  If  the  ap¬ 
pendix  be  directed  upward  and  inward  behind 
the  mesentery  so  that  it  would  lie  on  the  psoas 
muscles,  it  might  be  in  close  relationship  with 
the  femoral  nerve,  with  consequent  reference 
of  the  pain  down  the  thigh  to  the  knee  or  lower. 
In  some  such  cases  the  appendix  rather  lies  in 
the  proximity  to  the  genito-femoral  nerve,  with 
reference  of  the  pain  Jo  the  testicle  or  vulva  and 
the  inner  aspect  of  the  thigh;  if,  with  this,  there 
should  be  retraction  of  the  testis,  the  similarity 
to  renal  colic  would  be  still  more  marked.  Even 
further,  with  the  appendix  in  this  last  position, 
extending  upward  and  inward  behind  the  mesen¬ 
tery,  it  would  be  close  enough  to  the  right  ureter 
to  cause  localized  peri-ureteritis  and  ureteritis, 
which  would  give  rise  to  hematuria  or  pyuria  of 
greater  or  less  degree. 

Deaver  has  described  the  case  of  a  physician’s 
son  whose  operation  for  acute  appendicitis  was 
dangerously  delayed  because  of  such  a  syndrome. 
All  the  above  described  variations  in  the  symp¬ 
tomatology  of  appendicitis  make  more  difficult 
the  differentiation  from  ureteral  stone.  Our  re¬ 
cent  autopsy  records  at  the  University®  include 
a  case  of  “acute  gangrenous  ruptured  appendi¬ 
citis  with  generalized  peritonitis”  in  a  man  who 
had  been  under  the  care  of  a  doctor  who  found 
blood  in  his  urine,  treated  him  for  a  week,  and 
then  sent  him  to  the  General  Hospital  under  the 
diagnosis  of  “Acute  Abdomen.”  The  patient 
died  on  admission. 

VARIATIONS  FROM  THE  TYPICAL  SYMPTOMS  AND 
SIGNS  OF  URETERAL  CALCULUS 

Presence  of  gross  blood  or,  at  least,  of  a 
few  red  blood  cells  in  the  urine  may  mean  stone 
or  ulceration  anywhere  in  the  urinary  tract.  Ab¬ 
sence  of  blood,  on  the  other  hand,  has  been  con¬ 
sidered  an  important  point  against  a  diagnosis 
of  ureteral  or  renal  calculus.  However,  it  is 
generally  agreed  at  the  present  time  that,  in 
cases  of  ureteral  calculus,  the  urine  may  con¬ 
tain  only  a  few  pus  cells,  or  albumin  alone,  or 
may  be  entirely  normal.  Cabot  ®  found  the  urine 
entirely  and  persistently  normal  in  over  14  per 
cent  of  150  cases.  This  was  true  in  a  little  over 
10  per  cent  of  Cecil’s  67  cases.^  Bladder  irrita¬ 
bility  is  characteristic  of  most  cases  of  ureteral 
stone,  but  may  be  absent  in  a  considerable  per¬ 
centage, — 26  per  cent  of  294  cases  were  reported 
by  Braasch  and  Moore. 
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The  greatest  confusion,  however,  comes  from 
the  variations  in  the  location  and  character  of 
the  pain.  Of  Cecil’s  67  cases  there  was  typical 
renal  pain  in  only  21,  and  over  28  per  cent  of 
all  the  cases  showed  abdominal  pain  alone.  In 
the  cases  in  which  the  pain  was  present  in  the 
lower  right  abdomen,  it  occurred  at  or  close  to 
McBurney’s  point.  The  location  of  the  pain  does 
not  necessarily  indicate  the  situation  of  the  stone. 
For  instance,  a  calculus  in  the  renal  pelvis  may 
give  pain  referred  only  to  the  suprapubic  region, 
while  a  stone  close  to  the  bladder  may  be  asso¬ 
ciated  with  pain  in  the  back  or  right  upper  ab¬ 
dominal  quadrant.  The  pain  may  radiate  up¬ 
ward  or  downward  or  to  the  back,  but  in  many 
cases  there  is  no  radiation. 

One  of  our  cases  of  ureteral  stone  gave  the 
history  of  an  attack  two  years  previously,  with 
sudden  pain  in  the  right  lower  quadrant  and 
right  lumbar  region,  and  with  nausea  and  vomit¬ 
ing  ;  she  had  at  that  time  been  taken  to  a  Minne¬ 
apolis  hospital,  and  on  the  next  day  the  appen¬ 
dix  had  been  removed.  The  operative  wound 
became  infected,  was  opened  twice,  and  allowed 
to  drain  for  some  months.  There  were  no  more 
attacks  for  six  months,  but  in  the  last  fifteen 
months  before  we  first  saw  her  there  had  been 
five  or  six  similar  attacks  of  severe  colicky  pain 
with  nausea  and  vomiting.  In  this  case,  by  the 
way,  the  stone  was  palpated  through  the  vagina, 
and  the  diagnosis  was  corroborated  by  .ar-ray, 
cystoscopy,  and  passage  of  the  stone. 

Sanes,®  last  year,  in  discussing  the  confusion 
due  to  the  location  of  pain  from  ureteral  calcu¬ 
lus,  told  “how  a  ureteral  inflammation,  resulting 
from  extension  of  an  appendiceal  inflammatory 
process,  may  be  entirely  overlooked,  and  how 
the  symptoms  of  ureteritis  or  ureteral  strictures 
after  an  appendectomy  may  be  ascribed  to  post¬ 
operative  adhesions.” 

Tenderness  may  be  present  near  McBurney’s 
point,  in  case  a  calculus,  impacted  above  the  pel¬ 
vic  brim,  has  set  up  a  local  ureteritis ;  however, 
rigidity  of  the  right  rectus  muscle  seems  to  be 
fairly  rare  in  cases  of  ureteral  stone.  It  was 
mentioned  in  one.  case  reported  by  Cabot®  in 
1910,  and  was  present  in  one  of  our  cases  in 
which  the  diagnosis  of  stone  is  probable  but  not 
absolutely  proved.  This  sign  I  does  not  seem 
to  be  discussed  in  the  literature  as  a  sign  of 
ureteral  calculus,  but  in  cases  with  a  local  uret¬ 
eritis  it  might  be  explained  by  the  close  associa¬ 
tion  of  the  ureter  and  the  posterior  parietal  peri¬ 
toneum. 

Nausea  and  vomiting  are  commonly  found 


with  both  appendicitis  and  renal  colic.  Some 
cases  of  renal  and  ureteral  calculus  have  gastro¬ 
intestinal  disturbances  without  any  pain  or  with 
comparatively  very  little  pain ;  such  cases  some¬ 
times  undergo  long  treatments  for  some  gastro¬ 
intestinal  disorder.  Fever  and  leucocytosis  are 
absent  in  uncomplicated  cases  of  ureteral  calcu¬ 
lus,  but  may  be  present  in  case  of  secondary  in¬ 
fection, — pyelitis,  pyelonephritis,  or  pyonephro¬ 
sis.  In  one  of  our  cases  we  were  led  astray  by 
this  circumstance. 

A  woman  47  years  old  had  had  onset  of  pain 
and  soreness  in  the  right  side  of  the  abdomen 
three  days  previously.  She  had  vomited  at  the 
onset ;  she  thought  she  had  had  fever.  The  pain 
had  been  “dead”  in  character  since  the  onset, 
but  last  night  had  become  more  severe.  She 
had  suffered  from  a  similar  attack  two  years 
before,  which  had,  however,  lasted  only  three 
hours.  On  admission  to  the  hospital,  at  5  ;30 
p.  M.,  her  temperature  was  100.2,°  her  pulse  100, 
and  her  respiration  20.  Examination  showed  a 
thick  layer  of  abdominal  subcutaneous  fat,  no 
apparent  rigidity  or  reflex  spasm,  and  no  masses ; 
there  was  tenderness  at  McBurney’s  point.  The 
leucocyte  count  was  13,000.  The  urine  showed 
erythrocytes  and  leucocytes  microscopically.  Ex¬ 
ploratory  operation  was  performed  the  same 
evening.  The  appendix  was  thick-walled  and 
filled  with  fecal  matter,  and  the  meso-appendix 
contained  much  fat.  The  uterus  showed  several 
small  subserous  myomas,  one  of  which  was 
shelled  out.  The  tubes  and  ovaries,  and  the 
gall-bladder,  stomach,  and  duodenum  were  norm¬ 
al.  The  right  ureter  was  carefully  examined 
from  the  bladder  upward,  and  no  stone  could  be 
felt  in  the  ureter  or  the  right  renal  pelvis.  After 
the  operation  the  wound  healed  perfectly  and 
she  felt  well.  However,  about  six  weeks  later 
she  had  an  attack  of  pain  in  the  right  lower 
quadrant,  and  this  time  had  frequent  urination 
and  pyuria.  Urinary  calculus  was  diagnosed; 
she  later  passed  the  stone,  and  has  had  no  trouble 
since. 

From  the  above  discussion,  it  will  be  seen 
that  it  is  not  always  safe  or  possible  to  diagnose 
either  acute  appendicitis  or  ureteral  calculus  from 
the  history,  physical  signs,  and  urinalysis.  Usu¬ 
ally,  with  care,  there  will  be  found  somewhere 
a  symptom  or  sign  giving  warning  that  the  diag¬ 
nosis  is  not  as  clear  as  it  at  first  appears  to  be. 
In  the  city  with  first-class  hospital  facilities  it 
is  usually  justifiable  to  take  at  least  time  to  ob¬ 
tain  a  radiograph  of  the  abdomen  and  pelvis,  to 
rule  out  renal  calculus  if  possible.  A  stone  will 
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cast  a  shadow  in  85  per  cent  to  90  per  cent  of 
cases.  Simple  radiography,  however,  is  open  to 
three  sotirces  of  error:  (1)  an  extra-ureteral 
mass  may  cause  a  similar  shadow  (phlebolith, 
calified  lymphnode,  gall-stone)  ;  (2)  the  shadow 
of  a  ureteral  stone  may  be  obscured  by  the  sup¬ 
erimposed  shadow  of  a  bony  structure;  (3)  the 
stone  may  not  have  a  composition  sufficiently 
impervious  to  jr-rays  to  throw  a  contrasting 
shadow^  Changing  the  position  of  the  patient 
or  the  angle  of  the  tube  may  bring  into  view 
a  stone  previously  obscured  by  some  bony  struc¬ 
ture. 

Usually  suspected  shadows  must  be  proved  by 
cystoscopy  and  ureteral  catheterization.  Cysto¬ 
scopy  may  show  the  stone  at  the  ureteral  orifice ; 
the  ureteral  orifice  may  be  edematous,  pouting, 
and  red;  there  may  be  bloody  or  cloudy  urine 
coming  from  the  opening;  the  urine  may  dribble 
out  instead  of  coming  in  a  good  swirl.  These 
latter  appearances  may  mean  stone,  or  they  may 
simply  mean  some  inflammatory  condition  in 
or  near  the  ureter  or  kidney.  A  radiographic 
catheter  passed  up  the  ureter  may  or  may  not 
meet  obstruction.  At  any  rate,  a  radiograph 
made  with  the  catheter  in  place  will  almost  al¬ 
ways  demonstrate  whether  or  not  the  suspected 
mass  is  in  the  ureter.  The  determination  can  be 
made  more  certain  by  making  two  exposures  on 
the  same  plate,  moving  the  tube  an  inch  between 
exposures^® ;  if  the  mass  is  in  the  ureter  its 
shadow  will  move  with  the  shadow  of  the  cath¬ 
eter  ;  if  not,  then  the  shadow  of  the  mass  will  be 
separated  from  that  of  the  catheter  in  one  or  the 
other  of  the  exposures.  That  even  this  is  not 
absolutely  infallible  is  shown  by  a  report  from 
Stevens  of  San  Francisco.^’^  In  his  case,  the 
rontgenogram  showed  a  shadow  in  contact  with 
the  bismuth  catheter  in  the  ureter.  At  operation 
the  tip  of  the  appendix  was  found  attached  to 
the  ureter ;  and  in  the  appendix  there  was  a  con¬ 
cretion,  which  had  given  the  shadow. 

Further  information  can  be  obtained  as  to  the 
condition  of  the  kidney  by  collection  of  a  sample 
of  urine  from  the  ureteral  catheter,  and  finally 
by  making  a  ureteropyelogram.  Chance  of  un¬ 
pleasant  or  injurious  effects  is  almost  entirely 
avoided  by  use  of  the  nontoxic  sodium  iodide 
solution,  by  injection  of  only  a  small  amount  of 
fluid  through  small-sized  catheters  slowly  and  by 
gravity,  and  by  draining  away  the  fluid  before 
removal  of  the  catheter.® 

To  illustrate  the  value  of  these  special  exam¬ 
inations  we  will  cite  the  case  of  a  woman  41  years 
old  who  had  undergone  an  appendectomy  one 


year  previously  without  relief.  Five  weeks  be¬ 
fore  admission  she  had  had  an  attack  of  sharp 
pain  radiating  from  the  right  lumbar  region  to 
the  right  lower  abdominal  quadrant  and  down 
the  right  leg.  There  had  been  nausea  and  vomit¬ 
ing  at  onset,  and  off  and  on  since  then.  At  the 
onset  her  temperature  had  been  104,°  and  on 
admission  was  99.6° ;  her  pulse  was  90,  and  her 
respiration  20.  Her  abdomen  showed  tenderness 
at  McBurney’s  point  and  a  tender  kidney.  The 
urine  showed  a  moderate  number  of  pus  cells; 
her  leucocyte  count  was  11,700.  Cystoscopy  and 
ureteral  catheterization  were  negative  as  to  the 
left  side ;  however,  there  was  only  a  dribble  of 
pale,  slightly  turbid  urine  from  the  right  ureteral 
orifice,  and  a  catheter  could  be  passed  only  15 
cm.  up  the  right  ureter.  A-ray  showed  catheter 
pointing  to  the  shadow  of  a  stone;  injection  of 
sodium  iodide  solution  intensified  the  shadow; 
the  solution  flowed  back  along  the  catheter  into 
the  bladder.  Operation  showed  a  pyramidal 
stone  located  3  cm.  below  the  pelvic  brim  com¬ 
pletely  blocking  the  ureter.  The  ureter  above 
the  stone  was  markedly  dilated.  On  removal 
of  the  stone  by  the  extraperitoneal  route,  a  large 
amount  of  green  purulent  fluid  poured  out 
through  the  opening,  coming  from  above  the 
stone.  This  patient  is  well  and  has  had  no  fur¬ 
ther  trouble  in  more  than  two  years  since  her 
operation. 

Use  of  the  above- described  urological  studies 
may  save  many  patients  from  unnecessary  treat¬ 
ments  and  operations,  and  is  recommended  for 
use  when  patients  are  in  hospitals  and  can  be 
watched  carefully.  In  most  cases,  at  least  a 
simple  .r-ray  can  be  made  without  dangerous 
delay.  It  must  be  emphasized,  however,  that 
such  studies  should  not  be  used  in  place  of  clini¬ 
cal  judgment.  An  exploration  of  the  abdominal 
cavity  in  cases  of  ureteral  stone,  though  not  to  be 
recommended  if  avoidable,  still  is  not  so  dang¬ 
erous  as  is  prolonged  delay  in  cases  of  acute  ap¬ 
pendicitis  with  the  idea  of  securing  a  more  exact 
and  certain  diagnosis. 
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DISSCUSSION 

Dr.  a.  G.  Wethall  (Minneapolis):  This  paper  is 
very  interesting  to  me.  I  wish,  however,  to  men¬ 
tion  the  indigo-carmine  test  as  being  of  great  value 
in  these  cases.  I  have  noticed  that  in  case  of  stone 
in  the  ureter  the  function  of  the  kidney,  on  the 
side  where  the  stone  is  found,  is  wanting.  The 
indigo-carmine  is  given  intravenously,  and  in  a  few 
minutes  the  color  appears  if  the  kidney  is  normal 
or  if  there  is  no  obstruction. 
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Experimental  investigation  of  quite  recent 
time,  notably  the  work  of  Funk,  Stepp,  Mc¬ 
Collum,  Osborne  and  Mendel,  A.  Hess,  Dutcher, 
McClendon,  Palmer  and  Kennedy,  and  many 
others,  has  shown  beyond  doubt  that  there  are 
essential  factors  in  the  food  other  than  the  well- 
known  components, — protein,  fats,  carbohydrates, 
and  salts.  The  presence  of  such  factors  in  suffi¬ 
cient  amount  is  absolutely  essential  to  proper 
growth  and  development  of  the  animal  organism. 
In  this  class  fall  the  substances  known  as  vita- 
mines. 

Our  knowledge  concerning  the  chemistry  and 
composition  of  these  substances  is  still  meager 
and  still  quite  obscure,  although  they  are  a  con¬ 
stituent  in  some  form  or  other  of  nearly  all  food 
stuffs.  They  seem  to  be  organic  substances,  but 
further  than  this  nothing  is  definitely  known 
about  their  structure.  They  do  not  seem  tO'  fall 
in  the  class  of  proteins,  fats,  or  carbohydrates. 

Any  food  decidedly  deficient  in,  or  with  com¬ 
plete  absence  of,  one  or  the  other  of  these  sub¬ 
stances  will  produce,  if  given  over  a  long  period, 
the  symptom  complex  of  deficiency  diseases. 
It  is  believed  that  the  so-called  deficiency  diseases 
are  essentially  avitaminoses. 

The  experimental  research  on  vitamines  has 
been  confined  almost  entirely  to  the  laboratory 
animal,  and  the  results  observed  there  have  been 
transferred  by  analogy  to  the  human  organism. 
There  may  be  some  criticism  as  to  the  feasibility 
of  this  type  of  research  and  its  practical  inter¬ 
pretation  and  application.  In  defence,  however, 
of  such  criticism  one  can  cite  the  opinion  held 

*Presentecl  before  tlie  Hennepin  County  Medical  Society, 
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by  the  eminent  British  biochemist,  F.  G.  Hop¬ 
kins,  who  considers  all  nutritional  phenomena 
as  basal  phenomena.  They  may  differ  in  detail, 
but  fundamentally  they  are  the  same  in  all  ani¬ 
mals.  Any  circumstance  which  involves  abso¬ 
lute  failure  in  the  fundamental  nutrition  of  any 
kind  of  mammal  will  most  certainly  be  liable  to 
produce  untoward  results  of  some  kind  in  the 
case  of  any  other  mammal.  It  would  seem, 
therefore,  safe  to  compare  results  obtained  with 
the  laboratory  animal  with  clinical  pictures  ob¬ 
served  in  the  human  organism  where  nutritional 
factors  seemed  to  be  the  causative  factor  in  the 
development  of  symptoms. 

The  complete  isolation  of  the  different  vitamine 
fractions  has  proved  very  difficult  and,  so  far, 
has  baffled  the  efforts  of  the  biochemist.  The 
knowledge  we  have  of  them  is  fragmentary  and 
quite  incomplete.  McCollum  suggested  the  desig¬ 
nation  of  the  different  fractions  by  alphabetical 
letters.  This  terminology  is  now  universally  ac¬ 
cepted,  and  we  speak,  therefore,  of  an  A  vita- 
mine,  or  the  fat-soluble ;  a  B  vitamine,  or  water- 
soluble ;  and  a  C  vitamine.  To  these  McCollum 
adds  a  D  vitamine ;  and  it  seems  as  investigation 
progresses  that  there  will  be  others  added  in  the 
course  of  time. 

The  fat-soluble  A  vitamine  is  a  substance  of 
unknown  nature  which  accompanies  fat  or  fat- 
like  substances  and  is  soluble  in  their  presence. 
It  is  also  soluble  in  alcohol  and  ether. 

Stepp,  McCollum,  and  Osborne  and  Mendel 
showed  that  the  animal  organism  will  not  grow 
or  thrive  properly  if  this  accompanying  sub¬ 
stance  is  not  present  in  the  fat  of  the  food  ra¬ 
tion.  Little  is  known  about  its  chemical  struc- 
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ture.  It  is  stable  to  drying  and  ordinary  heat¬ 
ing,  such  as  occurs  in  cooking.  Weak  acids  or 
alkalies  affect  it  very  little,  but  it  is  almost  com¬ 
pletely  destroyed  by  hydrogenation.  For  this 
reason,  lard  substitutes  are  deficient  in  vitamine 
A.  Oxidation  or  even  vigorous  aeration  will 
l)artly  or  completely  destroy  the  vitamine  A  frac¬ 
tion. 

The  principal  deficiency  or  defect  that  mani¬ 
fests  itself  with  complete  and  continued  absence 
in  the  food  ration  of  vitamine  A  is  distinct  re¬ 
tardation  of  growth.  This  effect  is  particularly 
noticeable  in  the  young,  actively  growing  organ¬ 
ism.  This  influence  upon  the  growth  of  tissue 
is  a  characteristic  common  to  all  the  vitamines. 
If  the  B  or  C  fraction  is  absent,  growth  will  be 
retarded  even  if  A  is  present  in  sufficient  amount. 
The  j)resence  of  all  of  the  fractions,  or  at  least 
of  the  three.  A,  B,  and  C,  are  necessary  for  the 
proper  growth  of  tissue. 

Aside  from  its  general  stimulating  effect  on 
growth,  the  fat-soluble  A  fraction  exercises  a 
specific  effect  upon  corneal  tissue  and  upon  the 
skeletal  system.  Its  complete  abscence  in  the  diet¬ 
ary  quite  rapidly  leads  to  profound  disturbance 
in  the  nutrition  of  the  cornea  as  expressed  in  the 
development  of  xerophthalmia  and  keratomalacia, 
and  similar  marked  effect  on  the  bony  system,  in 
the  form  of  osteoporosis  or  osteomalacia. 

The  fat-soluble  vitamine  A  is  very  widely  dis¬ 
tributed  in  nature  and  is  found  in  both  animal 
and  plant  life.  Green  vegetables,  and  particu¬ 
larly  the  leaf  vegetables,  such  as  spinach,  are  rich 
in  vitamine  A.  Vegetable  oils  and  fats  contain 
only  moderate  quantities,  and  these  can  easily 
be  entirely  removed  in  the  process  of  purifying 
such  oils  and  hydrogenating  them  in  the  prepara¬ 
tion  of  lard  substitutes.  All  animal  fats  contain 
fat-soluble  vitamine  A.  This  is  particularly  true 
of  the  fat  of  animals  whose  chief  subsistence  is 
on  plant  life,  preferably  green  fodder.  The  milk 
of  domestic  animals,  such  as  the  cow,  goat,  or 
ass,  is  rich  in  vitamine  A.  The  same  is  true 
of  butter  fat  and  egg  yolk.  The  food  the  ani¬ 
mal  consumes  influences  the  vitamine  content  of 
its  secretion  and  tissues.  It  is  greater  in  the  sum¬ 
mer  months  when  the  animal  has  access  to  green, 
fresh  j)lant  life,  and  less  rich  during  winter 
months  when  recourse  must  be  had  to  dry  feed¬ 
ing.  Pig  lard  is  comparatively  poor  in  the  vita¬ 
mine  A  fraction.  This  is  partly  due  to  the  lack 
of  green  fodder  the  pig  consumes  and  partly  to 
the  oxidation  the  lard  undergoes  in  the  process 
of  rendering. 

Vitamine  A  is  abundantly  present  in  liver  fat. 


particularly  cod  liver  oil.  It  is  quite  probable 
that  the  animal  organism  is  capable  of  storing 
vitamine  A  and  will  draw  upon  such  stored 
sources  for  a  long  time  in  the  face  of  deficient 
diet.  This  seems  to  be  true  only  of  the  fat- 
soluble  A  fraction  and  not  of  other  vitamines. 

The  water-soluble  vitamine,  or  antineuritic  vit¬ 
amine,  was  first  discovered  by  Casimir  Funk. 
Vitamine  investigations  really  had  their  starting- 
point  with  the  development  and  study  of  the 
characteristics  of  this  vitamine  fraction.  Funk 
discovered  that  the  polyneuritis  gallinarium,  first 
discovered  by  Eijkman,  was  due  to  the  absence 
in  the  food  ration  of  this  water-soluble  B  frac¬ 
tion. 

The  chemical  structure  of  water-soluble  B  is 
not  known.  The  animal  organism  apparently 
is  unable  to  synthesize  it,  and  it  is  not  stored. 
It  is  soluble  in  aqueous  solution.  Drying  pro¬ 
cesses  do  not  afifect  it,  neither  does  the  tempera¬ 
ture  of  boiling  water  in  neutral  or  acid  solutions. 
Heating  in  alkaline  solution  and  temperatures 
above  100°  C.  destroys  it.  Commercial  canning 
and  sterilization  of  vegetables  and  other  food 
I)roducts  involve  these  processes  and  necessarily 
cause  considerable  loss  of  the  B  vitamine.  vSmok- 
ing  and  drying  processes  have  a  similar  though 
less  pronounced  effect.  On  account  of  its  water- 
soluble  nature  much  of  it  is  lost  in  boiling  or 
cooking  processes  if  the  liquid  in  which  the  sub¬ 
stance  containing  the  B  fraction  is  boiled  is  re¬ 
jected. 

Of  the  dififerent  fractions  vitamine  B  is  the 
most  essential  tO'  proper  growth  and  development 
of  the  animal  organism.  If  present  in  insuffici¬ 
ent  amount  in  the  food  or  entirely  absent,  serious 
disorders  in  growth  and  metabolism  quickly  en¬ 
sue.  One  of  the  earliest  symptoms  is  a  rapid 
and  alarming  decrease  in  the  desire  for  food, 
accompanied  by  ])rogressive  debility.  This  is 
followed  by  the  development  of  nervous  ])he- 
nomena,  such  as  neuritis  and  various  forms  of 
paralysis. 

Adequate  or  abundant  presence  of  the  water- 
soluble  B  vitamine  in  any  food  ration  seems  to 
have  two  very  definite  effects.  It  stimulates  the 
appetite,  thus  increasing  food  intake,  and  it  pro¬ 
foundly  influences  metabolism  and  growth. 
Dutcher  suggests  that  it  may  possibly  act  as  a 
stimulant  to  endocrine  organs. 

In  view  of  its  a])parent  im])ortance  to  the 
animal  organism,  it  is  fortunate  that  vitamine 
B  has  the  widest  possible  distribution  in  nature. 
The  largest  amount  is  found  in  unicellular  or¬ 
ganisms,  such  as  yeast.  It  is  universally  present 
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in  plant  life,  particularly  in  all  grains  and  cere¬ 
als;  all  green  leaves  are  rich  in  vitaniine  B.  In 
grains  the  largest  supply  is  in  the  embryo  situ¬ 
ated  near  the  surface  immediately  under  the 
cellulose  membrane.  Tn  the  ])olishing  of  rice 
or  the  milling  of  our  favorite  patent  Hour,  this 
part  of  the  grain  is  almost  entirely  removed,  thus 
causing  these  widely  used  food  stuffs  to  be  ])rac- 
tically  free  of  vitamine  B.  Of  the  vegetables, 
carrots,  st)inach,  some  of  the  beets,  raw  cabbage, 
beans,  and  ])eas  contain  the  largest  amount.  P(j- 
tatoes  have  a  lesser  amount.  Among  the  fruits, 
tomatoes,  oranges,  and  lemons  and  other  citrous 
fruits,  and  grapes  have  the  largest  amount. 
Apples  and  pears  have  little,  and  bananas  hardly 
any  vitamine  B. 

Tn  the  substances  of  animal  origin,  milk  and 
eggs  head  the  list.  Liver,  brain,  kidney,  and 
heart  muscle  contain  considerable  vitamine  B. 
There  is  very  little  in  other  forms  of  meat  and 
very  little  in  fish  foods. 

Vitamine  C,  or  the  anti-scorbutic  factor  in 
food  substance,  was  discovered  by  the  Norwegian 
investigators.  Axel  Holst  and  Theodore  I'rdlich. 
They  demonstrated  conclusively  that  scurvy  was 
a  deficiency  disease  which  was  not  influenced  by 
the  presence  of  vitamine  A  or  B  in  the  food 
ration,  but  was  favorably  influenced  or  cured 
by  the  presence  of  a  third  substance,  the  vitamine 
C.  Scurvy  develops  rapidly  if  the  animal  or¬ 
ganism  is  deprived  of  this  vitamine  by  giving 
food  which  does  not  contain  it. 

Practically  nothing  is  known  of  the  chemical 
structure  of  vitamine  C.  It  is  soluble  in  both 
alcohol  and  water  and  is  much  more  easily  de¬ 
stroyed  by  external  influences  and  procedures 
than  either  Vitaniine  A  or  B.  It  is  easily  de¬ 
stroyed  by  heat,  with  this  difference,  however, 
that  prolonged  heating  at  low  temperature  much 
more  effectively  destroys  it  than  brief  heating 
at  high  temperature.  Prolonged  heating  under 
low  pressure,  such  as  occurs  in  the  canning  pro¬ 
cesses,  almost  completely  destroys  it.  It  is  also 
destroyed  by  drying  processes  and  moderate 
heating  in  the  presence  of  alkaline  reaction,  but 
not  in  the  presence  of  acid  reaction. 

The  chief  effect  of  the  absence  of  C  vitamine 
in  the  diet  is  the  development  of  a  hemorrhagic 
diathesis  and  the  symptom  complex  scurvy.  The 
teeth  seem  to  be  the  tissue  earliest  affected  in 
the  absence  of  C  vitaniine.  The  researches  of 
McCarrison  would  indicate  that  the  C  fraction 
has  something  to  do  with  the  production  of 
adrenalin.  McCollum  and  Parsons  found  that  its 
presence  was  essential  to  normal  metabolism. 


ddiis  is  i)articularly  true  of  the  growing  organism. 

The  distribution  in  nature  of  the  C  vitamine 
is  rather  more  limited  than  that  f)f  the  other 
fractions.  It  is  contained  in  fresh  vegetables, 
such  as  cabbage,  beets,  onions,  ])eas,  lettuce, 
spinach,  turnips,  and  to  some  extent  in  ])otatoes. 
It  is  ])articularly  abundant  in  citrous  fruits,  such 
as  orange,  grape  fruit,  lemon,  and  in  tomato. 
There  is  a  good  deal  of  C  vitamine  in  cow’s 
milk  and  in  eggs,  i)articularly  if  these  animals 
have  access  to  green  fodder.  All  prei)ared  milks 
and  most  of  the  meats  are  deficient  in  vitamine 
C.  It  is  quite  abundant  in  germinating  seeds. 
On  account  of  its  limited  distribution  in  nature 
and  its  great  susceihibility  to  influences  of  tem- 
])erature  and  other  chemical  ])rocesses,  C  vita¬ 
mine  is  most  apt  to  be  deficient  in  a  food  ration. 

McCollum  advances  the  theory  that  there  is 
a  fourth  vitamine,  specific  in  the  cure  of  rickets, 
and  that  this  vitamine  fraction  is  present  in  cod 
liver  oil,  known  for  years  as  a  si)ecific  remedy 
in  rickets.  The  presence  of  this  vitamine  favors 
a  more  complete  metabolism  of  the  element  cal¬ 
cium.  There  is,  however,  considerable  contro¬ 
versy  ui)on  this  point.  The  existence  of  a  D 
vitamine  and  its  relation  to  the  symptom  com- 
l)lex,  rickets,  is  hardly  definitely  established  and 
requires  more  exj)erimental  proof. 

It  is  quite  clear  from  the  discussion  of  the 
different  vitamine  fractions  that  all  have  a  pro¬ 
nounced  effect  on  metabolism  and  are  substances 
essential  to  its  proper  functioning.  It  seems 
quite  unlikely  that  the  animal  organism  possesses 
the  faculty  of  synthesis  of  these  substances,  ob¬ 
taining  them  only  from  the  food  consumed  and 
using  them  directly  in  such  form  as  they  are 
offered  or  after  suitable  modification.  The  fact 
that  their  effect  is  particularly  pronounced  upon 
the  growing  organism  adds  importance  to  their 
consideration  in  the  dietary  of  the  infant  and 
growing  child. 

Imr  the  infant,  mother’s  milk,  milk  from 
domestic  animals,  milk  preparations,  or  substi¬ 
tutes  are  the  agencies  by  which  its  organism 
procures  the  necessary  vitamines.  The  readiness 
with  which  all  the  fractions  pass  into  cow’s  milk 
and  the  influence  the  type  of  feeding  has  on  the 
vitamine  content  of  the  milk  raise  the  interesting 
question  whether  such  effect  is  possible  on 
mother’s  milk.  It  is  undoubtedly  safe  to  assume 
that  such  effect  is  possible.  The  interesting  ex¬ 
perimental  work  of  Chick  andDalyell  on  Viennese 
infants  and  the  diet  of  their  nursing  mothers 
proved  this  quite  conclusively.  Without  increas¬ 
ing  the  amount  of  breast  secretion,  they  could 
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alter  its  composition  and  effect  by  additions  of 
suitable  vitamine-rich  substances  and  produce 
marked  weight  gains  in  the  infants. 

It  is  necessary  in  selecting  the  diet  of  the  nurs¬ 
ing  mother  to  have  regard  for  adequate  vitamine 
content  in  the  food.  In  some  experimental  work 
recently  carried  on  at  the  University  of  Minne¬ 
sota  Farm  School  by  Palmer,  Kennedy  and 
the  author  it  was  found  that  breast  milk 
is  rather  low  in  fat-soluble  A,  but  compar¬ 
atively  rich  in  water-soluble  B  vitaniines.  Furth¬ 
er  experimental  work  is  in  progress  to  show 
to  what  extent  the  diet  of  the  mother  influ¬ 
ences  the  relative  content  of  these  fractions 
and  what  additions  are  most  suitable  to  increase 
the  rather  definite  low  content  of  fat-soluble  A. 
Cow’s  milk  and  the  milk  of  other  domestic  ani¬ 
mals  are  rich  in  all  three  factors  provided  the 
animal  has  access  to  green  fodder.  The  dangers 
of  highly  sterilized  milk,  or  dried  or  condensed 
milk,  or  other  substitute  food  preparations  com¬ 
monly  used  in  infant  feeding  are  probably  largely 
due  to  the  destructive  effect  of  drying  or  heating, 
or  other  forms  of  oxidation  on  the  different 
vitamine  fractions.  The  use  of  these  foods  should 
be  avoided  wherever  possible. 

The  practice  of  feeding  solid  foods,  such  as 
cereals,  breads,  vegetables,  and  fruits,  to  the  in¬ 
fant  early  is  becoming  very  general  and  probably 
owes  its  favorable  effect  in  no  small  measure 
to  the  vitamine  content  of  such  foods  and  the 
effect  it  has  on  the  growing  organism.  This 
practice  is  a  distinct  advance  in  infant  feeding. 

The  vitamine  requirement  of  the  diet  of  the 
older  child  presents  less  of  a  problem.  On  ac¬ 
count  of  tbe  wide  distribution  of  practically  all 
the  vitaniines  in  nature,  it  is  ([uite  unlikely  that 
minimum  re(|uirements  would  not  be  met  in  most 
cases.  It  is,  however,  clear  from  the  prepon¬ 


derant  distribution  of  all  vitaniines  in  plant  life 
that  it  is  desirable  to  stress,  in  the  growing  child’s 
diet,  fresh  vegetables,  especially  the  leafy  vari¬ 
eties  and  others,  such  as  cabbage,  carrots,  peas, 
and  beans,  as  much  as  possible.  The  less  the 
cereals  are  subjected  to  refined  milling  proces¬ 
ses,  tbe  greater  will  be  their  vitamine  content, 
and  the  more  suitable  are  they  for  a  child’s  diet. 
Among  the  fruits,  the  citrous  fruits  and  tomato 
should  have  a  prominent  place  and  should  be 
liberally  used.  Eggs  and  milk  are,  under  proper 
conditions,  very  rich  in  all  vitaniines  and  should 
be  freely  given  unless  there  are  contra-indications 
because  of  idiosyncrasies.  Of  the  fats,  butter 
and  suet  are  better  than  vegetable  oils  and  are 
much  superior  to  lard  and  lard  substitutes. 

Food  that  has  been  subjected  to  prolonged 
heating  or  aeration,  such  as  occurs  in  steriliza¬ 
tion,  canning  or  preserving  processes,  is  best 
avoided  if  a  fresh  product  is  available. 
Commercial  vitamine  products  have  flooded  the 
market  in  recent  years.  Their  efficacy  is  hardly 
tested  and  in  most  instances  rests  upon  very 
doubtful  claims.  Such  preparations  should  hardly 
have  the  endorsement  of  the  medical  profession 
unless  they  are  fortified  by  substantial  experi¬ 
mental  proof. 

It  is  obvious  from  the  brief  sketch  sub¬ 
mitted  that  we  are  only  on  the  very  threshold 
of  our  knowledge  about  vitaniines.  There  has 
been  some  interesting  progress,  and  much  infor¬ 
mation  has  already  proved  useful  and  far  reach¬ 
ing  in  its  effect  on  the  prevention  of  nutritional 
disorders.  There  is  every  indication  that  the  ex¬ 
tensive  researches  continually  in  progress  in  this 
field  will  finally  reveal  the  nature  of  the  structure 
and  characteristics  of  these  interesting  substances 
and  show  why  they  are  apparently  so  essential 
to  animal  life. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  February  13,  1924 


Dr.  a.  S.  Ham 

The  regular  monthly  meeting  of  the  Minnesota 
Academy  of  Medicine  was  held  at  the  Town  and 
Country  Club  on  Wednesday  evening,  February 
13,  1924,  at  8  p.  m.  The  meeting  was  called  to 
order  by  the  President,  Dr.  Hamilton.  There 
were  38  members  and  5  visitors  present. 

The  following  members  reported  cases : 


LTON,  Presiding 

Dr.  E.  L.  Tuohy  of  Duluth,  gave  a  resume  of 
cases  and  records,  and  a  method  of  showing  type¬ 
written  data  on  lantern  slides. 

T.antern  slides  were  shown  with  very  abbreviated 
summary  of  case  records.  This  typed  material  was 
fastened  to  the  ordinary  lantern  slide,  according  to 
a  method  which  makes  unnecessary  any  i)hoto- 
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graphy  whatever.  Lantern  slides  can  be  made  in 
a  matter  of  a  very  few  minutes  by  typing  directly 
upon  what  is  known  as  “Radio-Mat”  slides.* 

A  case  was  shown  with  lantern  slide  of  the 
Riintgen  picture  of  the  lungs  which  prior  to  autopsy 
was  taken  to  be  miliary  tuberculosis.  This  diag¬ 
nosis  was  substantiated  by  the  gross  examination 
of  the  lungs  themselves;  however  the  microscope 
examination  of  the  tissues  revealed  miliary  carcino¬ 
matous  metastases,  and  the  original  source  was 
found  to  be  annular  scirrhus  carcinoma  near  the 
pylorus. 

A  record  was  shown  of  a  forty-five  year  old 
woman  with  moderately  advanced  pulmonary  tuber¬ 
culosis.  Her  gastro-intestinal  symptoms  were  attri¬ 
buted  to  either  the  toxemia  of  the  advancing  tuber¬ 
culosis,  or  late  invasion  of  the  gastro-intestinal 
tract,  resultant  from  the  terminal  depression  of  her 
vitality  and  immunity.  On  autopsy  a  few  small 
ulcers  were  found  in  the  intestine,  and  a  very  few 
tubercles  over  the  surface  of  the  peritoneum;  how¬ 
ever  a  definite  large,  non-tuberculous  gastric  ulcer 
was  found.  (Specimen  was  shown.) 

The  record  of  a  man,  aged  50,  was  shown,  who 
had  fully-proven  chronic  endocarditis  with  mitral 
stenosis  and  auricular  fibrillation.  A  period  of 
restored  health  was  interrupted  by  much  gastric 
irritability.  It  might  have  been  assumed  that  this 
was  entirely  secondary  either  to  digitalis  medica¬ 
tion  or  to  the  common  visceral  congestion  incident 
to  the  heart  state.  On  the  contrary,  careful  Rontgen 
and  food  relief,  established  with  certainty  the  diag¬ 
nosis  of  duodenal  ulcer.  The  customary  frequent 
feedings  and  alkalies  have  very  promptly  given  him 
relief. 

A  case  record  was  similarly  shown  of  a  man, 
aged  33,  with  an  early  history  of  throat  infection, 
otitis  media,  and  running  ears.  Recently  he  de¬ 
veloped  dyspeptic  signs,  with  characteristic  food 
relief,  two  or  three  hour  pain  after  eating,  etc. 
This  state  of  aflfairs  yielded  in  a  short  time  to  a 
situation  in  which  he  did  not  have  food  relief  nearly 
so  constantly,  and  his  distress  followed  soon  after 
eating,  with  a  burning  sensation  in  the  epigastrium 
communicated  up  into  the  chest.  Careful  Rontgen 
studies  showed  up  a  definite  defect  in  the  duodenum, 
but  in  addition  also  a  penetrating  ulcer  in  the  lesser 
curvature.  The  latter  was  evidently  of  more  recent 
origin,  or  at  least  activity,  than  the  former.  Realiz¬ 
ing  the  great  importance  of  focal  infection  and  the 
situation  obtaining  with  his  running  ears,  this  was 
the  quandary:  one  of  his  ears  is  good;  the  other  is 
bad  from  the  standpoint  of  hearing;  what  advantage 
would  there  be  by  taking  a  chance  of  operating 
upon  his  bad  ear,  to  limit  focal  infection,  without 
attacking  the  other?  Is  it  not  better  for  him  to 
take  a  chance  even  with  his  ulcer,  on  ordinary 
treatment,  than  to  endanger  the  good  hearing  he 
has  in  one  ear  by  radical  operation? 

Three  cases  were  shown  in  brief  in  which  at 
autopsy  primary  carcinomata  of  tlie  bronchi  were 
]u-ovcn  up.  In  all  of  these  cases  metastases  had 
occurred  to  the  spinal  column  (illustrating  the  ac¬ 

*These  .slieet.s  can  l)o  sotiueU  fi'inn  any  of  tlie  dealers 
in  moving-picture  equipment  and  materials. 


cepted  frequency  of  this  type  of  bony  invasion  on 
the  part  of  bronchial  carcinoma). 

One  of  these  cases  presented  itself  with  an  out¬ 
spoken  swelling  over  one  parietal  bone,  strongly 
suggesting  lues.  A  biopsy  readily  showed  it  to  be 
a  malignant  metastasis. 

In  only  one  of  these  three  cases  was  there  par¬ 
ticular  cough  or  manifest  chest  symptoms.  It  can 
be  said  at  least  that  without  very  careful  and  ac¬ 
curate  post-mortems  the  origin  of  these  malignancies 
would  have  been  overlooked,  and  thereby  the  proba¬ 
ble  frequency  of  primary  carcinoma  of  the  bronchial 
tubes  underestimated. 

One  of  these  cases  presented  the  curious  picture 
of  definite  kidney  tumor,  which  with  easily  recog¬ 
nizable  metastases  into  the  spine  made  the  probable 
diagnosis  of  the  fairly  common  condition  of  hyper¬ 
nephroma  most  likely.  The  autopsy  in  this  case 
showed  bilateral  hydronepbrosis  incident  to  calculi, 
shadows  of  which  did  not  appear  in  the  original 
spine  pictures  taken  with  the  intention,  because  of 
obvious  spinal  compression,  to  show  vertebral 
column  detail. 

Dr.  A.  Ej  Benjamin  reported  a  case  of  ob¬ 
structive  jaundice: 

Mrs.  S.,  age  48,  female,  weight  210  pounds, 
farmer’s  wife. 

Family  history:  Father  died  of  tuberculosis;  moth¬ 
er  82,  in  poor  health;  four  brothers  well,  one  died 
in  infancy;  three  sisters  well,  one  died  at  42  of  gall 
stones. 

Personal  history:  Has  had  children’s  diseases. 
“Stomach  trouble  for  years.”  Attacks  of  acute  in¬ 
digestion  from  special  foods.  Attacks  would  last 
twenty  minutes.  Would  become  distended  with 
gas,  and  had  vomiting  spells.  Considerable  belching 
of  gas;  bowels,  habitually  constipated,  saline  cath¬ 
artics  would  relieve  her  of  some  of  the  stomach 
symptoms.  Has  always  had  kidney  trouble. 

Complaint:  Taken  ill  about  the  middle  of  Novem¬ 
ber.  Very  nervous.  Pain  in  lower  part  of  abdomen. 
No  backache  except  low  down  across  the  hips.  No 
pain  over  gall-bladder.  Pain  would  extend  to  left, 
under  ribs.  Jaundice  began  about  Thanksgiving 
time,  but  not  marked  until  about  three  weeks  ago. 
Itching  began  at  night  when  nervous.  Would 
scratch  and  cause  bleeding.  Some  subcutaneous 
bemorrbage  about  January  20.  Spots  enlarged  and 
spread.  Few  vomiting  spells. 

Chief  symptoms:  Jaundice  and  hemorrhagic  pain¬ 
ful  swelling,  anorexia,  delirium. 

Examination:  Skin  markedly  jaundiced.  Heart, 
lungs,  nose,  throat,  and  pelvis,  negative.  Subcutan¬ 
eous  hemorrhagic  areas  throughout  skin,  especially 
on  abdomen  and  limbs.  Considerable  swelling  of 
left  leg,  resembling  thrombosis. 

Laboratory  report:  bleeding  and  clotting  time, 
forty-five  minutes;  Hgb.,  50  per  cent  (Dare);  red 
cells  3,180,000. 

Diagnosis:  Pre-  and  post-operative  and  patho¬ 
logical  after  autopsj^,  “obstructive  jaundice.” 

Treatment:  January  18,  1924,  local  anesthesia;  vein 
at  elbow  exposed;  5  cc.  10  per  cent  sol.  of  calcium 
chloride  injected  slowly.  January  19,  1924,  local  an¬ 
esthesia;  old  incision  at  elbow  opened;  no  vein  avail- 
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able;  vein  in  foot  was  used;  5  cc.  calcium  choride 
injected.  In  the  evening  blood  transfusion,  given 
500  cc.  Patient  died  late  at  night. 

Autopsy  report:  (Dr.  J.  S.  McCartney,  Jr.,  path¬ 
ologist).  Autopsy  limited  to  examination  through 
abdominal  incision. 

'I'lie  body  is  that  of  a  very  obese  white  woman, 
167  cm  in  length  and  weighing  at  least  210  lb.  Rigor 
mortis  is  present.  There  is  hypostasis  posteriorly; 
no  edema  or  cyanosis.  Scattered  over  the  trunk 
and  extremities  are  numerous  small  blood  encrusted 
areas.  These  in  the  beginning  are  said  to  have  been 
petechise  but  now  are  covered  by  crusts.  Scattered 
over  the  surface  of  the  body  are  numerous  bluish- 
black  irregular  areas  which  are  not  due  to  hypo¬ 
stasis  and  clinically  were  large  hemorrhages.  The 
body  shows  marked  jaundice  (Grade  3).  The  pupils 
are  equal  and  regular. 

Abdominal  incision  made.  The  subcutaneous  fat 
over  the  abdomen  is  5  cm.  thick.  In  the  fat  in  the 
incision  an  area  of  hemorrhage  is  found  in  the 
epigastric  region.  The  peritoneal  cavity  contains 
no  abdominal  fluid.  Scattered  over  the  intestines 
are  numerous  subserosal  hemorrhages,  some  of 
which  reach  1  cm.  in  diameter;  the  majority  are 
less  than  5  mm.  There  is  marked  retroperitoneal 
hemorrhage,  particularly  posterior  to  the  cecum 
and  sigmoid.  That  about  the  cecum  extends  be¬ 
neath  the  peritoneum  onto  the  anterior  abdominal 
wall.  There  are  a  few  fibrous  bands  between  the 
gall-bladder  and  the  duodenum. 

The  pleural  cavities  and  lungs  palpated  through 
the  diaphragm;  no  lesions  made  out.  The  heart  on 
palpation  is  normal  in  size;  it  is  not  removed. 

The  spleen  is  about  normal  in  size;  it  is  flabby; 
external  surface  is  slightly  wrinkled.  On  section  it 
is  light  red  in  color,  and  the  markings  are  rather 
indistinct. 

The  liver  is  of  about  normal  size.  The  external 
surface  is  smooth.  On  section  the  organ  is  markedly 
bile-stained,  the  centers  of  the  lobules  being  promi¬ 
nent.  The  gall-bladder  contains  several  dozen 
faceted  calculi,  yellowish-white  in  color  and  averag¬ 
ing  about  6  mm.  in  diameter.  The  cystic  duct  is 
very  markedly  dilated,  measuring  about  8  mm.  in 
diameter.  Calculi  are  found  within  the  cystic  duct. 
The  common  bile  duct  is  a  little  larger  than  the 
cystic  duct,  and  in  it  calculi  are  also  found;  one 
about  3  mm.  in  diameter  is  found  just  inside  the 
ampulla.  The  common  hepatic  duct  is  about  the 
size  of  the  dilated  cystic  duct.  Calculi  are  also 
found  within  it  and  in  the  right  and  left  hepatic 
ducts  up  into  the  substance  of  the  liver.  No  calculi 
arc  found  farther  than  a  point  3  cm.  above  the  be¬ 
ginning  of  the  common  hepatic  duct.  The  opening 
through  the  ampulla  is  of  about  normal  size. 

The  stomach  contains  some  cloudy  mucoid  materi¬ 
al.  No  gross  lesions  are  found  in  the  mucous  mem¬ 
brane.  The  pancreas  is  about  normal  in  size  and 
shows  some  fat  replacement  of  the  parenchyma. 
On  following  out  the  pancreatic  duct  it  is  found 
to  open  into  the  intestine  through  the  ampulla 
separate  from  the  common  bile  duct. 

d'he  right  kidney  weighs  140  grams,  the  left  150 
grams.  The  capsules  strip  readily,  leaving  smooth 
surfaces.  On  section  the  organs  show  marked  bile 
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staining  and  are  slightly  swollen  and  cloudy.  A 
few  petechiiE  are  found  in  the  pelvis. 

The  uterus,  tubes,  and  ovaries  are  apparently 
normal.  The  abdominal  aorta  shows  a  slight  senile 
change.  No  further  examination  of  this  body  is 
made. 

Diagnosis: 

1.  Calculus  obstruction  of  the  common  bile 

duct. 

2.  Dilatation  of  common,  hepatic  and  cystic 

ducts. 

3.  Moderately  distended  gall-bladder. 

4.  Calculi  in  gall-bladder,  cystic,  common  bile, 

and  hepatic  ducts. 

5.  Nephrosis  of  jaundice. 

6.  Marked  jaundice. 

7.  Cutaneous  hemorrhages. 

8.  Retroperitoneal  hemorrhage. 

Dr.  J.  F.  Hammond  reported  the  following 
case .  Cv't/vw  v—teX — 

This  patient  was  admitted  to  the  City  Hospital 
on  February  3,  1924.  A  girl  17  years  old,  missed 
a  period  the  first  part  of  January  and  thought  she 
was  pregnant.  She  inserted  a  catheter  with  a  wire 
stylet.  The  following  day  she  began  to  bleed  and 
had  a  good  deal  of  pain.  Three  days  later  the 
pain  was  more  marked  in  the  lower  abdomen  and 
a  physician  was  called  who  took  care  of  her  from 
that  time  until  she  was  admitted  to  the  hospital 
on  February  3,  1924. 

On  admission  it  was  difficult  to  get  much  history. 
Apparently  she  had  had  a  stormy  time.  She  did 
not  give  any  history  of  chills,  but  had  a  lot  of  pain 
and  a  good  deal  of  bleeding.  She  was  admitted 
to  the  hospital  in  the  early  morning  of  the  3d. 
When  I  saw  her  she  was  very  much  distended,  the 
abdomen  being  quite  prominent.  Temperature,  104.“ 
No  pain  or  tenderness,  but  marked  distention  and 
very  rigid.  She  had  a  cough.  I  examined  the  chest, 
and  the  signs  were  a  little  irregular.  I  thought  I 
found  some  dullness  in  the  back  on  the  right  side. 
The  breath  sounds  were  markedly  diminished,  and 
I  thought  she  probably  had  some  fluid.  The  liver 
dulness  was  completely  obliterated.  I  wanted  to 
first  find  out  about  the  chest  condition  and  thought 
the  easiest  way  was  to  take  a  picture  of  it.  (X-ray 
shown.)  Both  lungs  were  shoved  up  to  about  the 
level  of  the  third  costal  cartilage;  the  peritoneal 
cavity  was  distended  with  air.  The  patient  seemed 
to  be  in  extremis.  Dr.  Drake,  Dr.  Hall,  and  Dr. 
Daugherty  saw  her  with  me.  Nothing  much  could 
be  made  out  in  the  abdomen,  but  we  felt  we  might 
drain  her  from  below  and  improve  her  temporarily. 
Wc  gave  her  a  little  ethiline  and  made  a  vaginal 
section.  At  least  a  gallon  of  pus  and  a  large  amount 
of  air  were  evacuated.  Cultures  did  not  show  that 
there  was  any  bacillus  aerogenes  infection. 

Although  the  abdominal  distention  went  down 
considerably,  four  days  later  she  was  still  having  a 
good  deal  of  labored  breathing,  the  liver  dulness 
was  still  obliterated,  and  I  felt  it  might  be  well 
to  drain  from  above.  Under  etheline  I  made  an 
opening  just  above  the  pubes.  It  was  very  inter¬ 
esting  to  see  the  way  the  intestines  were  walled 
off.  Between  the  omentum  and  the  abdominal  wall 
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there  was  a  space  into  which  one  could  ins.rt  the 
hand  without  obstruction  from  the  pelvic  cavity 
to  the  top  of  the  liver.  Care  was  taken  not  to  open 
the  omentum,  thus  exposing  the  general  peritoneal 
cavity. 

Following  this  opening  the  liver  dulness  returned, 
and  the  abdomen  was  quite  flat.  The  patient’s 
breathing  was  improved.  The  day  after  the  vaginal 
section  an  enema  which  was  given  promptly  re¬ 
turned  through  the  vaginal  drain  indicating  a  per¬ 
foration  low  down  in  the  intestinal  tract. 

This  patient  is  still  having  a  very  bad  time;  she 
is  very  septic,  and  her  pulse  is  weak.  She  is  some¬ 
what  cyanosed  at  times.  The  outcome  is  very 
doubtful. 

Note. — Since  reporting  this  case  on  February  13, 
1924,  the  patient  died  on  February  IS.  I  did  not 
see  the  autopsy  as  I  was  out  of  town.  The  report 
states  there  was  an  abscess  with  feces  between  the 
liver  and  the  diaphragm,  also  about  the  spleen. 
The  only  perforation  mentioned  was  in  the  cecum. 
This  would  not  coincide  with  the  fact  that  an  enema 
given  returned  at  once  through  the  vaginal  drain. 

DISCUSSION 

Dr.  a.  Schwyzer:  I  think  this  is  an  unusually 
fine  report.  The  picture  shows  the  enormous  up¬ 
ward  bulging  of  the  diaphragm.  This  reminds  me 
of  a  case  of  splenic  anemia  where  we  removed  the 
spleen  after  it  had  been  reduced  by  radium,  and 
when  we  looked  up  into  that  dome  of  the  diaphragm 
it  was  receded  in  an  extreme  manner  on  the  left 
side.  Every  heart-beat  made  a'  wave-like  undulation 
on  this  paralyzed  and  highly  receded  diaphragm. 
'I'he  .r-ray  showed  that  for  about  two  weeks  it 
worked  very  little.  It  might  be  that  we  had  to 
figure  with  a  paralysis  from  an  overdistention  of 
the  diaphragm.  The  case  of  Dr.  Hammond  illus¬ 
trates  how  valuable  the  omentum  is.  Here  is  shown 
one  of  the  most  important  functions  of  the  omentum. 

Dr.  M.  S.  Henderson,  of  Rochester,  read  his 
thesis,  entitled  “Osteochondromatosis  of  the  Hip 
Joint.” 

DISCUSSION 

Dr.  CIeist:  Dr.  Henderson  has  presented  a  toi:)ic 
of  real  scarcity.  I  have  not  seen  disease  of  this 
type  in  the  hip  joint.  Jones’  work,  to  which  Dr. 
Henderson  refers,  was  done  in  Rochester  and  is 
a  model  of  modern  clinical  research.  The  first  case 
of  this  kind  I  ever  ran  into  was  about  twelve  years 
ago,  and  involved  the  ankle;  all  my  other  five  or 
six  cases  have  been  in  the  elbow  and  knees.  The 
ankle  case  was  a  heavy  man,  weighing  over  three 
hundred  pounds.  He  had  symptoms  rather  similar 
to  locking  of  the  knee  joint;  he  had  the  sensation 
of  being  thrown  and  consequent  efifusion.  The 
.r-ray  showed  three  or  four  bodies  in  the  joint. 


On  opening  the  ankle  the  bodies  were  easily  recog¬ 
nized.  There  were  six  or  seven  bodies  entirely 
loose  within  the  joint.  In  addition  to  this  there 
existed  about  fifteen  or  twenty  small  osteocartilagi¬ 
nous  bodies,  which  were  still  attached  by  means 
of  pedicles  to  the  synovial  membrane.  In  fact, 
some  of  the  pediculated  bodies  looked  like  enlarge¬ 
ments  of  normal  synovial  villi.  Some  of  the  pedicles 
were  fairly  strong,  and  others  were  so  frail  that 
they  were  about  to  give  way. 

All  of  my  cases  were  in  adults,  and  it  is  very  inter¬ 
esting  to  find  Dr.  Henderson’s  case  existing  in  an 
adolescent.  I  think  Dr.  Henderson  is  to  be  thanked 
for  presenting  this  very  interesting  topic.  I  should 
like  to  ask  Dr.  Henderson  what  method  of  approach 
he  used  in  opening  the  hip  joint. 

Dr.  a.  Schwyzer;  About  a  year  ago  I  had  a  case 
which  does,  however,  not  quite  belong  to  this  group. 
Laying  all  the  muscles  back  from  the  outer  iliac 
fossa  and  thus  freely  exposing  the  hip  joint  we 
could  open  it,  dislocate  the  femur  very  well,  and 
see  all  the  parts.  At  the  lower  border  of  the  cap¬ 
sule  near  the  acetabulum  there  were  bodies,  some 
of  them  attached  only  by  a  thread,  some  rather 
large  and  hard,  and  some  of  them  boggy.  I  was 
quite  impresed  by  the  ease  with  which  we  could 
see  all  the  parts  of  the  joint  after  cutting  ther  cap¬ 
sule  wide  open  and  dislocating  the  femur.  There 
were  no  loose  bodies,  but  they  were  attached  by 
thin  pedicles. 

I  think  the  case  of  Dr.  Henderson  is  an  unusually 
lu'ctty  one,  and  the  .v-ray  pictures  are  very  fine. 

Dr.  Heniierson  (closing):  The  incision  used  was 
the  Smith-Fctersou  incision,  which  in  reality  is  a 
coudnuation  of  the  old  l.arghi  incision  and  the 
ordinary  straight  incision.  We  strii)pcd  the  muscles 
down  freely  from  the  iliac  bone,  thus  coming  down 
upon  the  top  of  the  joint.  We  then  made  a  straight 
incision  through  the  capsule  and  proceeded  to  re¬ 
move  the  loose  bodies. 

Dr.  Schwyzer’s  point  is  well  taken.  It  might 
have  been  better  to  have  made  the  incision  larger 
and  thrown  the  head  of  the  bone  out  just  as  we 
do  in  an  arthroplasty.  Our  hindsight  is  usually 
better  than  our  foresight,  and  this  might  have  given 
a  better  ai^proach  to  the  posterior  part  of  the  ca])- 
sulc,  but  of  this  1  am  not  exactly  sure.  We  might 
have  been  able  then  to  reach  the  bodies  in  the 
posterior  part  of  the  joint. 

I  might  add  that  we  have  used  the  Smith-Peter- 
sou  incision  now  for  some  time  in  un-uiiitcd  frac¬ 
tures  of  the  hip  where  we  do  a  bone  pegging  opera¬ 
tion,  and  it  gives  better  approach  than  any  other 
incision. 

Dr.  R.  E.  Farr  gave  a  talk  on  “Some  .simjtle 
but  useful  adjuncts  in  the  Practice  of  Surgery.” 
Numerous  lantern  slides  were  shown. 
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DR.  MCRRIS  FTSHHIUN  IN  MINNE¬ 
APOLIS 

3'he  associate  editor  of  the  Journal  of  the 
American  Medical  Association  came  up  to  Minn¬ 
eapolis  on  the  invitation  of  one  of  the  University 
medical  fraternities  to  deliver  an  address  at  the 
University  on  Wednesday  afternoon,  March  19. 
He  was  invited  also,  and  responded  very  cor¬ 
dially,  to  lecture  before  the  noon-day  meeting 
of  the  Hennepin  County  Medical  Society.  His 
paper  was  reported  to  be  on  the  preparation  of  a 
medical  paper  for  publication.  Doubtless  a  great 
many  men  went  to  hear  that,  but  were  joyously 
rewarded  in  hearing  him  read  about  the  doctors. 

In  the  main  he  left  a  very  evident  appreciation 
of  the  old-time  general  practitioner  who  seemed 
to  know  what  he  was  doing,  and  without  the 
“rattlety-bang”  of  an  electrocardiogram  or  a 
metabolameter,  or  any  of  the  other  various  in¬ 
struments  for  use  in  the  making  of  accurate  diag¬ 
noses.  He  thought,  too,  that  the  old  doctor  was 
in  the  habit  of  giving  a  good  deal  of  medicine 
and  that  his  prescriptions  were  rather  of  the 
shotgun  variety,  on  the  ground  that  if  one  thing 
didn’t  help  the  other  might,  and  that  he  com¬ 
monly  combined  his  mixture  with  some  spirits, 
which  are  now  on  the  prohibited  list,  unless  for 
the  manufacture  of  tinctures.  At  all  events, 
some  of  these  nauseating,  bad-smelling,  evil¬ 
tasting  concoctions  did  patients  a  lot  of  good, 
and  they  got  over  their  pains  without  much  fuss. 


Dr.  Fishbein  took  up  the  present  decade  of 
medical  practice  and  presented  a  beauteous  bou- 
c|uet  to  most  of  tbe  siiecialists,  but  it  was  noticed 
that  the  bouquet  had  a  very  sharp  thorn  in 
the  center  of  it.  He  kei)t  his  audience  in  a  roar 
of  laughter  over  his  many  little  witticisms  and 
his  account  of  how  the  doctors  of  the  present 
day  do  business,  how  they  ride  around  in  Rolls- 
Royce  machines  and  employ  several  assistants 
and  a  supply  of  nurses  and  everything  is  made 
as  expensive  as  possible. 

Then,  with  his  delicate  mental  forceps,  he 
picked  up  the  surgeon,  and  it  was  a  golden  op¬ 
portunity  for  laughter.  Each  of  us  in  turn 
laughed  as  he  criticised  or  ridiculed  the  surgeon 
for  his  inordinate  appetite  for  operations.  Of 
course  he  referred  only  to  those  who  did  un¬ 
necessary  and  useless  surgery — that  would  be 
assumed — but  at  the  same  time  he  said  many 
things  that  are  directly  applicable  to  present-day 
surgery. 

He  then  picked  up  the  obstetrician  and  the 
gynecologist,  the  latter  of  whom  he  called  all 
sorts  of  things,  showing  the  different  ways  of 
pronouncing  the  name  of  the  latter.  Here  he 
showed  the  employment  of  many  associates  and 
the  retirement  of  the  obstetrician  to  his  warm 
bed  with  directions  that  he  be  called  when  the 
head  presented.  He  had  a  lot  of  fun  with  the 
obstetrician  and  his  tendency  toward  the  com¬ 
mittment  of  Cesarianism,  and  he  had  a  wonderful 
time  with  the  gynecologist  and  his  methods  of 
approach  to  the  human  pelvis. 

For  his  further  display  of  wit  he  selected  the 
research  man  who  did  all  sorts  of  things  in 
pharmacology,  chemistry,  and  the  like,  until, 
after  the  lapse  of  twenty  or  twenty-five  years, 
he  evolved  a  compound  which  had  a  name  which 
was  about  a  foot  long,  wholly  unpronouncable 
except  as  Dr.  Fishbein  pronounced  it,  and  wholly 
unknown  as  to  its  value,  fault,  or  use. 

Then,  much  to  the  editor’s  amazement,  he  se¬ 
lected  the  neurologist  for  his  attack,  and  what 
he  said  about  him  was  well  worth  saying.  In¬ 
cidentally,  he  gave  the  neurologist  an  opportunity 
to  pick  up  any  kind  of  a  case  that  came  along, 
because  most  patients  complained  of  pain,  and, 
if  they  were  sufferers  from  pain,  they  had  a 
nervous  trouble.  In  fact,  he  copied  from  “Tonics 
and  Sedatives,”  page  24,  of  the  March  15th 
issue  of  the  Journal  of  the  American  Medical 
Association,  “Letters  to  Children,”  which  typi¬ 
fies,  from  Dr.  Fishbein’s  point  of  view,  a  man 
wdio  practices  neuropsychiatry.  At  all  events  it 
was  awfully  funny  to  the  rest  of  the  people. 
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even  if  not  to  the  neuropsychiatrist,  but  he  suc¬ 
ceeded  in  getting  a  laugh  out  of  it  even  if  he 
was  pricked  in  his  most  vain  spot. 

He  selected  then  for  his  jibes  the  a'-ray  man. 
He  did  not  have  very  much  to  say  about  him, 
but  what  he  said  was  deadly.  He  intimated  that 
the  ]>rinciple  trouble  was  to  determine  who 
owned  the  plate  after  it  was  made — whether  it 
belonged  to  the  doctor,  operator,  or  patient ;  and 
no  decision  was  ever  reached  because  no  one 
could  ever  read  the  plate  after  it  was  made.  He 
suggested  that  the  solution  was  to  have  a  number 
of  plates  made  and  present  each  one  of  the 
friends  of  the  family  with  a  picture. 

His  ridicule  was  next  directed  toward  the  nose 
and  throat  man,  and  what  he  did  not  say  about 
him  or  to  him  was  really  not  worth  recording. 

The  editor  is  sorry  to  remark  that  some  of  the 
men  were  peeved,  instead  of  taking  a  good 
tongue-threshing  and  accepting  the  criticism  in 
a  friendly  spirit,  because,  after  all,  he  was  simply 
talking  about  the  men  who  overdo  their  own 
special  weakness. 

Last,  but  not  least, — and  we  are  sorry  we  have 
not  his  manuscript  in  front  of  us, — he  made  a  big 
drive  at  the  registered  and  graduated  nurse,  who 
in  some  instances  seemed  to  think  her  only  func¬ 
tion,  was  to  see  that  her  favorite  doctor  was 
called  in  on  the  case  she  was  caring  for.  Of 
course,  this  he  overdid  or  over-described,  per¬ 
haps,  but  it  indicated  the  feeling  toward  many 
nurses  and  left  one  rather  with  the  idea  that  they 
needed  a  tremendous  amount  of  waiting  upon ; 
and  again  this  applied  only  to  the  few  who  are 
extremists  and  who  are  more  or  less  im])ressed 
with  their  own  importance  rather  than  with  the 
care  of  the  case. 

The  editor  believes  that  this  sort  of  talk  and 
criticism  to  the  medical  profession,  even  though 
it  stings  a  little,  is  w(U'th  while  because  it  does 
the  profession  good  to  be  jacked  up  occasionally 
and  looked  at  from  the  outsider’s  view{)oint.  If 
we  could  have  ])ersuaded  Ur.  Fishbein  to  leave 
his  manuscri])t  it  would  have  been  published  in 
full,  but  he  informed  us  that  it  was  only  for 
talks  before  the  doctors  and  not  for  publication. 

In  the  evening  Dr.  Fishbein  gave  a  very  good 
paper  upon  “The  Relation  of  the  Medical  Men 
to  the  Public  Press,”  in  which  he  commented 
upon  the  newspaper  method  of  describing  dis¬ 
ease  and  cited  many  instances  where  mistakes 
in  spelling  and  i)hrasing,  etc.,  led  to  ridicule  and 
error  on  the  i)art  of  the  paper  and  perhaps  to 
the  discredit  of  the  man  whom  they  were  quoting. 
At  all  events  the  newspaper  men  who  were 


present  at  the  evening  meeting,  representing  the 
Minneapolis  Journal,  the  Minneapolis  Trib¬ 
une,  and  the  Minnesota  Daily  Star,  were 
fair  in  their  discussions  and  were  rather  in  ac- 
cfU'd  with  the  effort  on  the  part  of  the  Henne])in 
County  Medical  Society  in  its  effort  to  ai)point 
a  i)ublicity  committee  that  will  pre])are  material, 
or,  at  least,  will  ])ass  upon  material,  as  to  its 
suitability  for  public  digestion. 

Incidentally,  Dr.  Fishbein  told  us  of  the  great 
work  that  is  being  done  in  the  offices  of  the 
American  Medical  Association  and  the  informa¬ 
tion  that  is  furnished  as  to  the  authenticity  and 
reliability  of  certain  statements  or  records  or 
remedies  which  any  newspaper  can  avail  itself 
of  at  any  time  before  printing  something  that 
is  sensational  or  ridiculous. 

MINNEAPOLIS  CLINIC  WEEK 

The  work  has  been  actively  progressing  in 
preparation  for  Clinic  Week  on  May  6,  7,  8, 
and  9. 

The  Program  Committee,  which  has  done  such 
good  work  before,  has  been  re-appointed  and 
will  doubtless  get  out  a  very  interesting  program. 

The  one  outstanding  feature  which  we  wish 
to  emphasize  is  the  presentation  of  “dry  clinics.” 
The  first  two  days  of  Clinic  Week,  Tuesday 
and  Wednesday,  May  6  and  7,  will  be  devoted 
to  “dry  clinics,”  which  will  be  presented  at  the 
Lhiitarian  Church,  a  block  away  from  the  Radis- 
son  Hotel,  the  Clinic  headquarters.  This  is  ar¬ 
ranged  in  order  to  accommodate  the  visiting  men 
who  want  to  see  the  patients  and  the  men  who 
present  the  cases  and  make  the  diagnoses  These 
clinics  will  be  arranged  so  that  all  who  are  in 
attendance  can  be  seated  in  one  room,  thereby 
offering  an  opportunity  for  the  clinician  to  ])re- 
sent  a  patient  to  a  larger  number  of  physicians 
and  surgeons. 

Thursday  and  Friday  will  be  devoted  to  “wet 
clinics”  or  hospital  clinics  such  as  we  have  had 
before,  and  it  is  expected  that  these  clinics  will 
be  supplemented  in  various  ways  by  the  attractive 
program  which  is  offered  by  the  Minneapolis 
Health  Exposition)  of  which  we  can  speak  at 
greater  length  in  our  next  issue.  Here  may  we 
suggest  that  as  large  a  number  as  possible  co¬ 
operate  with  the  Clinical  Section  of  the  Hennepin 
County  Medical  Society  to  assist  in  the  gathering 
of  material  for  the  dry  clinic  days  and  to  be 
ready  to-  present  their  cases  or  subjects  of  their 
discourses  to  the  Program  Committee  when  re¬ 
quested.  Then,  too,  a  large  number  of  doctors 
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will  be  required  to  assist  at  the  Health  Exposi¬ 
tion,  and  it  is  hoped  that  the  doctors  will  come 
in  voluntarily  to  offer  their  aid.  It  means  a  lot 
of  time  and  a  lot  of  sacrifice  on  the  part  of  the 
medical  man,  but  we  should  all  be  willing  to  do 
our  share  in  order  to  make  both  the  Exposition 
and  the  Clinic  Week  a  great  success. 

To  date  we  have  not  been  able  to  announce 
the  names  of  any  distinguished  visitors  or  clini¬ 
cians,  but  as  soon  as  this  information  is  in  our 
possession  a  letter  will  be  sent  out  notifying  the 
profession  of  whatever  is  new  on  the  program. 

But,  we  repeat,  as  before,  that  we  expect  to 
have  the  biggest  clinic  this  year  that  has  ever 
been  held  in  Minneapolis.  Its  reputation  has 
been  made  and  we  must  keep  it  up. 


CORRESPONDENCE 


SCARLET  FEVER  ANTITOXIN  IN 
NEW  YORK 

To  THE  Editor: 

Supplementing  the  communication  of  Dr.  A. 
R.  Dochez,  in  the  Journal  of  the  American  Med¬ 
ical  Association  of  February  16,  1924,  on  “The 
Significance  of  Streptococcus  Hemolyticus  in 
Scarlet  Fever,”  is  a  letter  giving  more  informa¬ 
tion  on  the  development  of  this  study  resulting 
in  the  preparation  of  a  specific  antiscarlatinous 
serum  that  will  be  of  interest  to  medical  men. 

I  am  filled  with  enthusiasm  over  a  talk  given 
by  Dr.  Dochez  yesterday  in  lieu  of  the  customary 
case  reports.  Dr.  A.  R.  Dochez  is  on  the  medical 
staff  at  the  Presbyterian  Hospital,  of  New  York 
City.  He  has  been  at  the  Rockefeller  Institute 
for  several  years  prior  to  coming  to  the  Pres¬ 
byterian  Hospital,  and  he  is  responsible  for  much 
of  the  work  at  that  institution  on  the  grouping 
of  pneumococci.  Since  the  influenza  epidemic  of 
1918  he  has  been  studying  the  streptococcus 
hemolyticus  organism  and  he  has  discovered 
through  this  work  the  etiology  and  cure  of  scar¬ 
let  fever.  Three  weeks  ago  his  years  of  study 
culminated  when  he  injected  a  serum  into  three 
desperately  sick  scarlet  fever  patients  with 
miraculous  results. 

I  was  fascinated  by  the  story  as  he  told  it 
before  the  staff  yesterday  morning.  It  was  not 
so  much  the  wonderful  discovery  but  the  man 
himself  that  interested  me.  The  life  of  Pasteur 
has  always  seemed  wonderful  to  me,  not  so 
much  his  manifold  discoveries  as  his  uncanny 


ability  to  sense  the  truth  from  a  mass  of  con¬ 
fusing  evidence.  That  is  what  fascinated  me 
as  I  listened  to  Dr.  Dochez’s  story, — the  rare  gift 
of  a  mind  which  can  pick  a  pathway  through  a 
confusion  of  tangled  and  apparently  completely 
disjointed  facts. 

His  discovery  grew  out  of  a  study  of  strepto¬ 
coccus  hemolyticus,  the  secondary  invaders  of 
the  lungs  in  severe  influenza  cases.  It  had  been 
realized  for  years  that  the  class  of  bacteria 
called  streptococcus  hemolyticus  was  not  a  single 
organism.  This  organism  caused  many  different 
infections,  such  as  otitis  media,  arthritis,  neph¬ 
ritis,  and  septicemia.  He  and  other  co-workers, 
among  whom  was  another  doctor  on  the  staff  of 
the  Presbyterian  Hospital  by  the  name  of  Stev¬ 
ens,  perfected  a  technic  for  separating  the  vari¬ 
ous  streptococcus  strains.  This  was  done  by 
culturing  the  strains,  injecting  them  into  labor¬ 
atory  animals  and  obtaining  an  agglutinin  from 
the  animal’s  serum  which  would  act  on  the  or¬ 
ganisms  of  the  same  strain. 

It  had  been  known  for  sometime  that  the 
streptococcus  hemolyticus  was  present  in  a  large 
majority  of  the  throats  of  scarlet  fever  patients. 
In  fact  for  a  long  time  the  streptococcus  hemo¬ 
lyticus  was  considered  a  possible  cause  of  scarlet 
fever.  A  German  by  the  name  of  Jochmann 
turned  the  tide  of  scientific  belief  against  this 
organism  as  a  cause  of  scarlet  fever  for  two 
reasons :  ( 1 )  He  thought  that  one  was  not 

justified  in  believing  that  a  disease  so  specific 
as  scarlet  fever  could  be  caused  by  an  organism 
so  manifold  in  its  disease  activities  as  strepto¬ 
coccus  hemolyticus,  and  (2)  he  was  unable  to 
demonstrate  the  organism  in  the  throats  of  all 
scarlet  fever  patients,  particularly  in  those  hav¬ 
ing  a  vei'y  rapid  and  malignant  type  of  the  dis¬ 
ease. 

Imagine  the  enthusiasm  of  Dr.  Dochez  and 
his  co-workers  when  they  found  that  the  agglu¬ 
tination  test  separated  the  streptococcus  hemo¬ 
lytic  organisms  found  in  scarlet  fever  cases  from 
the  other  strains  of  streptococcus.  They  col¬ 
lected  strains  from  these  patients  all  over  the 
world,  not  only  throat  cultures  but  cultures 
taken  from  lochial  discharges  and  from  other 
sources.  By  this  means  he  proved  that  both  of 
Jochmann’s  reasons  were  wrong.  The  scarlet 
fever  strain  of  streptococcus  hemolyticus  was 
specific,  and  it  could  be  demonstrated  in  100 
per  cent  of  the  scarlet  fever  cases. 

The  next  step  was  an  attempt  to  produce  the 
disease.  He  tried  to  do  this  in  a  variety  of  ani¬ 
mals  without  success.  Only  one  animal  showed 
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any  signs  of  infection.  This  was  a  white  dog, 
which  he  inoculated  while  working  at  Johns 
Hopkins.  The  injection  of  the  dog  was  followed 
by  a  rise  in  temperature  and  a  general  erythema 
(on  the  third  day,  I  believe)  and  in  due  course 
of  time  by  a  shedding  and  scaling.  He  was  de¬ 
lighted. 

Try  as  he  would  he  could  not  get  a  recurrence 
of  the  phenomenon.  Here  was  a  barrier  he 
could  not  pass.  He  felt  sure  there  must  be  some¬ 
thing  about  that  dog  which  made  it  susceptible. 
But  what?  He  tried  a  score  of  white  dogs  of 
different  breeds ;  still  no  result.  Most  men  would 
have  become  discouraged.  It  takes  genius  to 
stick  to  one  minute  grain  of  truth.  The  per¬ 
sistence  of  Pasteur  on  his  “silly”  search,  lasting 
almost  two  years,  for  a  certain  kind  of  racemic 
acid  teaches  us  that  patience  and  perseverance, 
together  with  the  intuition  to  know  the  truth 
when  it  is  seen,  are  the  essentials  of  a  great 
investigator. 

Dr.  Dochez  finally  broke  down  the  barrier. 
He  found  that  the  first  white  dog  which  had 
contracted  scarlet  fever  had  been  operated  on 
surgically.  He  had  injected  his  solution  of 
streptococcus  hemolyticus  into  an  area  in  which 
the  lymphatic  drainage  was  impaired.  This  gave 
him  the  clue.  He  developed  a  technic  of  in¬ 
jecting  subcutaneously  molten  agar  and  injecting 
the  streptococcus  hemolyticus  into  this  blocked- 
off  area.  After  much  labor  and  experimentation 
he  produced  a  syndrome  resembling  scarlet  fever 
in  guinea-pigs.  These  animals  had  a  rise  of 
temperature,  developed  a  rash  on  the  second  or 
third  day,  and  desquamated  on  about  the  tenth 
day.  Following  this  success  he  tried  other 
strains  of  streptococcus  hemolyticus  on  guinea- 
pigs  treated  in  the  same  way  and  did  not  get 
the  scarlet  fever  syndrome. 

Dr.  Dochez  guessed  that  scarlet  fever  was 
probably  a  toxic  condition.  The  clinical  likeness 
of  the  disease  with  diphtheria  fixed  his  attention. 
In  diphtheria  also  there  is  a  localization  of  the 
organism  in  the  throat  and  a  production  of  a 
toxin  which  gives  rise  to  the  symptoms  of  diph¬ 
theria.  Why,  therefore,  could  not  an  antitoxin 
be  developed  in  scarlet  fever  in  the  same  manner 
as  in  diphtheria?  Work  by  other  men  was  on 
record  to  show  him  that  the  desquamations  of 
scarlet  fever  patients  were  usually  not  infectious. 
Also  certain  work  has  been  done  by  other  in¬ 
vestigators  on  21 -day  immune  human  serum. 
This  serum  was  found  to  blanch  the  skin  erup¬ 
tion  of  a  scarlet  fever  patient  at  the  height  of 
the  disease  for  an  area  of  1  to  4  cm.  around 


the  point  of  injection.  This  blanching  reaction 
seemed  to  represent  the  interaction  between  the 
antitoxin  in  the  immune  serum  and  the  toxin 
causing  the  rash. 

From  all  these  facts  Dr.  Dochez  guessed  the 
truth  and  attempted  to  develop  a  true  antitoxin 
in  the  usual  manner.  He  injected  the  neck  of 
a  horse  with  molten  agar  and  put  in  his  strepto¬ 
coccus  hemolyticus  scarlet  fever  culture.  The 
poor  horse  nearly  died.  Its  neck  enlarged  to 
double  its  normal  size.  After  two  weeks  the  pro¬ 
cess  was  repeated,  and,  in  two-week  intervals, 
the  doses  given  the  animal  were  increased  to 
enormous  quantities.  After  six  months  some 
serum  was  obtained  from  the  horse  containing 
antitoxin.  It  was  injected  into  the  skin  of 
scarlet  fever  patients  having  the  rash,  and  large 
areas  of  skin  were  blanched  and  remained 
blanched  throughout  the  disease.  The  developed 
antitoxin  was  found  to  be  approximately  one 
hundred  times  as  potent  as  the  21 -day  immune 
serum  of  the  convalescent  patient.  After  much 
consideration  and,  I  imagine,  a  cold  sw’eat  on 
the  part  of  Dr.  Dochez,  the  antitoxin  was  used 
on  an  adult  critically  ill  with  scarlet  fever.  The 
delirium  ceased  in  about  two  hours  and  the  pa¬ 
tient  was  normal  in  twenty-four  hours.  Two 
children,  also  severe  cases,  showed  similar  re¬ 
sults.  It  surely  was  a  wonderful  talk.  Do  you 
wonder  that  I  was  thrilled? 

Halbert  L.  Dunn,  M.D. 

Presbyterian  Hospital,  New  York,  City 

Note. — Interesting  confirmation  of  the  cura¬ 
tive  properties  of  this  serum  is  given  by  Drs. 
Blake,  Trask,  and  Lvnch,  in  the  Jour,  of  the 
A.  M.  A.,  for  March 'l,  1924,  p.  712. 


BOOK  NOTICES 


Regional  Anesthesia:  Its  Technic  and  Clinical 
Application.  By  Gaston  Labat,  M.D.,  Lecturer  on 
Regional  Anesthesia  at  the  New  York  University; 
Laureate  of  the  Faculty  of  .Sciences,  University 
of  Montpellier;  Laureate  of  the  Faculty  of  Medi¬ 
cine,,  University  of  Paris;  Formerly  Special  Lec¬ 
turer  on  Regional  Anesthesia,  The  Mayo  Founda¬ 
tion,  University  of  Minnesota.  With  a  foreword 
by  William  J.  Mayo,  M.D,,  octavo  of  496  pages 
with  315  original  illustrations.  Philadelphia  and 
London :  W.  D.  Saunders  Company,  1922.  Cloth, 
$7.00  net.* 

Not  the  least  interesting  feature  of  this  work 
is  a  foreword  by  Dr.  Wm.  J.  Mayo  in  which  the 
present  status  of  regional  anesthesia  is  outlined  ac¬ 
cording  to  the  lights  of  this  great  surgeon.  He 
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makes  the  following  points:  that  relaxation  and 
exploration  are  impossible  of  attainment  by  the  use 
or  regional  anesthesia  in  abdominal  surgery;  that 
exaggerated  claim  for  regional  anesthesia  has  re¬ 
tarded  its  acceptance;  that  lung  complications  are 
as  common  after  regional  as  after  general  anesthe¬ 
sia;  and  that  the  psychic  element  is  an  obstacle  to 
the  use  of  regional  anesthesia.  He  farther  suggests 
that  regional  anesthesia  should  have  preference  in 
cases  of  intestinal  obstruction  and  in  cases  of  acute 
sepsis;  that  regional  anesthesia  has  a  large  field  of 
usefulness  in  the  hands  of  the  expert;  and  that  the 
future  will  demand  that  the  young  surgeon  perfect 
himself  in  its  skillful  use. 

One  wonders  at  the  statement  that  abdominal  re¬ 
laxation  can  not  be  obtained  with  regional  anesthe¬ 
sia.  The  reviewer  feels  like  suggesting  that  it  might 
not  be  unfair  to  allow  the  exaggerated  claim  for  the 
advantages  of  regional  anesthesia  to  divide  honors, 
so  to  speak,  with  the  obstinate  conservatism  which 
has  been  manifested  by  those  who  have  so  long 
made  exaggerated  claims  for  general  anesthesia. 
Again,  one  feels  like  suggesting  that,  even  though 
the  embolic  theory  regarding  pulmonary  complica¬ 
tions  be  accepted,  the  condition  of  the  lung  in  which 
the  embolus  lodges  may  have  considerable  influence 
upon  the  developments  which  follow.  The  large 
variation  in  the  types  of  cases  in  which  regional 
anesthesia  is  considered  acceptable  and  the  hopeful 
outlook  for  the  future  of  the  method  coming  from 
such  a  source  may  well  hearten  those  who  have 
learned  by  experience  the  many  advantages  of 
regional  anesthesia. 

In  the  text,  which  is  very  profusely  illustrated  by 
excellent  drawings,  a  number  of  points  are  stressed. 
Preference  for  conduction  rather  than  infiltration 
anesthesia  is  maintained.  Minute  detail  is  evidenced 
in  relation  to  the  author’s  equipment  and  technic  of 
preparing  solutions.  He  also  advocates  the  method 
which  he  employed  at  the  Mayo  Clinic,  of  having- 
one  individual  induce  anesthesia  and  another  per¬ 
form  the  operation.  The  author  sets  the  standard 
of  skill  required  to  use  the  method  very  high.  Di¬ 
rect  infiltration  is  condemned,  but  cholecystostomy. 
Cesarean  section,  and  some  other  conditions  per¬ 
mit  its  use.  While  greatest  consideration  is  given 
to  the  technic  of  paravertebral  anesthesia  the  author 
admits  that  the  quantities  of  solution  required  and 
the  rate  of  absorbtion  in  this  area  are  great.  We 
find  that  field  block  is  given  preference  to  paraverte¬ 
bral  anesthesia  in  abdominal  operations,  that  infil¬ 
tration  must  frequently  supplement  an  incomplete 
block,  and  that  massive  infiltration  is  recommended 
in  thyroidectomies  and  circularly  about  the  extremi¬ 
ties.  In  this  regard  those  who  have  kept  in  touch 
with  the  author’s  work  will  note  a  marked  change  of 
viewpoint  since  his  coming  to  the  United  States  and 
a  tendency  to  employ  the  more  simple  methods. 
It  is  difficult  to  reconcile  the  use  of  infiltration  in 
some  operations  as  noted  with  the  author’s  express 
reasons  for  its  avoidance. 

The  reviewer  does  not  concur  in  many  statements 
made  by  the  author,  such  as  the  great  difficulty 
and  long  practice  required  for  induction  of  anes¬ 
thesia  of  the  abdominal  wall;  that  the  introduction 
of  solutions  of  novocain  reduce  the  vitality  of  the 


tissues,  which  certainly  has  been  disproven  by  Crile 
and  Farr;  nor  with  his  method  of  producing  second¬ 
ary  wheals. 

The  author  has  given  little  credit  to  other  writers 
and  has  conveyed  the  impression  of  originality  in 
many  cases.  For  instance,  tilting  the  table  later¬ 
ally,  the  avoidance  of  gauze  packs  and  their  vicious 
circle,  and  the  expression  “negative  intra-abdominal 
pressure,’’  are  surely  not  new  in  this  locality. 

The  book  repeatedly  suggests  the  work  of  V. 
Pouchet  and  P.  Soudat,  is  well  written,  and,  with 
its  liberal  illustrations,  should  be  of  value  to  both 
the  student  and  the  local  anesthetist. 

— Stanley  R.  Maxeimer,  M.D. 

General  Medicine  in  the  Practical  Medicine  Series. 
By  George  H.  Weaver,  M.D.,  Lawrason  Brown, 
M.D.,  Robert  B.  Preble,  M.D.,  Bertram  W.  Sippy, 
M.D.,  and  Ralph  C.  Brown,  B.S.,  M.D.  Chicago: 
The  Year  Book  Publishers,  1923.  Volume  I. 

This  volume  of  678  pages  collects  reports  and 
edits  the  accepted  progressive  and  recent  work  of 
men  in  general  medicine.  The  etiology,  pathology, 
course,  diagnosis,  and  treatment  of  diseases  are  well 
presented. 

The  more  recent  advances  and  the  newer  tests, 
such  as  Widal’s  test  of  liver  function,  are  discussed 
and  applied. 

The  more  prominent  items  are  given  full  recog¬ 
nition,  as  in  the  chapters  on  heart  diseases.  This 
topic  covers  eighty-eight  pages. 

The  parallel  but  differing  views  on  a  given  sub¬ 
ject  are  faithfully  given  and  finally  evaluated  when 
possible. 

The  very  frequent  and  varied  errata  in  the  text 
are  notable  and,  in  some  cases,  misleading. 

The  excellences  of  the  printer’s  task  are  many. 
The  medical  man  will  find  great  profit  in  the  book. 

— Geo  D.  Haggard,  M.D. 

The  Examinaiton  of  Patients.  By  Nellis  B.  Foster, 
M.D.,  Associate  Physician  to  the  New  York  Hos¬ 
pital;  Associate  Professor  of  Medicine  at  Cornell 
University,  College  of  Medicine.  Octavo  of  253 
pages,  illustrated.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1923.  Cloth  $3.50  net. 
This  volume  attempts  to  give  a  brief  and  compre¬ 
hensive  outline  of  various  methods  of  diagnosis  in 
current  use.  As  such,  it  follows  a  different  avenue 
of  approach  from  the  standard  text-books  upon  the 
subject  of  physical  diagnosis,  and  includes  a  great 
deal  of  material  which  is  not  ordinarily  found  in 
such  volumes,  although  the  space  given  to  purely 
physical  diagnosic  methods  is  somewhat  limited. 

The  methods  of  securing  an  adequate  clinical 
history  are  given  briefly.  The  examination  of  the 
head,  thorax,  cardiovascular  system,  pulmonary 
system,  abdomen,  and  extremities  are  discussed 
comprehensively  and  with  especial  reference  to 
points  with  which  the  medical  student  is  liable  to 
have  difliculty. 

The  section  upon  diseases  of  the  cardiovascular 
system  includes,  in  addition  to  the  usual  physical 
findings,  an  interpretation  of  the  value  of  tele- 
rontgengrams  as  a  measure  of  cardiac  hypertrophy, 
and  a  discussion  of  the  renal  function  tests  and 
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their  relative  value.  The  examination  of  the  eye- 
grounds  is  also  discussed. 

Diseases  of  the  digestive  system  are  discussed 
with  some  detail,  with  particular  reference  to  ^r-ray 
and  laboratory  aids  in  diagnosis. 

The  Lyon-Meltzer  technic  is  given  perhaps  more 
importance  than  it  deserves. 

Genito-urinary  and  pelvic  examinations  are  cov¬ 
ered  briefly. 

A  large  amount  of  space  is  devoted  to  neurolog¬ 
ical  examination,  including  the  common  methods 
of  neurological  diagnoses. 

Examination  of  the  extremities  is  presented  very 
briefly. 

It  would  seem  that  the  relative  amounts  of  space 
alloted  these  sections  might  be  altered  to  good  ad¬ 
vantage.  Immunological  tests  are  explained  with 
helpful  illustrations.  The  illustrations  used  through¬ 
out  are  well  chosen.  Important  points  are  illus¬ 
trated  by  brief  case  records. 

In  all  it  may  be  said  that  this  book  presents  a 
great  number  of  useful  and  practical  points  in  diag¬ 
nosis  from  a  new  and  valuable  standpoint  and 
should  be  of  value  to  the  medical  man  and  student. 

— Joseph  H.  Taylor,  M.D. 


NEWS  ITEMS 


Dr.  W.  ¥.  Baillie  has  moved  from  Hunter, 
N.  D.,  to  Fargo,  N.  D. 

Dr.  C.  A.  Durkee  has  moved  from  Fairmount, 
N.  D.,  to  Lidgerwood,  N.  D. 

Dr.  F.  A.  Dunsmoor,  of  Minneapolis,  has  re¬ 
turned  from  an  extended  vacation  in  Florida. 

Dr.  D.  W.  Kohler  was  elected  mayor  of  St. 
Joseph,  a  village  of  Stearns  County,  last  month. 

Dr.  J.  H.  Rishmiller,  of  Minneapolis,  has  re¬ 
turned  from  a  month’s  rest  at  Boca  Grande, 
Florida. 

Dr.  H.  L.  Staples,  of  Minneapolis,  has  re¬ 
turned  home  from  a  few  weeks’  vacation  in  San 
Diego,  Calif. 

Dr.  M.  Russell  Wilcox,  of  Minneapolis,  has 
returned  from  Hollywood,  Calif.,  where  he  spent 
most  of  the  winter. 

Dr.  O.  N.  Meland,  of  Warren,  has  returned 
from  Europe,  where  he  recently  went  on  his 
honeymoon  and  to  visit  the  clinics. 

Drs.  J.  Frank  Corbett  and  O.  S.  Wyatt,  of 
Minneapolis,  have  changed  their  offices  from  the 
P.  &  S.  Building  to  the  Yeates  Building. 

Tribute  was  paid  to  the  memory  of  Dr.  A.  B. 
Ancker  at  a  meeting  in  the  Ancker  Hospital, 


St.  Paul,  last  month.  Mayor  Hodgson  made  the 
principal  address. 

The  Free  Dispensary  of  the  Minneapolis  Gen¬ 
eral  Hospital  (the  City  Hospital)  treated  64,293 
patients  in  1923,  which  was  an  increase  of  21,000 
patients  in  two  years. 

Dr.  C.  M.  Oberg,  of  Minneapolis,  has  gone 
to  Europe.  After  some  weeks  of  travel  with  his 
wife  and  daughter,  he  will  spend  a  couple  of 
months  in  the  Vienna  clinics. 

Dr.  Donald  K.  Woods,  after  practicing  med¬ 
icine  for  ten  years  in  Great  Falls,  Montana,  has 
moved  to  San  Diego,  Calif.,  where  he  will  con¬ 
fine  his  practice  to  children’s  diseases. 

The  North  Dakota  State  Nurses’  Association 
recently  hung  a  portrait  of  the  Association’s 
first  president.  Miss  Bertha  Erdman,  in  the  State 
Capitol.  Miss  Erdman  died  about  a  year  ago. 

At  the  annual  meeting  of  the  Deer  Lodge 
County  Medical  Society,  held  last  month  at  Ana¬ 
conda,  Mont.,  officers  were  elected  as  follows : 
President,  Dr.  Oliver  Leiser ;  secretarv.  Dr.  R.  C. 
Hall. 

A  committee  of  citizens  of  Brainerd  has  under¬ 
taken  to  reorganize  the  Northwestern  Hospital 
of  that  city  and  to  raise  funds  to  carry  it  on. 
The  churche  of  Brainerd  and  vicinity  will  lend 
their  aid. 

Dr.  W.  F.  Cantwell,  who  has  practiced  for  the 
past  three  years  at  Littlefork,  has  located  at  In¬ 
ternational  Falls.  He  has  just  returned  from 
four  months  of  special  work  in  New  York  and 
Boston  hospitals. 

The  seventh  annual  meeting  of  Minneapolis 
Clinic  Week  (May  6,  7,  8,  and  9)  will  surpass 
in  interest  and  profit  all  preceding  meetings ; 
and  the  attendance,  it  is  quite  certain,  will  be 
double  that  of  any  preceding  meeting. 

At  the  annual  meeting  of  the  Minneapolis  Sur¬ 
gical  Society,  held  last  month,  the  following  offi¬ 
cers  were  elected :  President,  Dr.  A.  E.  Wilcox ; 
vice-president.  Dr.  A.  A.  Zierold ;  secretary.  Dr. 
W.  D.  White ;  councilor.  Dr.  M.  J.  Lynch. 

St.  Barnabas  Hospital  and  The  Sheltering 
Arms  (a  children’s  home),  both  of  Minneapolis, 
will  each  receive  $450,000  from  the  estate  of 
a  deceased  Canadian  lumberman,  Mr.  Edwin  C. 
Whitney,  a  former  donor  of  considerable  sums 
to  them. 


199 


THE  JOURNAL-LANCET 


The  attempt  to  prevent  the  publication  of 
Radiology,  the  Journal  of  the  Radiological  So¬ 
ciety  of  America,  from  St.  Paul,  by  its  former 
publisher.  Dr.  A.  F.  Tyler,  of  Omaha,  Neb.,  has 
failed,  and  Radiology  remains  in  St.  Paul,  the 
property  of  the  Society. 

Sheyenne  Valley  Medical  Society  of  North 
Dakota  has  organized  a  credit  association  to 
protect  its  members  in  the  collection  of  their 
fees.  No  man  will  be  denied  the  services  of  a 
physician  unless  he  has  failed  to  arrange  for  the 
bills  of  other  physicians. 

Dr.  John  C.  Nelson,  of  St.  Paul,  died  last 
month  at  the  age  of  76.  Dr.  Nelson  graduated 
from  the  College  of  Physicians  and  Surgeons, 
of  Keokuk,  Iowa,  in  the  class  of  ’79,  and  he 
had  practiced  for  forty-five  years  in  St.  Paul, 
and  was  Danish  vice-consul  for  28  years. 

The  City  of  Faribault  pays  a  local  hospital 
$1.00  a  day  for  the  care  of  the  City’s  patients. 
The  hospital  authorities  assert  that  the  actual 
cost  of  such  care  is  $3.44,  and  they  cite  the  cost 
of  hospital  care  in  other  cities,  which  ranges 
from  $2.11  in  Lincoln,  Neb.,  to  $5.52  in  Cin¬ 
cinnati,  Ohio. 

Dr.  E.  A.  Meyerding,  the  Director  of  Hygiene 
in  the  St.  Paul  public  schools,  has  resigned  to 
become  the  executive  secretary  of  the  Minnesota 
Public  Health  Association.  Dr.  Meyerding  has 
done  exceedingly  efficient  work  in  the  St.  Paul 
schools  for  several  years,  and  will  do  equally 
good  work  in  his  larger  field. 

The  Children’s  Bureau  of  the  Department  of 
Labor  of  the  United  States  announces  that  the 
North  Dakota  Child  Welfare  Commission  is 
among  the  most  successful  child  welfare  com¬ 
missions  in  the  country.  Like  commissions  in 
Virginia  and  Minnesota  are  also  commended  for 
their  success  in  this  line  of  work. 

Dr.  R.  G.  Pearce,  of  Akron,  Ohio,  formerly  of 
the  Department  of  Physiology,  Western  Reserve 
Medical  School,  will  deliver  the  annual  Alpha 
Omega  Alpha  address  on  Monday  April  14,  1924, 
at  8  p.  M.  in  the  Anatomy  Amphitheatre.  The 
subject  will  be  ‘Work  and  Respiration.”  The 
medical  profession  is  cordially  invited  to  attend. 

Dr.  Morris  Fishbein,  associate  editor  of  the 
Journal  of  the  American  Medical  Association, 
made  three  addresses  in  Minneapolis  on  March 
19,  the  principal  one  being  on  “Medicine  and 
the  Press.”  The  three  talks  were  interesting 
and  informing. 


Dr.  James  McAuliffe,  of  Duluth,  died  last 
week  at  the  age  of  68.  Dr.  McAuliffe  was  a 
graduate  of  the  Department  of  Medicine  of  the 
University  of  Buffalo,  class  of  ’88.  He  came 
to  Minnesota  soon  after  graduating,  and  has  been 
in  practice  here  since  that  date,  most  of  the  time 
in  Duluth.  He  was  at  one  time  coroner  of  that 
city. 

The  Health  Exposition  to  be  given  under  the 
auspices  of  the  Hennepin  County  Medical  So¬ 
ciety  on  May  5-10  in  Minneapolis,  has  been  en¬ 
dorsed  by  perhaps  a  hundred  organizations,  and 
it  will  be  attended,  probably,  by  over  a  hundred 
thousand  people.  It  will  spread  the  doctrine  of 
good  health.  The  exhibits  will  make  a  “show” 
well  worth  visiting  and  studying. 

Dr.  J.  W.  Andrews,  of  Mankato,  has  severed 
his  connection  with  the  Mankato  Clinic,  of  which 
he  was  one  of  the  original  members.  Doctor 
Andrew^s  will  be  seventy-five  years  of  age  this 
month,  and  has  been  in  active  practice  for  forty- 
six  years.  Due  to  his  age,  he  felt  the  need  of 
a  rest,  and  therefore  left  the  Clinic  and  spent 
the  winter  in  Florida.  He  has  just  returned 
from  the  South  and  will  resume  his  practice, 
having  an  office  room  with  the  Mankato  Clinic, 
where  he  may  meet  his  patients  and  friends,  al¬ 
though  being  in  no  way  connected  with  the  Clinic. 


Temporary  Work  Wanted 

By  a  competent  phy.sician  licensed  in  Minnesota 
and  North  Dakota.  Can  give  the  best  of  references. 
Ten  years  experience;  available  at  once.  Address 
79,  care  of  this  office. 

Fine  South  Dakota  Practice  for  Sale 
Unopposed  practice  of  $8,000  in  town  of  600  in 
rich  farming  country  in  Eastern  South  Dakota. 
$2,000  for  office  outfit  and  introduction.  Address 
78,  care  of  this  office. 

Office  Position  Wanted  in  Minneapolis  or  St.  Paul 
By  the  widow  of  a  physician.  Applicant  has  a 
pleasing  personality,  and  has  just  learned  steno¬ 
graphy.  Will  work  for  a  very  moderate  salary.  Ad¬ 
dress  66,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  LaSalle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Laboratory  and  X-Ray  Technician  Wants  Afternoon 
Work  in  Minneapolis 

A  high  grade  expert  in  the  above  lines  wants 
afternoon  work  in  Minneapolis.  Best  of  recommend¬ 
ations.  Address  74,  care  of  this  office. 
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Position  Wanted  By  X-Ray  Technician 

Who  has  had  charge  of  the  .t'-ray  work  of  one  of 
the  leading  hospitals  in  St.  Paul  and  of  a  large 
clinic  in  Minneapolis.  Best  of  references.  Will 
work  in  or  outside  of  the  Twin  Cities.  Address 
73,  care  of  this  office. 

Practice  for  Sale 

Office  equipment  and  practice  for  sale  at  a  bar¬ 
gain  in  one  of  the  best  outlying  districts  of  St, 
Paul,  on  account  of  prolonged  illness.  Everything 
ready  to  go  to  work.  A  good  opportunity  for 
someone.  Address  69,  care  of  this  office. 

Office  Position  Wanted 

A  thoroughly  experienced  medical  secretary,  cor¬ 
respondent,  bookkeeper,  and  stenographer  desires 
a  place  in  a  hospital  or  office  in  the  Twin  Cities. 
Familiar  with  all  medical  office  detail,  and  can  give 
the  best  of  references.  Address  64,  care  of  this 
office. 

Wanted,  An  Assistant  Physician 

Preferably  a  physician  with  one  or  two  years' 
experience.  An  assistant  physician  with  ultimate 
partnership  and  the  inheritance  of  a  large  and  old- 
established  practice.  Must  be  especially  interested 
in  obstetrics  and  diseases  of  women.  Address  61, 
care  of  this  office. 

Late  Model  X-Ray  Transformer  for  Sale 

Victor  Snook  X-Ray  Transformer,  Auto  and  Re¬ 
sistance  Control,  complete  with  Coolidge  Trans¬ 
former  and  Control.  Remote  Control,  Transformer 
and  Rectifying  Device  in  Cabinet.  For  220  volt 
direct  current.  Reasonably  pricer.  For  further  in¬ 
formation  address  60,  care  of  this  office.  ’ 

Physician's  Residence  for  Sale  in  St.  Paul 

The  residence  of  the  late  Dr.  von  Cappellen,  at 
1659  East  7th  St.  (formerly  Hazel  Park),  St.  Paul, 
is  for  sale  at  a  low  figure  and  on  easy  terms.  A 
general  practitioner  can  quickly  build  up  a  good 
practice  at  this  point,  and  it  will  grow  rapidly.  Ad¬ 
dress  Mrs.  Frieda  von  Cappellen  at  the  above  ad¬ 
dress. 

Minneapolis  Offices  for  Rent 

Very  desirable  accommodation  for  a  surburban 
physician  wishing  special  office  hours  downtown. 
Choice  of  several  rooms,  whole  or  part  time,  in  a 
building  exclusively  for  physicians  and  dentists.  Re¬ 
ception  room  nurse,  laboratory  technicians,  etc.,  in 
attendance.  Address  67,  care  of  this  office,  or  call 
at  821  Besse  Building. 

Very  Desirable  Office  in  Minneapolis  for  Rent 

An  exceedingly  desirable  location,  with  a  pleasant 
office  with  a  dentist,  is  offered  at  625  Plymouth 
Ave.,  over  a  drug-store,  with  a  second  drug-store 
nearby  and  under  the  same  management  to  direct 
attention  to  both  physician  and  dentist.  Rent  rea¬ 
sonable.  Address  or  telephone  Dr.  A.  A.  Love 
(Dentist).  Tel.  Hyland  3036. 


Minnesota  Practice  for  Sale 

Will  sell  my  practice  as  I  am  taking  up  special 
work.  The  practice  is  young  [yet,  but  without 
doing  my  own  surgery  I  made  over  $5,000  last 
year  and  collected  94  per  cent.  Practice  ought  to 
run  $7,000  or  upwards  next  year  on  account  of  a 
new  railroad  being  built  into  the  town.  Am  anxious 
to  close  the  deal  at  once.  Address  76,  care  of  this 
office. 

Physician’s  Office  Equipment,  Instruments,  Etc., 
For  Sale 

Mrs.  Christine  Lund,  of  Hutchinson,  Minn.,  offers 
for  sale  the  complete  office  equipment  of  the  late 
Dr.  Theo.  C.  Lund,  physician  and  surgeon,  consist¬ 
ing  of  surgical  instruments,  scales,  safe,  desk  (Mc- 
Caskey’s  system),  sterilizer,  etc.  Equipment  in  good 
condition.  For  information  inquire  of  the  Citizen’s 
Bank  of  Hutchinson,  Minn. 

Physician  Wanted 

Murdock,  Minn.,  on  the  Great  Northern  R’y, 
wants  a  physician.  The  village  is  situated  in  a  splen¬ 
did  and  very  prosperous  farming  section;  crop  fail¬ 
ures  unknown;  the  best  of  country  roads;  two  banks; 
large  creamery;  two  churches;  a  fine  consolidated 
school  doing  grade  and  high  school  work.  Physi¬ 
cian  in  demand  and  work  ready  for  him  at  once. 
Address  E.  C.  Kiesling,  Murdock. 

Association  with  a  Physician  Wanted 

A  recent  Rush  graduate  of  Norwegian  descent, 
who  will  complete  his  senior  interneship  in  a  large 
Twin  City  Charity  hospital,  July  1,  1924,  desires 
a  position  with  a  good  future  as  assistant  to  a  busy 
practitioner  after  that  date.  Personality  agreeable; 
health  excellent;  and  ability  at  least  average.  Prot¬ 
estant.  Mason.  Not  afraid  of  hard  work.  Prefer 
position  as  assistant  or  an  associate,  but  might 
also  consider  a  general  practice  if  the  opening  is 
favorable.  Address  55,  care  of  this  office. 

Small  Minnesota  Hospital  for  Sale 

A  small  up-to-date  hospital  with  surgeon’s  living 
quarters  and  offices  on  first  floor  and  with  hospital 
equipment,  consisting  of  8  hospital  beds,  operating- 
table,  stand,  sterilizer,  chairs,  and  other  appliances, 
on  the  second  floor.  This  hospital  is  located  in  a 
small  town  surrounded  by  good  dairy  farms  and  a 
well-known  summer  resort  only  57  miles  from  Min¬ 
neapolis  on  the  Soo  Line.  Property  can  be  bought 
at  a  great  sacrifice  and  on  satisfactory  terms.  Com¬ 
petition  easy.  Telephone  Geneva  6203  or  write  607 
La  Salle  Building,  Minneapolis. 

Assistantship  Wanted 

Assistantship  to  a  good  busy  surgeon  or  general 
practitioner  is  wanted  by  a  recent  Rush  graduate. 
Have  had  nine  months  work  in  emergency  industrial 
surgery  while  at  school  and  fifteen  months  of  one 
of  best  interneships. 

Can  speak  Norwegian,  and  am  in  very  good  health, 
capable,  and  willing  to  work  hard.  Am  confident 
that  I  can  satisfy  as  to  character,  personality,  and 
ability. 

I  desire  a  position  with  a  good  future  in  a  thriving 
city.  Address  77,  care  of  this  office. 
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SOCIAL  INSURANCE* 

By  Artpiur  N.  Collins,  B.A.,  M.D.,  F.A.C.S. 

DULUTH,  MINNESOTA 


I  wish  to  occupy  your  attention  for  a  few 
minutes  to  discuss  two  or  three  angles  of  the 
subject  of  social  insurance,  a  subject  which  has 
been  tugging  at  the  latch-string  of  the  medical  pro¬ 
fession  for  recognition  in  the  last  few  years.  I  can 
think  of  no  branch  of  the  medical  profession  bet¬ 
ter  qualified  to  ponder  this  subject  with  intimate 
understanding  than  a  group  of  railroad  or  in¬ 
dustrial  surgeons ;  and  I  can  think  of  no  group 
which  should  be  more  vitally  interested  in  a  prop¬ 
er  solution  of  this  modern  problem — that  of  pro¬ 
vision  for  unexpected  illness  or  accident  among 
the  laboring  or  less  affluent  classes.  Who  shall 
provide  for  them?  How  shall  the  provision  be 
accomplishedj  and  how  much  should  be  done? 
These  are  the  questions  which  have  furnished 
material  for  debate,  and,  so  far,  these  questions 
have  been  only  partially  answered. 

The  injured  person  is  interested,  primarily, 
in  a  means  of  proper  compensation  for  a  dis¬ 
ability  which  prevents  his  earning  his  customary 
livelihood.  The  medical  profession  is  interested 
in  a  means  of  proper  comi>ensation  for  medical 
and  surgical  attention  to  the  sick  or  injured  per¬ 
son.  Both  are  interested  in  such  compensation 
to  avoid  pauperism.  The  interests  of  the  injured 
and  of  the  physician  are  inseparable,  either  in 
the  existing  compensation  laws  with  which  we 
have  daily  to  deal  or  in  any  state  of  social  scheme 
which  may  be  proposed  or  built  up  to  replace 
these  laws.  In  other  words  the  two  essentials 

♦President’s  Address,  pres3ented  before  tlie  fifteenth  an¬ 
nual  meeting  of  the  Soo  Surgical  Association  held  at  Minot, 
North  Dakota. 


of  any  sick-insurance  scheme  are  financial  aid 
and  medical  aid. 

financial  aid 

For  centuries  before  the  modern  compensa¬ 
tion  legislation  with  which  we  are  at  present 
dealing,  the  law  had  treated  contracts  of  employ¬ 
ment  as  purely  personal  agreements,  the  inter¬ 
est  of  the  public  in  them  being  overlooked.  Con¬ 
troversies  arising  out  of  them  had  been  dis¬ 
posed  of  by  the  courts  with  an  eye  chiefly  to  as¬ 
sessing  or  gouging  the  party  at  fault  for  the 
benefit  of  the  party  injured.  Certain  doctrines 
were  gradually  evolved  and  persisted  for  long. 
These  were  known  as  follows : 

1.  The  contributory  negligence  rule. 

2.  The  fellow-servant  rule. 

3.  The  doctrine  of  assumption  of  risk. 

These  laws  were  uncertain  and  unsatisfactory 

and  wrought  hardships  upon  employer  and  em¬ 
ployee;  and  the  medical  profession  w’as  left  to 
take  care  of  itself.  So  that  the  attitude  of  our 
forefathers  towards  labor,  and  more  especially 
towards  the  problem  of  industrial  accidents,  is 
not  the  attitude  of  the  rising  generation. 

In  1887  a  German  Government  Commission 
showed  that  out  of  every  100  serious  accidents, 
43  were  such  that  no  care  on  the  part  of  the  em¬ 
ployer  could  have  prevented.  In  the  remainder 
the  injured  was  thrown  “on  his  own.”  Hence 
the  support  of  the  disabled  laborer  and  his  de¬ 
pendents  in  57  per  cent  of  the  cases  is  thrust 
upon  the  general  community  in  the  form  of 
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charity.  The  result  is,  therefore,  more  than  a 
social  injustice;  it  reveals  an  economic  fallacy. 
The  medical  profession  is  not  the  least  sufferer 
in  such  a  situation,  as  we  all  know.  The  need 
of  a  remedy  for  this  unjust  state  of  affairs  had 
been  felt  for  many  years.  Then  workmen’s 
compensation  laws,  after  long  delay,  came  “like 
a  whirlwind”  upon  the  United  States.  If  these 
laws  are  not  perfect,  they  are  at  least  a  better 
solution  of  the  problem  than  the  old  one.  To 
all  intents  and  purposes  they  have  come  to  stay. 
In  no  jurisdiction  where  workmen’s  compensa¬ 
tion  has  been  adopted  has  it  been  abandoned. 
The  courts  have  shown  an  increasing  readiness 
to  accept  the  proposed  solution  of  a  difficult 
branch  of  the  labor  problem  at  its  own  valuation. 
Compensation  awards  are,  therefore,  quite  com¬ 
monly  granted  to  the  injured. 

COMPENSATION  AWARDS 

Compensation  awards  are  intended  to  ttake 
the  place,  in  some  degree,  of  wages,  in  an  effort 
to  defray  the  ordinary  expenses  of  the  injured 
workman  and  his  family  during  the  enforced 
hiatus  in  his  productive  activity.  The  American 
standard  of  living  undergoes  changes  from  de¬ 
cade  to  decade,  or  even  in  less  time  than  a  de¬ 
cade,  as  one  may  readily  see  without  statistical 
proof.  In  John  Mitchell’s  book,  some  years  ago, 
he  stated  that  he  regarded  $600  an  annual  neces¬ 
sity  for  an  average  family.  In  1907  statistics 
showed  the  necessity  for  $700  to  $875  for  the 
same  family.  Compare  these  figures  with  the 
requirements  of  to-day,  and  the  point  is  clear. 
It  is  obvious,  under  any  of  these  conditions,  that 
these  slender  incomes  fail  entirely  to  cover  one 
class  of  very  necessary  expenditures, — the  medi¬ 
cal  and  surgical  treatment,  the  hospital  charges, 
and  the  countless  incidental  calls  on  the  purse, 
which  the  injury  entails.  To  the  very  poor  work¬ 
men,  and  families  living  on  minimum,  “doctors’ 
bills”  come  as  a  crushing  blow,  and  the  utter  im¬ 
possibility  of  paying  them  out  of  the  pittance 
reserved  for  the  absolute  essentials  of  every-day 
life,  is  manifest.  To  meet  this  condition  nearly 
all  compensation  states  have  made  some  pro¬ 
vision  for  medical  and  surgical  aid  for  an  injured 
employee.  Before  these  laws  were  enacted  the 
doctor  shared  in  the  patient’s  poverty.  He  was 
either  poorly  paid  at  best,  or  not  paid  at  all. 

Another  important  question  in  the  compensa¬ 
tion  acts  is  the  selection  of  a  physician.  Should 
he  be  selected  by  employer,  employee,  or  some 
other  agency?  A  recent  writer  has  urged,  with 
some  eloquence,  that  the  employee  should  exer¬ 


cise  the  choice  in  this  matter,  since  his  confidence 
in  his  physician  may  be  an  important  element  in 
hastening  his  recovery,  though  this  same  author 
conceded  that  the  judicial  tendency,  in  the  ab¬ 
sence  of  express  provision  in  the  statutes,  has 
been  to  leave  with  the  employer  the  discretion  in 
selecting  the  medical  attendant,  subject  to  the 
limitation  of  reasonableness.  Each  plan  has  dis¬ 
advantages. 

Another  factor  which  enters  into  the  structure 
of  the  compensation  laws  is  accident  prevention. 

ACCIDENT  PREVENTION 

It  is  true  that  the  theory  of  workmen’s  com¬ 
pensation  rests  on  the  assumption  that  the  ex¬ 
pense  of  industrial  accidents  is  part  of  the  cost 
of  production.  This  expense  includes  his  doctor’s 
bill,  as  well  as  his  hospital  or  ambulance  bill, 
or  any  other  bills  incident  to  his  disability.  The 
very  fact  of  compensation  itself,  however,  is  an 
encouragement  to  accident  prevention.  Employ¬ 
ers,  forced  to  assume  the  financial  burden  of 
injuries  springing  from  the  accidents  of  industry, 
are  naturally  enthusiastic  for  the  elimination  of 
such  injuries. 

,The  main  desideratum,  after  all,  is  so  to  dis¬ 
tribute  the  economic  burden,  of  work  accidents 
and  accident  prevention,  that  it  will  not  fall  with 
crushing  weight  upon  any  individual  or  'any 
social  group.  In  short,  therefore,  compensation 
insurance,  to  be  effective,  should  secure  the  pay¬ 
ment  of  money  benefits  and  the  furnishing  of 
medical  relief  for  work  accidents  promptly  and 
certainly ;  should  distribute  the  cost  over  the 
community  with  as  little  disturbance  as  may  be 
of  existing  competitive  relationships ;  stimulate 
accident  prevention ;  and  cost  no  more  than  is 
necessary  for  the  effective  performance  of  its 
functions. 

SOCIAL  INSURANCE 

All  insurance  is  a  substitution  of  social,  co¬ 
operative  provision  for  individual  provision. 
Technically,  this  substitution,  .of  social  effort 
for  individual  effort  is  known  as  the  theory  of 
distribution  of  losses  and  the  subsequent  elimin¬ 
ation  of  risk. 

The  social  advantages  of  distribution  of  losses 
are  equally  applicable  to  all  forms  of  insurance, 
to  commercial  insurance  as  well  as  to  social  in¬ 
surance;  but  we  must  remember  that  the  cost 
of  commercial  insurance  is  comparatively  high. 
We  have,  therefore,  this  social  problem  under¬ 
lying  the  need  of  insurance  of  the  wage-earning 
millions.  Their  economic  condition  is  precari- 
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ous ;  the  economic  dangers  threatening  them, 
many;  and  the  degree  of  risk  in  each  case  is  very 
high.  Industrial  provision  is  insufficient,  social 
provision,  through  distribution  of  loss,  is  neces¬ 
sary  but  costly.  Social  insurance,  when  properly 
developed,  is  nothing,  if  not  a  well-defined  effort 
of  the  organized  state  to  come  to  the  assistance 
of  the  wage-earner,  and  furnish  him  something 
he,  individually,  is  quite  unable  to  obtain  for 
himself, 

I  have  endeavored,  in  the  above  short  resume, 
to  state  as  briefly  as  possible  what  seems  to  be  a 
fairly  close  definition  of  social  insurance,  as  I 
understand  it  from  the  writings  of  its  propon¬ 
ents,  who  have  accumulated  large  masses  of  sta¬ 
tistics  on  the  need  of  social  insurance  in  the 
United  States,  upon  industrial  accidents,  on  the 
causes  of  industrial  accidents,  on  the  indictment 
of  employer’s  liability,  American  compensation 
legislation,  etc.  But  I  shall  not  weary  you  with 
any  of  these.  You  may  read  them  if  you  choose 
to  study  more  deeply  into  this  subject. 

MEDICAL  AID 

It  has  come  to  be  well  recognized  that  medical 
aid  is  an  important  essential  in  the  scheme  either 
of  workmen’s  compensation,  or  of  the  more  so¬ 
cialized  one  of  compulsory  sick  insurance  or  so¬ 
cial  insurance.  The  deplorable  feature,  however, 
from  the  standpoint  of  the  medical  profession  is 
that  in  the  existing  laws  the  profession  has  been 
reckoned  upon,  but  has  not  been  reckoned  with. 
The  laws  have  been  framed  to  include  medical 
aid,  and  the  profession  has  not  been  asked  by  in¬ 
surance  companies  what  the  charges  would  be, 
but  has  been  told  how  much  it  shall  receive. 
The  public  is  told,  by  writers  on  social  insurance, 
that  “it  is  an  unmistakable  sign  of  the  times  that 
private  medical  practice  is  a  declining  institution, 
that  it  is  expensive,  wasteful,  and  inefficient, 
and  that  it  gradually  must  give  way  to  organized 
medical  services.”  But  we  find  that  in  Germany 
the  prices  became  so  low  that  “physicians’ 
strikes”  became  a  common  occurrence.  For  after 
all  a  physician  must  live.  We  find  that  the 
British  medical  profession  profited  by  the  experi¬ 
ence  of  the  German  profession  and  stood  strongly 
against  reduced  remuneration  for  their  service. 
And  we  have  yet  to  hear  the  voice  of  general 
approval,  from  the  British  medical  profession  in 
favor  of  their  system  of  organized  medical  ser¬ 
vice.  Upon  the  contrary,  we  hear  in  this  country 
much  against  it.  In  spite  of  this,  however,  there 
are  experiments  going  forward  in  France,  Italy, 
Russia,  Switzerland,  Austria,  and  other  countries. 


and  in  certain  parts  of  this  country,  notably  Cali¬ 
fornia,  Ohio,  Oregon,  Nevada,  Washington, 
West  Virginia,  and  Wyoming,  along  the  lines 
of  this  socialized  form  of  insurance.  There  are 
tendencies  of  this  sort  observable  in  the  United 
States  in  the  growing  prevalence  of  sick  benefits 
among  trade  unions,  railroad  relief  funds,  in 
certain  state  legislation,  and  in  the  American 
fraternal  orders.  The  latter  have  a  membership 
of  upwards  of  8,000,000,  and,  therefore,  enter 
into  the  life  of  25  per  cent  or  30  per  cent  of  all 
our  families.  It  is  said  that  the  wage-workers 
must  learn  to  see  that  they  have  a  right  to  force 
at  least  part  of  the  cost  and  waste  of  sickness 
back  upon  the  industry  or  upon  society  at  large, 
and  the  argument  is  used  that  they  can  do  it  only 
when  they  demand  that  the  state  use  its  power 
and  authority  to  help  them,  indirectly  at  least, 
with  as  much  vigor  as  it  has  to  come  to  the 
assistance  of  the  business  interests, — manufac¬ 
ture,  agriculture,  commerce,  and  transportation. 

I  need  not  tell  you  that  this  matter  has  been 
before  the  medical  profession  of  this  country 
for  several  years,  nor  that  it  is  still  clamoring 
for  a  share  of  the  attention  of  the  profession. 
So  far  as  I  have  been  able  to  see,  however,  the 
subject  of  social  insurance  in  this  country  is  nota¬ 
ble  more  for  its  enemies  among  the  medical  pro¬ 
fession  than  for  its  friends.  This  condition  is  not 
altogether  unexplainable,  for  the  traditions  of 
practice  of  the  mass  of  the  profession  are  so  well 
established  and  the  professional  mind  is  so  slow 
to  adopt  revolutionary  ,  methods,  that  iwe  are 
rebellious  at  any  suggestion  which  tends  to  change 
our  status  in  the  social  scheme.  Moreover,  we 
are  mindful  of  the  fact  that  the  present  state  of 
public  enlightenment  upon  health  mattersi  is  a 
product  of  the  laborious  efforts  of  the  medical 
profession.  We  are  mindful  of  the  fact  that  in  a 
sense  we  have  assisted  legislation  to  impoverish 
ourselves.  We  are  not  regretful  of  what  we 
have  done  to  further  the  reduction  or  prevention 
of  smallpox,  typhoid,  tuberculosis,  diphtheria, 
ophthalmia  neonatorum,  and  a  score  of  other 
diseases  which  have  been  the  scourge  of  mankind 
for  generations.  Nor  are  we  parsimonious  as 
we  realize  that  in  reducing  the  incidence  of  these 
diseases,  through  public  health  measures,  public 
school  inspection,  etc.,  we  have  also  reduced  to 
a  greater  or  less  degree  the  etiologic  or  causative 
factors  of  acute  articular  rheumatism,  endocardi¬ 
tis,  chorea,  gall-bladder  infections,  pyogenic  kid¬ 
ney  infections,  surgical  tubercular  conditions,  in¬ 
fant  cholera,  and  other  conditions,  both  medical 
and  surgical. 
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In  the  face  of  these  accomplishments  in  the 
interest  of  physical  betterment  and  increased 
public  health,  we  are  cognizant  of  the  shortcom¬ 
ings  and  injustices  in  the  various  state  compen¬ 
sation  acts  in  the  treatment  of  physicians  who 
furnish  the  medical  aid  to  the  injured  coming 
under  the  compensation  acts.  The  acts  seem 
to  be  adjusted  to  the  advantage  and  benefit  of 
the  insurance  companies  and  with  injustice  to 
the  physician.  The  insurance  company,  for  in¬ 
stance,  in  reckoning  by  averages  and  in  large 
numbers,  establishes  an  average  fee  for  a  frac¬ 
ture  of  the  thigh.  There  are  few  cases  of  this 
average  type ;  therefore  the  physician  who  has 
an  occasional  simple  fracture  of  the  thigh  is 
often  overpaid,  and  the  one  who  practices  where 
there  is  a  great  deal  of  heavy  industry  has  the 
more  severe  cases  to  deal  with  and  is  underpaid 
for  them.  There  are  few,  if  any,  surgeons  who 
have  so  many  fractured  thighs  that  their  average 
makes  them  justly  paid  under  this  method.  As 
Dr.  Alexander  Lambert  suggests,  the  paying  of 
all  compensation  in  injuries  by  averages  in  large 
numbers  is  all  right  for  the  insurance  company, 
but  it  is  very  unsatisfactory  and  often  unjust 
to  the  individual  surgeon. 

Most  of  the  laws,  besides,  cut  out  the  just 
compensation  to  the  most  severely  injured  be¬ 
cause  probably  three-quarters  of  all  injuries  are 
recovered  from  in  the  specified  two  or  three 
weeks,  during  which  the  medical  care  and  com¬ 
pensation  lasts.  The  result  is  that  the  surgeons 
resent  being  treated  in  this  way,  and  justly  so, 
and  many  of  them  will  not  bother  with  taking 
care  of  these  cases,  if  they  can  possibly  avoid 
it,  in  many  districts.  Thus  the  law  defeats  itself 
because  the  best  surgical  or  medical  care  spells 
in  general  a  shorter  period  of  disability. 

How  should  the  medical  profession  react  to 
this  situation?  One  lay  writer  along  the  line 
of  compulsory  state  insurance  concludes  his  ar¬ 
ticle  by  stating  that  of  one  proposition  he  is 
firmly  convinced,  despite  some  indications  to  the 
contrary,  that  the  American  states,  sooner  or 
later,  will  be  driven,  or  persuaded,  to  adopt  com- 
])ulsory  state  insurance  laws  as  the  only  satis¬ 
factory  solution  of  the  problem  of  compensation 
to  injured  workingmen. 

Another  writer  on  compulsory  sick-insurance 
regards  it  as  exceedingly  significant  that  the 
difficulties  between  physicians  and  the  govern¬ 
ment  have  moved  the  latter  to  a  threat  of  es¬ 
tablishing  a  national,  or  socialized,  system  of 
medicine  with  paid  medical  officers  if  no  com¬ 
promise  can  be  reached. 


While  these  writers  on  political  economy  are 
urging  upon  the  public,  through  the  press,  these 
ideas  and  arguments  in  favor  of  compulsory 
social  insurance,  the  medical  profession  persists 
in  the  arguments  that  these  changes '  are  not 
needed,  or  passes'  resolutions  declaring  its  op¬ 
position  to  any  plan  embodying  the  system  of 
compulsory  insurance  regulated  by  state  or  federal 
government.  It  should  be  remembered  that  the 
medical  profession  has  a  very  small  i)art  in  the 
making  of  the  laws  of  this  land.  The  medical 
profession  had  very  little  to  do  with  framing  the 
present  compensation  enactments,  as  is  evident 
by  the  prevalent  disapproval  of  them  from  the 
physician’s  standpoint.  It  is  undoubtedly  true 
that  the  physician  is  better  paid  under  the  present 
regime  than  under  the  old  one,  but  the  system 
is  still  very  imperfect.  Moreover,  there  is  still 
much  room  for  better  medical  service  within  the 
reach  of  a  greater  number  of  the  people  who 
need  it  and  are  not  receiving  it  because  they 
cannot  afford  it. 

The  medical  profession  resents  the  determina¬ 
tion  of  the  socially  minded  group  of  people  who 
see  the  inadequate  medical  situation  with  regard 
to  the  care  given  the  mass  of  the  people  and  who 
are  determined  to  remedy  it.  The  medical  pro¬ 
fession  is  apparently  refusing  to  meet  them  even 
half-way  in  their  efforts  to  solve  this  problem. 
In  this  the  medical  profession  places  itself  on 
the  weak  side  in  the  sympathy  of  the  public. 
Is  the  medical  profession,  injured  perhaps  by 
unfair  treatment  in,  the  compensation  acts,  or 
with  incomes  curtailed  because  of  endeavors 
along  the  lines  of  public  health  and  preventive 
medicine,  resisting  improved  medical  service  to 
the  masses  purely  on  selfish  grounds  of  dimin¬ 
ished  income?  Does  the  medical  profession  hope 
to  improve  its  status  merely  by  continued  op¬ 
position  ? 

It  is  a  habit  of  the  medical  mind  to  study 
detail.  When  a  medical  problem  presents  itself 
facts  are  first  sought.  Principles  of  action  are 
then  developed.  Theories  should  have  some 
foundation  in  fact.  The  danger  in  this  situation 
to  the  medical  profession  lies  in  an  unwillingness 
to  study  it.  Stubborn  resistance  will  not  avail 
in  the  public  mind.  Is  private  medical  practice 
a  declining  institution?  Is  it  expensive?  Is  it 
wasteful  and  inefficient?  Is  organized  medical 
service  the  better  or  best  solution  of  the  problem 
of  better  medical  service  to  all  concerned? 

These  and  kindred  questions  should  be  studied 
closely,  not  alone  by  a  single  committee  of  the 
American  Medical  Association,  but  by  each  state 
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and  county  organization.  These  and  every 
other  medical  or  surgical  society  should  have 
committees  to  study  the  general  and  the  local 
conditions  surrounding  this  large  problem.  The 
subject  should  be  regarded  from  every  angle. 
Through  systematic  study  in  this  way  a  large 
bulk  of  facts  may  be  obtained,  which  later  may 
be  co-ordinated  into  an  outline  applicable  to  the 
country  as  a  whole.  Such  an  outline  would 
furnish  a  working  basis,  from  which  valuable 
conclusions  might  be  evolved  and  from  which 
right  and  just  decisions  may  be  made. 

I  bring  this  matter  to  your  attention  in  no 
mean  or  bickering  spirit,  but  rather  to  stimulate 
a  desire  to  seek  calmly  a  rational  solution  for 
this  problem.  The  demands  upon  the  medical 
profession  have  grown  by  leaps  and  bounds  in 
the  last  quarter  of  a  century.  Previously  the 
practice  of  medicine  was  undoubtedly  an  indi¬ 
vidualistic  proposition.  In  the  past  it  included, 
and  still  in  the  present  it  includes,  a  large  pro¬ 
portion  of  philanthropy.  However,  in  the  present 
we  are  called  upon  to  adjust  our  professional 
lives  in  keeping  with  the  advances  in  public  af¬ 
fairs.  “All  the  sciences  are  linked  together  and 
must  advance  in  concert.”  Shall  we  measure  up 


to  this  situation  or  shall  we  stand  aside  and  let 
others  adjust  it  for  us?  The  issue  is  squarely 
up  to  us.  After  all,  the  history  of  medicine  in¬ 
cludes  the  history  of  the  men  who  have  made 
it,  and  we  are  the  present  incumbents.  In  the 
words,  of  Garrison,  “It  is  recognized  that  the 
whole  of  medical  science  includes  its  parts ;  that 
it  is  greater  than  its  practice,  and  that  it  applies 
to  the  ills  of  society,  as  well  as  to  human  ail¬ 
ments.” 
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THE  COMMONER  DEFORMITIES  FOLLOWING  FRACTURES* 


By  Melvin  S.  Henderson,  M.D. 

Section  on  Orthopedic  Surgery,  Mayo  Clinic 

ROCHESTER,  MINNESOTA 


A  certain  percentage  of  fractures  leave  in  their 
wake  residual  deformities  with  consequent  dis¬ 
ability;  fractures  close  to  the  joints,  or  ex¬ 
tending  into  them,  are  the  chief  cause  of  the 
disabling  deformities.  In  the  upper  extremity, 
a  considerable  degree  of  deformity  is  compatible 
with  excellent  function,  for  here  the  problem  of 
weight-bearing  does  not  enter  in. 

Fractures  of  the  shaft  of  the  clavicle  seldom 
cause  serious  deformity,  for  even  with  marked 
over-riding,  function  is  good.  Dislocations  of 
the  acromioclavicular  joint,  or  the  claviculo- 
sternal  joint  with  subsequent  laxity,  may  cause 
considerable  disability,  manifested  chiefly  by  a 
feeling  of  insecurity,  weakness,  and  pain  on  use. 
Time  often  greatly  lessens  this  disability,  but  in 
certain  obstinate  cases  surgical  treatment  is 
necessary.  The  problem  is  to  give  strength  to 
the  torn  and  stretched  ligaments.  This  is  best 

•Presented  before  the  Great  Northern  Railway  Surgeons, 
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done  by  using  a  living  suture  of  fascia  lata 
taken  from  the  patient’s  thigh,  passing  it  through 
holes  bored  in  the  bones,  and  tying  it  securely. 
Metal,  such  as  wire,  nails,  screws,  and  so  forth, 
should  never  be  used. 

Following  a  fracture  of  the  shoulder  joint  (for 
example,  anatomic  or  surgical  neck  of  the  hu¬ 
merus)  the  movements  may  be  restricted,  par¬ 
ticularly  those  of  abduction  and  external  rota¬ 
tion,  but,  luckily,  the  play  of  the  scapula  on  the 
trunk  compensates  for  this  to  a  certain  extent. 
If,  during  treatment,  the  arm  were  held  in  ab¬ 
duction  and  external  rotation,  the  greater  part  of 
the  limitation  of  movement  would  be  prevented. 
If  conservative  measures  fail  satisfactorily  to 
reduce  a  shoulder  fracture  so  that  good  function 
will  result,  then  reduction  should  be  accom¬ 
plished  by  the  open  method. 

It  is  to  be  remembered  that  considerable  mal¬ 
formation  may  be  evidenced  in  the  rdntgenogram 
in  fractures  of  the  shoulders,  yet  the  function 
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may  be  quite  good.  A  persistently  stiff  shoulder 
may  require  breaking  up  of  the  adhesions  under 
ether  after  the  fracture  is  thoroughly  united. 
The  deformity  must  be  extreme  to  demand  os¬ 
teotomy. 

Fractures  of  the  shaft  of  the  humerus  rarely 
cause  deformity  of  any  consequence,  but  frac¬ 
tures  of  the  lower  end  of  the  humerus,  com¬ 
monly  called  fractures  of  the  elbow  joint,  often 
lead  to  permanent  disability.  The  common  resid¬ 
ual  deformity  is  lack  of  flexion,  or  of  extension,  or 
of  both,  and  loss  of  the  carrying  angle  seen  at  the 
time  of  the  injury  is  displacement  of  the  lower 
fragment  posteriorly,  and  the  upper  fragment  an- 


Fig.  1  (Case  A256705).  Fracture  ot  the  lower  end  of  the 
humerus. 


teriorly  (Fig.  1).  Reduction  should  be  accom¬ 
plished  early  and  the  arm  put  up  in  acute  flexion, 
but  occasionally  the  swelling  becomes  so  great  that 
this  position  cannot  be  held,  and  on  dropping  the 
forearm  down  from  the  acutely  flexed  position, 
the  lower  fragment  slips  posteriorly  and  the  de¬ 
formity  recurs.  In  such  cases  it  may  be  best 
to  open  posteriorly  and  fix  the  fragment  by  the 
aid  of  beef-bone  screws  or  something  of  this  na¬ 
ture,  when  the  acutely  flexed  position  is  not  so 
imperative.  When  the  deformity  has  been  pres¬ 
ent  any  length  of  time  and  the  callus  on  the  an¬ 
terior  surface  blocks  flexion,  operative  interfer¬ 
ence  should  be  made  only  after  the  callus  is  fully 
matured,  certainly  not  under  six  to  eight  months 
following  the  fracture.  Removal  of  a  “green” 
callus  is  of  no  use.  Even  after  a  careful  ex¬ 
posure  of  this  exuberant  old  callus  by  an  an¬ 
terior  approach,  and  removal  of  as  much  of  it 
as  can  be  obtained,  the  result  is  often  most  dis¬ 


appointing.  Judgment  should  be  withheld,  how¬ 
ever,  for  often  after  a  year’s  use  considerable 
improvement  will  be  noted.  All  in  all,  the  op¬ 
erative  treatment  of  this  deformity  of  the  elbow 
is  not  very  successful,  and  often  it  is  best  that 
the  restricted  motion  be  accepted  as  a  permanent 
disability. 

Although  a  green  callus  in  a  situation  of  this 
kind  is  a  foe,  rather  than  a  friend,  there  are 
times  when  it  may  be  taken  advantage  of.  If 
the  patient  presents  himself  with  a  malunion  of 
a  fracture,  in,  for  example,  the  shaft  of  the 
femur,  tibia,  or  humerus,  and  the  union  is  not 
yet  thoroughly  solidified,  the  callus  having  not 
yet  begun  to  shrink,  it  is  possible  to  restore  a 
normal  line  by  merely  pushing  over  the  frag¬ 
ments  into  better  position,  moulding  them,  as  it 
were.  By  maintaining  this  position  with  a  cast 
or  splints,  union  will  occur  in  the  position  elected. 

When  the  head  of  the  radius  is  fractured  or 
dislocated,  it  may  be  difficult  to  maintain  it  in 
proper  position  after  reduction,  and  in  such  cases 
immediate  excision  may  be  advisable.  If  the 
head  of  the  radius  is  excised  a  few  months  after 
injury,  the  results  may  be  disappointing,  for  not 
infrequently  callus  develops  after  the  operation 
and  persists  permanently  in  varying  amounts. 
When,  however,  the  operation  is  performed  a 
year  or  more  after  the  accident,  when  all  callus¬ 
forming  properties  have  disappeared,  and  what 
callus  there  was  is  thoroughly  shrunken,  results 
are  much  better.  Stated  briefly,  excisions  in  the 
early  and  late  stages  are  satisfactory,  but  in¬ 
termediate  excisions  are  not.  In  young  children 
the  operation  should  be  undertaken  with  hesita¬ 
tion,  on  account  of  interference  with  growth. 

Occasionally  fractures  of  the  olecranon  process 
fail  to  unite.  The  disability  is  often  not  as  great 
as  one  would  suppose,  but  open  operation  with 
freshening  of  the  surfaces  and  a  bone  graft  will 
restore  function. 

Fractures  of  the  shaft  of  the  radius  and  ulna, 
when  situated  directly  opposite  each  other,  may 
form  malunion  or  cause  a  synostosis.  If  the 
fracture  is  above  the  insertion  of  the  pronator 
radii  teres,  it  is  customary  to  place  the  forearm 
in  full  supination,  but,  if  this  is  incompatible 
with  good  position  of  the  fragments,  a  position 
should  be  used  which  will  be  best  adapted  to  the 
fragments  and  the  necessary  separation  of  radius 
and  ulna.  Full  supination  encourages  wider  sep¬ 
aration  of  the  bones  and  prevents  their  union, 
but,  if  this  position  throws  the  fragments  of  one 
or  both  knees  out  of  line,  it  should  not  be  in¬ 
sisted  on. 
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In  the  wrist  joint,  Colies’  fracture  is  the  most 
common.  As  a  rule,  good  reduction  is  secured, 
and  very  little  deformity  results.  Occasionally 
a  patient  has  considerable  residual  deformity, 
but  function  is  generally  good.  Osteotomy,  with 
a  view  of  correcting  the  deformity,  causes  only 
greater  trauma  with  adhesions,  and  is  seldom 
advisable. 

The  scaphoid  bone  is  occasionally  fractured, 
and  although  the  residual  deformity  is  slight, 
there  is  pain  and  inability  fully  to  extend  the 
wrist,  and  the  disability  .may  be  great.  If  such 
fractures  were  treated  at  once  by  a  cockup 
splint,  excellent  function  would  usually  result. 
In  chronic  cases,  if  the  fracture  is  old  and  func¬ 
tion  seriously  impaired,  excision  of  the  scaphoid 
bone  is  advisable.  The  results  of  late  excision 
are  generally  quite  good. 

Occasionally  the  semilunar  bone  is  dislocated 
ventrally,  and  often  it  can  be  reduced,  but  in  the 
chronic  cases  in  which  reduction  has  not  been 
accomplished  and  the  bone  has  been  out  for  a 
considerable  time,  excision  should  be  carried  out. 
Clinically,  the  wrist  is  considerably  thickened. 
Rather  often  in  these  cases,  neuritis,  due  to 
irritation  of  the  median  nerve,  is  present,  and 
there  is  also  inability  fully  to  flex  the  fingers  on 
the  palm,  the  bone  acting  as  a  bridge  over  which 
the  tendons  are  stretched  as  the  strings  of  a 
violin  are  stretched. 

Any  discussion  of  fractures  of  the  upper  fore¬ 
arm  would  be  incomplete  without  considering 
ischemic  paralysis,  first  adequately  described  by 
Volkman,  and  often  called  Volkman’s  paralysis. 
It  is  usually,  although  not  always,  caused  by  the 
bandages  or  cast  being  too  tight.  I  have  seen 
several  cases  in  which  no  bandage,  cast,  or  splint 
had  been  applied.  The  pathologic  condition  is 
a  fibrosis,  the  muscles  losing  their  elasticity  and 


a 

Fig.  2  (Case  A407888).  Paralysis,  a,  before  treatment; 


power  of  contractility.  The  deformity  (Fig.  2a) 
is  more  or  less  typical,  the  wrist  is  flexed,  the 
metacarpal-phalangeal  joints  hyperext ended,  and 
the  phalangeal  joint  flexed.  When  the  fingers 
are  extended  the  wrist  cannot  be  extended,  but 
when  the  fingers  are  held  flexed  a  certain  amount 
of  extension  at  the  wrist  is  permissible.  There 
is  a  hard  board-like  feel,  particularly  to  the 
flexor  muscles,  and  a  varying  degree  of  atrophy. 
The  old  adage  that  an  ounce  of  prevention  is 
worth  a  pound  of  cure  certainly  holds  good  here, 
for  the  majority  of  cases  can  be  definitely  attrib¬ 
uted  to  a  tight  bandage  or  cast.  The  damage 
is  done  in  such  a  short  time,  certainly  within  a 
few  hours,  that  it  is  imperative  to  give  heed 
to  pain  and  disturbance  in  circulation  and  im¬ 
mediately  to  loosen  the  tight  apparatus.  Delay 
is  fatal.  A  hemorrhage  into  the  muscles  or 
within  the  fascial  compartments  of  the  mus¬ 
cles  may  in  itself  be  sufficient  to  cause  this 
ischemic  paralysis,  and  in  several  instances,  I 
feel  sure,  we  have  prevented  the  paralysis  by 
making  multiple  small  incisions  through  the  skin 
and  through  the  fascia  of  the  muscles,  and  allow¬ 
ing  the  blood  to  ooze  slowly  out,  when  the  re¬ 
moval  of  the  splints  did  not  restore  the  circula¬ 
tion  and  color  to  the  fingers.  As  I  have  said, 
it  takes  a  comparatively  short  time  for  the  dam¬ 
age  to  be  done ;  the  danger  signals  are  the  severe 
pain,  the  numb  cold  fingers,  dusky  at  first,  then 
purplish,  and  later  perhaps  white.  Opiates  should 
not  be  given  to  control  the  pain  following  a 
fracture  of  the  arm  until  the  surgeon  is  certain 
that  the  pain  is  not  the  warning  of  an  ischemic 
paralysis.  In  several  cases  we  have  seen  it  fol¬ 
low  a  Sayre  dressing  for  a  fractured  clavicle. 
The  treatment  of  the  chronic  cases  is  often  very 
discouraging,  but  by  persistent  efforts,  using 


b 

b,  three  months  after  treatment  was  started. 
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small  splints  according  to  the  method  advised  by 
Sir  Robert  Jones  and  his  workers,  first  extending 
the  fingers  and  holding  them  on  little  gutter 
splints,  then  gradually  extending  the  wrist  in  the 
same  manner,  better  position  for  function  can 
be  secured.  The  process  is  long  and  tedious, 
and  rarely  can  anything  be  accomplished  under 
six  weeks.  In  children,  however,  the  results 
often  are  very  gratifying  (Fig.  2b).  Oper¬ 
ative  procedures,  such  as  excision  of  the  bone 
and  so  forth,  are  seldom  beneficial. 

In  the  lower  extremities  the  problem  of  weight¬ 
bearing  assumes  first  place  in  our  consideration, 
and  it  must  be  remembered  that  a  degree  of 
deformity  which,  in  the  upper  extremity,  would 
be  compatible  with  excellent  function,  in  the 
lower  extremity,  may  cause  marked  disability. 

In  the  hip  joint  the  all  too  frequent  deformity 
seen  is  that  of  a  short  leg  with  eversion  of  the 
foot,  and  inability  to  bear  weight,  due  to  an 
ununited  fracture  of  the  neck  of  the  femur. 
Here  certain  procedures  such  as  bone  grafting. 


Fig.  3  (Case  A417378).  Nonunion  of  hip  with  fibula  as 
a  peg. 

Fig.  4  (Case  A164526).  EpijJhyseal  separation  of  the  lower 
end  of  the  femur. 

by  using  a  peg  from  the  tibia  or  the  fibula  (Fig. 
3)  or  the  reconstruction  operation  of  Brackett 
and  Whitman,  are  the  means  at  hand  to  restore 
function.  Naturally  if  the  patient  is  old  and 
feeble,  such  things  are  entirely  out  of  the  ques¬ 
tion.  The  old  dictum  that  nonunion  is  the  rule 
in  fractures  of  the  hip  is  absurd.  Equipped  with 
a  sound  knowledge  of  the  pathologic  condition, 
and  modern  treatment,  the  surgeon  should  rarely 
have  nonunion  develop.  In  most  cases  I  have 
seen,  the  nonunion  was  due  to  the  fact  that  a 
correct  diagnosis  was  not  made  at  the  time  of 
the  injury,  and  consequently  no  treatment  was 
carried  out.  Too  often  a  diagnosis  of  sprain  is 
made  and  the  patient  encouraged  to  get  about. 
X-ray  examination  should  be  insisted  on,  unless 
there  are  very  good  reasons  for  not  doing  so; 


otherwise;  the  surgeon  should  not  assume  the  re¬ 
sponsibility  of  treating  the  patient.  It  must  be 
remembered  that  impaction  may  be  so  complete 
that  the  patient  can  walk,  and  there  is  no  short¬ 
ening  or  eversion.  Later,  with  the  patient’s  ac¬ 
tivity,  the  impaction ;  the  diagnosis  is  then  made 
too  late. 

The  position  of  the  fracture  must  be  clearly 
kept  in  mind.  The  fracture  is  intra-articular 
through  the  neck  of  the  femur,  with  little  or  no 
impaction,  and  there  is  eversion  and  shortening 
of  the  leg.  The  eversion  is  caused  by  the  falling 
to  a  lower  plane  of  the  trochanter,  but  the  upper 
fragment  to  which  there  are  no  muscles  attached 
is  held  securely  in  the  acetabulum.  With  the 
patient  anesthetized,  and  by  breaking  up  the  im¬ 
paction  and  extending  the  leg  to  normal  length, 
rotating  the  foot  inward,  thus  overcoming  the 
eversion  and  bringing  the  trochanter  and  the 
neck  up  to  its  normal  level,  and  then  abducting 
the  leg,  the  lower  fragment  is  brought  into  firm 
contact  with  the  upper,  and  locked  there  by  the 
abducted  position.  This  position  is  best  main¬ 
tained  properly  by  a  plaster-of-Paris  spica  cast, 
advocated  by  Whitman,  running  from  the  chest 
to  the  toes,  with  the  leg  abducted  and  the  foot 
inverted. 

Fractures  through  the  greater  trochanter  read¬ 
ily  unite,  but  may  leave  a  certain  amount  of 
adduction  deformity,  although  as  a  rule  they 
permit  good  function.  If,  however,  the  disturb¬ 
ance  to  weight-bearing  is  serious,  an  osteotomy 
may  be  performed. 

Fractures  in  the  shaft,  particularly  in  the  upper 
third,  may  result  in  malunion  and  have  such  a 
poor  line  for  weight-bearing  that  a  severe  static 
arthritis  is  produced  in  the  hip.  Osteotomy  may 
be  necessary  to  correct  this  condition.  The  rea¬ 
son  that  fractures  in  the  upper  third  of  the 
femur  become  malunited  is  because  it  is  very 
difficult  to  obtain  sufficient  traction  to  overcome 
the  pull  of  the  strong  thigh  muscles.  In  the 
neglected  cases,  besides  the  bowing,  there  is  in¬ 
ward  rotation  of  the  lower  fragment.  A  Thomas 
splint  with  firm  fixed  traction,  obtained  by  fixed 
traction  to  the  lower  end  of  the  splint,  Lirther 
traction  being  obtained  by  lifting  the  foot  of  the 
bed  twelve  to  eighteen  inches,  and  fastening  the 
bottom  of  the  splint  to  the  foot  of  the  bed, 
offers  the  best  method  of  obtaining  extension. 

Supracondylar  fractures  of  the  femur  may 
malunite  and  leave  marked  deformity.  In  many 
instances  it  would  undoubtedly  be  better  at  the 
time  of  the  injury  to  perform  an  open  opera¬ 
tion  and  obtain  correct  position.  Most  certainly 
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when,  at  the  time  of  fracture,  manipulation  un¬ 
der  an  anesthetic  fails  to  accomplish  satisfactory 
reduction,  the  patient  should  have  the  benefit  of 
modern  surgery.  It  is  surprising  how  great  a  de¬ 
formity  (over-riding  and  so  forth)  may  be  seen 
in  the  rontgenogram,  and  yet  astonishingly  little 
deformity  be  found  on  physical  examination. 
This  is  particularly  true  of  the  epiphyseal  sep¬ 
arations  of  the  lower  end  of  the  femur  that  are 
occasionally  seen  in  children,  and  that,  in  the 
days  previous  to  the  automobile,  followed  falls 
from  buggies  or  wagons,  the  leg  being  caught 
between  the  spokes  of  the  revolving  wheel 
(Fig.  4).  Late  operations  in  these  malunited 
fractures  are  much  more  difficult  than  the  early 
ones,  and  results  are  not  nearly  so  good. 

The  intra-articular  fractures  of  the  knee  joint 
cause  considerable  trouble.  It  is  only  rarely  that 
they  can  be  improved  at  all  by  an  open  operation 
even  at  the  time  of  the  injury.  Later,  if  the 
pain  and  discomfort  are  very  severe,  it  may  be 
best  to  perform  an  arthrodesis  of  the  knee  joint, 
which  will  result  in  a  stiff,  stable  knee.  This, 
however,  is  only  accepted  by  a  few  patients,  as 
the  majority  prefer  to  maintain  what  little  mo¬ 
tion  they  have  ever  at  the  expense  of  pain. 

Occasionally  the  patella  is  ununited,  and  a 
cause  of  marked  instability.  Practically  all  sur¬ 
geons  are  agreed  that  this  is  the  one  fracture 
that  should  be  operated  on  at  the  time  of  acci¬ 
dent  or  shortly  after.  If  an  ununited  fracture 
of  the  patella  has  existed  for  months  or  years 
with  a  separation  of,  perhaps,  5.  or  7.5  cm.,  it 
is  best  to  lift  out  entirely  the  upper  fragment, 
clean  it  of  the  fibrous  tissue  on  the  line  of  frac¬ 
ture,  and  clean  the  lower  fragment  similarly 
without,  however,  removing  it  from  its  bed,  and 
bring  the  two  together,  holding  them  by  the  aid 
of  one  or  two  bone  screws.  Excellent  function 
has  resulted  in  these  cases. 

Of  all  the  fractures  in  the  lower  extremity 
Pott’s  fracture  of  the  ankle  stands  out  pre¬ 
eminently  as  leaving  in  its  wake  disability.  There 
is  a  difference  of  opinion  as  to  the  exact  inter¬ 
pretation  of  Pott’s  fracture.  It  must  be  remem¬ 
bered  that  Pott  described  his  fracture  before  the 
day  of  the  .v-ray.  For  our  purposes  we  will  con¬ 
sider  that  it  is  a  fracture  in  the  lower  7  or  8  cm. 
of  the  fibula  with  a  fracture  of  the  internal  mal¬ 
leolus  or  a  tear  of  the  internal  lateral  ligament, 
and  there  may  also  be  posterior  displacement  of 
the  astragalus.  While  it  is  true  that  occasionally 
deformity  follows  too  early  weight-bearing,  I  am 
convinced  that  if  the  fracture  is  properly  reduced 
at  the  time  of  the  original  injury,  residual  de¬ 


formities  would  be  rare.  In  the  reduction  of 


a  b 

Fig.  5  (Case  A403295).  Pott’s  fracture,  a,  before  correc¬ 
tion;  b,  after  correction. 


the  fracture  (Fig.  5)  care  should  be  taken  to 
see  that  the  concave  surface  of  the  upper  por¬ 
tion  of  the  astragalus  fits  into  the  convexity  of 
the  articulating  surface  of  the  tibia.  This  is 
possible  only  when  the  lateral  deformity  and  also 
the  posterior,  if  there  is  any,  are  corrected.  The 
common  residual  deformity  is  a  valgus  position 
of  the  foot,  and  if  of  considerable  degree  in  a 
heavy  patient,  may  be  very  disabling.  It  can 
be  corrected  by  an  osteotomy  of  the  lower  end 
of  the  fibula  and  the  internal  malleolus,  and  the 
foot  forced  over  into  the  proper  position,  so  that 
the  concave  surface  of  the  astragalus  fits  cor¬ 
rectly  the  convexity  of  the  tibia.  When  the  as¬ 
tragalus  has  been  driven  up  between  the  tibia 
and  fibula,  and  that  portion  of  the  articulating 
surface  of  the  tibia  damaged,  the  results  will  not 
be  as  satisfactory,  but  the  improvement  gained 
in  the  line  for  weight-bearing  is  well  worth  while. 
Fractures  of  the  astragalus  usually  occur  through 
the  neck,  and,  if  accompanied  by  much  displace¬ 
ment  and  left  uncorrected,  cause  trouble.  If  the 
head  has  been  dislocated  and  out  for  some  time, 
excision  is  the  only  treatment.  Quite  often 
fractures  of  the  astragalus  are  associated  with 
fractures  of  the  os  calcis,  and  assume  secondary 
importance. 

Patients  with  fractures  of  the  os  calcis  often 
come  to  us  many  months  after  the  original  in¬ 
jury.  The  fracture  runs  through  the  body  of 
the  os  calcis,  and  little  can  be  done.  These  pa¬ 
tients  have  a  permanent  disability,  and  surgery 
offers  them  very  little. 

In  fractures  of  metatarsals,  providing  the  arch 
of  the  foot  is  maintained,  it  is  rare  to  see  a  resi¬ 
dual  deformity  of  any  consequence ;  the  fractures 
unite  readily,  and  mal-position  of  a  considerable 
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degree  need  not  cause  worry.  When  there  is 
associated,  however,  marked  crushing  and  trauma 
of  the  soft  tissues,  it  is  often  best  to  obtain  fixed 
traction  by  aid  of  a  banjo  splint,  or  similar  ap¬ 
paratus,  and  maintain  during  the  healing  process 
the  normal  contour  of  the  foot. 

As  a  matter  of  fact,  in  fractures  involving  the 
bones  of  the  foot,  that  is  the  astragalus,  os  calcis, 
metatarsals,  and  the  tarsals,  if  there  has  been 


crushing  of  the  bone  substance,  operations  are 
rarely  of  any  use.  It  is  better  to  put  the  foot 
in  the  best  position  possible  and  hold  it  by  the 
aid  of  a  plaster-of-Paris  cast  or  a  splint,  trusting 
to  the  natural  resourcefulness  of  the  structures 
of  the  foot,  bony  and  otherwise,  to  accommodate 
themselves  to  the  altered  conditions  and  to  give 
good  function. 


THE  CLINICAL  LABORATORY:  X.  BLOOD* 

By  Walter  E.  King,  A.M.,  M.D. 

SAINT  PAUL,  MINNESOTA 


THE  ORIGIN  OF  VARIOUS  ABNORMAL  CYTOLOGICAL 
FORMS  IN  BLOOD 

The  key  to  the  proper  interpretation  of  the 
presence  of  abnormal  cells,  depends  upon  a  clear 
understanding  of  the  origin  of  the  various  blood 
cellular  elements.  Results  obtained  in  hemato¬ 
logical  research,  and  in  experimental  embry¬ 
ology,  show  the  following  genealogical  relation¬ 
ship  between  the  various  types  of  blood  cells : 

Up  until  the  fifth  month  of  gestation,  only 
one  form  of  blood  corpuscle  is  thought  to  exist 
in  the  circulation  of  the  fetus,  namely,  the 
lymphoidocyte.  After  the  fifth  month,  other 
forms  which  mark  their  development  from  the 
original  primitive  cell,  the  lymphoidocyte,  begin 
to  make  their  appearance. 

Red  Blood  Cells: 

From  the  lymphoidocyte  are  developed  the 
megaloblast  and  normoblast  (nucleated  red  cells) 
to  which  are  traced  the  normal  non-nucleated 
red  cells.  These  are  produced  in  the  red  bone 
marrow,  liver,  and  spleen. 

White  Blood  Cells: 

From  the  original  lymphoidocyte  or  primitive 
cell,  two  types  of  white  blood  cells  are  developed. 
First,  those  of  bone  marrow  origin ;  and,  second, 
those  of  lymphadenoid  origin. 

Bone  Marrow  Origin: 

The  myeloblast  or  original  bone  marrow  cell 
is  the  forerunner  of  the  myelocyte.  The  neu¬ 
trophilic  myelocyte  develops  into  the  neutro¬ 
philic  or  common  polymorphonuclear  leucocyte; 
the  eosinophilic  myelocyte  into  the  common 
eosinophile ;  the  basophilic  myelocyte  into  the 
so-called  “Mast”  cell  or  basophile. 

From  the  original  myeloblast  there  develops 
the  original  mononuclear  leucocyte,  which  is 

♦This  is  the  tenth  of  a  series  of  articles  by  Dr.  King 
on  the  Clinical  Laboratory. 


thought  to  be  the  forerunner  of  the  transitional 
form.  Turck’s  irritation  form,  which  is  rarely 
observed,  is  also  developed  from  the  original 
myeloblast. 

Lymphatic  Tissue  Origin: 

From  the  original  lymphocyte  of  lymphadenoid 
origin,  are  developed  the  large  lymphocyte  and 
the  adult  common  small  lymphocyte. 

With  these  fundamental  points  in  mind,  it  can 
readily  be  understood  that  in  certain  pathological 
conditions  such,  for  instance,  as  severe  anemia, 
the  presence  of  nucleated  red  cells  or  myelocytes 
and  other  immature  forms,  is  an  expression  of 
blood  depletion.  Furthermore,  the  presence  of 
such  forms  shows  that  the  various  blood-forming 
organs  of  the  body  are  engaged  in  an  effort  to 
supply  to  the  blood,  cellular  constituents  to  re¬ 
place  those  elements  which  have  become  ex¬ 
hausted  and  have  disappeared. 

Myelocytes: 

Myelocytes  are  seldom  found  in  normal  blood. 
They  are  present  in  the  bone  marrow  and  are 
found  in  the  blood,  usually  only  in  pathological 
conditions.  These  cells  are  relatively  large  and 
contain  a  faintly  stained  nucleus,  surrounded  by 
slightly  stained  protoplasm,  containing  granules, 
which  may  be  basophilic,  neutrophilic,  or  acid¬ 
ophilic.  These  cells  represent  stages  in  the  de¬ 
velopment  of  the  polynuclear  leucocyte,  and 
their  presence  in  the  blood  stream  indicates  an 
attempt  to  draw  upon  the  bone  marrow  for  new 
leucocytes. 

Myelocytes  are  found  accompanying  leucocy- 
tosis  and  during  the  process  of  an  infectious 
disease.  Thus  they  may  be  found  in  the  blood 
in  severe  cases  of  diphtheria,  during  septic  in¬ 
fections,  in  variola,  and  in  pneumonia.  The 
myelocytes  usually  found  in  the  above  conditions 
are  neutrophilic.  They  are  also  present  in  perni- 
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cious  anemia  and  in  acute  lymphatic  leukemia. 
Eosinophilic  myelocytes  are  met  with  in  the 
blood  of  advanced  cases  of  leukemia  and  in 
cases  of  tumor  of  the  bone  marrow;  also  to 
some  extent  in  rachitis  and  osteomyelitis.  Baso¬ 
philic  myelocytes  are  found  in  severe  myelogeous 
leukemia. 

Myeloblasts: 

These  are  similar  to  myelocytes,  except  that 
they  do  not  contain  the  coarse  granules.  They 
represent  the  cells  from  the  bone  marrow  from 
which  the  granular  myelocytes  are  formed. 
They  are,  therefore,  found  in  circulating  blood 
only  under  abnormal  conditions. 

Titrck’s  Irritation  Forms: 

These  cells  though  rarely  observed,  are  found 
under  the  same  conditions  as  myelocytes,  es¬ 
pecially  in  severe  infectious  processes,  in  mye¬ 
logenous  leukemia  and  in  severe  cases  of  anemia. 
They  resemble  somewhat  the  large  nucleated  red 
cell. 

Lymphoblasts: 

Cells  of  lymphatic  tissue  origin,  which  are 
similar  to  lymphocytes,  except  that  they  are 
larger,  are  sometimes  designated  as  lympho¬ 
blasts.  They  are  sometimes  found  in  the  blood 
of  children  and  in  cases  of  acute  lymphatic 
leukemia,  in  Basedow’s  disease,  and  in  some  in¬ 
fectious  processes. 

Basket  Cells: 

These  are  merely  degenerated  leucocytes,  in 
which  the  morphological  elements  have  disap¬ 
peared  and  nothing  remains  but  a  meshwork  of 
nuclear  material.  The  so-called  “basket  cells” 
are  found  sometimes  in  the  leukemias  and  the 
severe  anemias. 

The  Normal  Differential  Count: 

The  total  number  of  leucocytes  may  vary  be¬ 
tween  5,000  and  10,000.  The  average  normal 
percentage  for  each  of  the  types  of  leucocytes 
is  as  follows : 

Polymorphonuclears  . 62  per  cent  to  70  per  cent 

Small  lymphocytes . 20  per  cent  to  26  per  cent 

Large  lymphocytes .  5  per  cent  to  9  per  cent 

Large  mononuclears .  1  per  cent  to  2  per  cent 

Transitional  forms .  1  per  cent  to  5  per  cent 

Eosinophiles  . 1  per  cent  to  3  per  cent 

Basophiles  . 0.2  per  cent  to  1  per  cent 

In  making  a  study  of  a  given  blood  smear, 
the  examiner  should  keep  in  mind  the  following 
questions :  Red  Cells;  Are  they  normal  in  size 
and  in  staining  reaction  and  in  contour?  Is 
there  evidence  of  anisocytosis,  poikilocytosis, 
polychromatophilia  and  are  there  nucleated  ery¬ 
throcytes?  White  Cells;  Does  the  differential 


count  represent  the  normal  limit  of  each  particu¬ 
lar  type  of  leucocytes?  Are  there  evidences  of 
degenerated  leucocytes,  myelocytes,  Turck’s  ir¬ 
ritation  forms,  or  basket  cells?  Blood  Plate¬ 
lets;  Are  they  apparently  normal  in  number  and 
in  staining  reaction  ?  Parasites  or  foreign  bodies; 
Is  there  any  evidence  of  the  presence  of  para¬ 
sites,  such  as  malaria? 

The  Blood  Picture: 

In  the  course  of  general  practice  many  cases 
are  encountered  which  call  for  a  complete  blood 
examination.  Under  these  conditions  it  is  nec¬ 
essary  to  examine  the  fresh  blood  for  the  red 
and  white  counts,  in  addition  to  the  preparation 
of  a  stained  smear  of  blood.  Much  more  fre¬ 
quently  a  very  practical  procedure  consists  of  the 
collection  of  a  few  slides  or  smears  from  a  given 
case  and  a  careful  differential  count  and  micro¬ 
scopical  examination.  This  simple,  practical 
procedure  is  not  utilized  as  frequently  as  it 
should  be  in  general  practice. 

DISEASES  OTHER  THAN  THOSE  OF  THE  BLOOD,  IN 

WHICH  ABNORMAL  FINDINGS  ARE  PRESENT 
WHICH  MAY  BE  USED  AS  AIDS 
IN  DIAGNOSIS 

Specific  or  Infectious  Diseases: 

Scarlet  Fever:  leucocytosis  at  its  height  when 
rash  appears  ;  eosinophilia,  during  eruptive  stage ; 
lymphocytes,  decreased  until  after  improvement 
begins. 

Prysipelas:  leucocytosis  present,  eosinophiles 
diminished. 

Smallpox:  leucocytosis. 

Mumps:  leucocytosis. 

Meningitis:  leucocytosis. 

Diphtheria:  leucocytosis,  eosinophiles  dimin¬ 
ished. 

Tuberculosis  with  sepsis,  abscesses,  suppura¬ 
tive  zi’ound  infections,  furunculosis,  and  infec¬ 
tion  by  streptococci,  staphylococci,  meningococci, 
pneumococci  and  B.  coli  communis:  leucocytosis. 

It  may  be  stated  that  protection  or  resistance 
of  the  patient  is  expressed  by  total  increase  of 
leucocytes,  while  severity  of  infection  or  viru¬ 
lence  is  indicated  by  relative  increase  of  the 
polynuclear  or  neutrophilic  leucocytes. 

According  to  Cabot  and  others,  prognostic  in¬ 
dications  are  as  follows ; 

1.  Early  and  persistent  leucocytosis,  with 
marked  relative  increase  of  polymorphonuclear, 
indicates  good  resistance  and  severe  infection. 

2.  Negligible  leucocytosis,  slight  resistance 
and  slight  infection. 

3.  No  increase  in  leucocytes,  but  relative  in- 
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crease  in  polyniorphonuclears ;  fulminating  or 
sudden,  severe  infections. 

4.  No  leucocytosis ;  good  resistance  and  slight 
infections. 

In  the  diagnosis  of  appendicitis,  the  following 
observations  have  been  made : 

1.  Walled  off  or  slight  infection;  moderate 
increase  of  whites,  polyniorphonuclears  less  than 
75  per  cent. 

2.  Acute  condition,  immediate  operation  ad¬ 
visable;  leucocytosis,  polyniorphonuclears  80  to 
90  per  cent. 

3.  Probable  rupture  of  ,  pus  sac  and  periton- 
nitis ;  leucocytosis,  polymorphonuclears  above  90 
per  cent. 

4.  Grave  prognosis  ;  leucocytosis  absent,  poly¬ 
morphonuclears  above  90  per  cent. 


Pertussis:  lymphocytosis,  sometimes  preceded 
by  leucocytosis. 

Congenital  Syphilis:  lymphocytosis,  combined 
with  leukopenia. 

Epidemic  Influenza:  lymphocytosis,  combined 
with  leukopenia. 

Measles:  leucopenia,  early  in  the  course  of  the 
disease. 

German,  Measles:  leukopenia  and  some  degree 
of  lymphocytosis. 

Chicken  Pox:  leukopenia  and  lymphocytosis. 

Typhoid  Fever:  leukopenia,  lymphocytosis. 

Gonorrhea  (posterior  urethera)  eosinophilia. 

Pneumonia:  leucocytosis,  (if  absent  of  doubt¬ 
ful  prognosis)  eosinophiles,  normal  or  absent. 
At  time  of  crisis,  leucocyte  count  normal. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  March  12,  1924 
Dr.  a.  S.  Hamilton,  Presiding 


The  regular  monthly  meeting  of  the  Minnesota 
Academy  of  Medicine  was  held  at  the  Town  and 
Country  Club  on  Wednesday  evening,  March  12, 
1924,  at  8  p.  M.  The  meeting  was  called  to  order 
by  the  President,  Dr.  Hamilton.  There  were  34 
members  and  3  visitors  present. 

The  minutes  of  the  February  meeting  were 
read  and  approved. 

Dr.  S.  E.  Sweitzer  was  elected  to  membership 
in  the  Academy. 

The  following  members  reported  cases : 

Dr.  E.  M.  Hammes  (St.  Paul)  reported  three 
cases. 

Case  1. — Male,  aged  19,  single,  seen  in  consultation 
with  Dr.  Knox  Bacon,  November  1,  1923. 

'  Family  and  personal  history  were  negative.  Pres¬ 
ent  complaint  began  about  October  10,  1923,  with 
frontal  headache.  A  few  days  later  the  patient  be¬ 
came  nauseated  with  occasional  expulsive  vomiting. 

About  November  1  the  family  noticed  that  he  had 
some  difficulty  in  finding  correct  words  while  carry¬ 
ing  on  a  conversation.  At  the  same  time  he  com¬ 
plained  of  vertigo  on  standing  and  of  some  im¬ 
paired  vdsion.  In  the  course  of  a  conversation  he 
would  stop  abruptly  in  the  middle  of  a  sentence  and 
forget  to  finish  it.  After  being  kept  in  bed  for  a 
week  he  seemed  brighter,  and  his  headache  was 
not  as  intense.  He  had  an  occasional  degree  of 
temperature,  pulse,  80.  Neurological  examination' 
at  this  time  was  negative  except  that  he  had  bilat¬ 
eral  choked  discs,  a  slightly  positive  Romberg,  and 
some  mental  confusion.  His  reflexes  were  normal. 
All  laboratory  findings,  including  spinal  fluid  ex¬ 


amination,  were  negative  except  for  a  leucocytosis 
of  12,000. 

I  saw  him  again  in  consultation  with  Dr.  Hoflfman 
on  November  15.  His  condition  was  about  the  same 
but  it  was  found  that  his  choked  discs  were  more 
pronounced;  that  he  had  right  homonymous  hemi¬ 
anopsia;  some  ataxia  of  the  left  arm;  increased 
right  knee-jerk;  absent  left  abdominal  reflexes; 
slight  tenderness  ip  the  occipital  region.  X-ray  of 
skull  was  negative.  A  diagnosis  of  left  occipital 
lobe  tuijior  was  made.  He  went  to  Philadelphia 
and  rapidly  grew  worse.  Dr.  Frazier  suspected  a 
possible  occipital  abscess  and  introduced  a  trocar 
into  the  occipital  lobe,  with  negative  findings.  A 
bone-flap  operation  over  the  left  occipital  area  re¬ 
vealed  no  definite  pathology,  but  Dr.  Frazier  thought 
that  he  probably  had  an  infiltrating  glioma  of  the 
left  occipital  lobe.  He  died  three  days  later.  No 
post  mortem  was  permitted. 

\y Case  2. — Female,  aged  21,  single,  seen  in  consul¬ 
tation  with  Dr.  A.  Conley,  of  Cannon  Falls,  Minn.* 
June  24,  1923. 

Family  and  personal  history,  negative.  Patient 
states  that  during  April,  1923,  she  developed  head¬ 
aches  of  short  duration  which  gradually  became 
more  frequent  and  more  severe.  About  one  month 
later  she  had  an  occasional  dizzy  spell,  especially 
when  she  became  fatigued,  and  during  the  latter 
part  of  May,  she  had  three  attacks  of  emesis  in  the 
early  morning.  About  this  time  her  headaches  were 
relieved  somewhat  by  putting  on  glasses,  but  be¬ 
came  more  pronounced  a  week  later.  On  June  19 
her  pulse  was  75;  on  June  21  it  was  50;  on  June  23 
it  was  40;  and  on  arrival  at  the  hospital  on  June  24 
her  pulse  was  36.  She  stood  the  trip  (forty  miles 
by  auto)  well. 
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Her  neurological  examination  was  negative,  ex¬ 
cept  for  slight  rigidity  of  the  neck  muscles,  which 
was  probably  voluntary,  because  of  excruciating 
headache;  an  irregular  nystagmoid  movement  of  the 
eyeballs  to  the  right;  sluggish  right  superficial  re¬ 
flexes;  a  positive  Kernig,  no  knee-jerks,  and  a  be¬ 
ginning  optic  neuritis.  A  lumbar  puncture  was  per¬ 
formed,  and  about  35  c.c.  of  clear  spinal  fluid  under 
pressure  was  removed.  This  gave  some  relief  of 
her  headache  and  her  pulse  went  up  to  48.  The 
spinal  fluid  showed  the  following:  fibrin  web  on 
standing;  24  lymphocytes  per  cu.  mm.,  a  positive 
globulin,  a  negative  Wassermann,  and  negative 
colloidal  gold  curve.  No  tubercle  bacilli  or  other 
bacteria  were  found  .  A  tentative  diagnosis  of  tuber¬ 
cular  meningitis  or  epidemic  encephalitis  was  made. 
Her  temperature  was  normal;  her  pulse  varied  be¬ 
tween  36  and  70.  With  daily  lumbar  punctures,  her 
headaches  were  relieved,  and  she  improved  some¬ 
what;  however  on  July  1  she  suddenly  developed 
respiratory  paralysis  and  died. 

Post-mortem  examination  of  the  brain  by  Dr. 
J.  C.  McKinley  revealed  an  internal  hydrocephalus, 
and  a  tumor  mass  about  3.5  cm.  in  diameter  entirely 
occluding  the  4th  ventricle.  The  tumor  proved  to 
be  a  sarcoma,  probably  arising  from  the  choroid 
plexus.  There  were  a  few  meningeal  metastases, 
but  no  pathology  was  found  in  the  other  organs. 

Case  3. — 'Female,  aged  58,  married.  She  was  seen 
in  consultation  with  Dr.  C.  Bell,  of  St.  I’aul,  October 
30,  1923. 

Her  family  history  was  negative;  her  past  history 
was  negative  except  that  she  had  a  carcinoma  of  the 
left  breast  removed  in  1921  by  Dr.  Judd  of  Rochest¬ 
er.  About  eight  months  ago  she  developed  some 
pains  in  her  back  and  in  both  legs,  especially  the 
left  ankle,  which  were  thought  to  be  rheumatic. 
About  six  months  ago  she  noticed  a  small  lump 
over  the  parietal  region  of  her  skull,  painless  and 
not  tender.  This  grew  ciuite  rapidly,  but  caused 
no  inconvenience  except  that  it  was  an  annoyance 
when  she  combed  her  hair.  By  October  it  was  about 
the  size  and  shape  of  half  of  a  hen’s  egg.  On  Octo¬ 
ber  30  she  suddenly  developed  a  generalized  con¬ 
vulsion,  and  when  I  saw  her,  half  an  hour  later, 
she  was  quite  confused  but  able  to  answer  questions. 

Neurological  examination  was  negative  through¬ 
out.  During  the  night  she  had  two  niore  convul¬ 
sions  and  the  next  day  her  right  hand  was  weak 
and  awkward.  Her  condition  has  slowly  progressed 
during  the  past  month.  She,  furthermore,  has  defi¬ 
nite  tenderness  over  the  4th  and  5th  lumbar  verte- 
brje.  An  .r-ray  of  the  skull  revealed  multiple  areas 
of  bone  destruction,  i)robably  carcinomatous  meta¬ 
stasis.  An  .r-ray  of  the  left  angle  was  negative. 

Dr.  H.  P.  Ritchie  reported  a  case  of  vesico- 
diverticulo-rectal  fistula. 

Mr.  C.  E.  B.,  aged  63,  consulted  Dr.  A.  MacLaren 
on  P'ebruary  12,  1923. 

History,  fifteen  years  ago  began  to  have  frequency 
of  urination,  getting  np  three  or  four  times  at  night 
for  several  years.  Five  years  ago  supposed  to  have 
had  a  prostatic  abscess  which  discharged  through 
rectum,  followed  by  an  urinary  fistula.  During  this 
time  several  examinations  were  made,  and  carcinoma 
of  the  prostate  was  diagnosed  by  two  reliable  men. 


The  fistula  closed  after  three  months.  He  has 
been  able  to  do  his  work  until  a  few  months  ago, 
when  the  fistula  returned. 

Present  complaint,  evacuation  of  urine  every  two 
hours  per  rectum,  and  small  quantity  of  urine  per 
urethram  after  great  extertion.  Patient  losing 
weight  with  general  physical  lassitude. 

Cystoscopy,  made  by  Dr.  Paul  Cook,  showed  a 
suppurative  cystitis.  At  the  right  base  of  the  blad¬ 
der  was  a  large  diverticulum,  so  placed  as  to  be  in 
line  with  the  ureter.  The  right  ureter  could  not  be 
found.  The  left  was  catheterized  to  find  pus  urine, 
but  a  competent  kidney.  There  was  little,  if  any, 
enlargement  of  the  prostrate. 

Operation;  The  general  conditions  were  most  un¬ 
favorable  for  operative  procedures,  but  the  distress¬ 
ing  state  of  the  patient  led  him  to  assume  all  risks, 
therefore  Dr.  MacLaren  asked  me  to  make  the  at¬ 
tempt  at  closure.  From  Dr.  Cook’s  report  it  seemed 
necessary  to  locate  the  right  ureter,  so  I  cysto- 
scoped  him  before  attacking  from  above,  but  was 
unable  to  find  the  meatUs,  nor  at  any  time  during 
the  operation  was  the  ureter  seen.  The  extra¬ 
ordinary  systitis  led  me  to  attempt  an  extra-vesical 
demonstration  of  the  diverticulum,  but  such  was 
the  thickness  and  friability  of  the  wall  that  the 
peritoneum  was  opened  in  two  places  before  I  de¬ 
sisted  from  this  plan.  The  bladder  was  then  opened, 
and  the  side  wall  bisected  to  and  into  the  diverti¬ 
culum.  The  fear  was  of  making  a  large  opening 
into  the  rectum,'  as  it  was  natural  to  suppose  that 
it  was  closely  adherent  to  the  pouch,  but  to  the 
surprise  and  relief  of  Dr.  Daughevty  and  myself  a 
line  of  cleavage  was  readily  shown  so  that  the  di¬ 
verticulum  was  peeled  ofif,  like  the  skin  from  an 
orange,  down  to  a  point  where  we  could  see,  by 
means  of  a  headlight  and  constant  use  of  the  aspir¬ 
ator,  the  fistulous  track,  about  one-fourth  inch  in 
diameter.  This  was  clamped  by  forceps  and  tied, 
the  sac  removed,  the  wall  of  the  bladder  repaired, 
and  drainage  extra-  and  intra-vesicular  instituted. 
As  before  stated,  the  meatus  or  ureter  was  never 
seen,  yet  from  the  location  of  the  pouch  and  the 
extent  of  the  dissection  it  must  have  been  involved, 
but  so  far  as  we  could  see  there  were  no  signs  of 
kidney  obstruction  at  any  time. 

The  convalescence  was  stormy,  caused  by  the 
most  extreme  sepsis  of  the  wound,  resulting  from 
the  great  infection  of  the  bladder,  microscopically 
due  to  the  colon  bacillus.  The  mercurochrome,  now 
so  widely  advertised,  seemed  to  give  the  best  results 
in  irrigating  him. 

After  six  weeks  of  trying  time  he  recovered,  and 
within  the  past  few  months  he  reports  the  fistula 
has  remained  closed,  but  that  frequency  still  is 
present.  Occasionally  there  is  some  leak  from  the 
suprapubic  wound,  but  the  general  condition  is  so 
improved  as  to  be  satisfactory  to  all  concerned. 

It  would  be  hard  to  conceive  of  this  situation  oc¬ 
curring  in  a  woman.  It  must  be  a  most  rare  situa¬ 
tion,  but  the  possibility  of  its  occurrence  may  make 
it  worth  recording. 

Dr.  G.  Schwyzer  (Minneapolis)  reported  a 
case  of  adeno-carcinoma  of  an  accessory  thyroid. 

A  fifty-four  year  old  woman  consulted  us  in  the 
first  week  of  January,  1924,  for  a  tumor  on  the  right 
side  of  her  neck  below  the  jaw. 
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There  is  an  extensive  scar  in  the  region  of  the 
clavicles  and  upper  end  of  sternum,  indicating  a  col¬ 
lar  incision.  We  learn  from  the  patient  that  she 
had  a  goiter  operation  three  years  ago.  Following 
that  operation  she  was  hoarse,  though  her  voice  im¬ 
proved  graduall}^  but  never  completely.  Six  months 
after  this  goiter  operation  the  present  tumor  made 
its  first  appearance  and  was  the  size  of  a  walnut, 
and  it  has  gradually  grown  to  the  present  size,  that 
of  a  fist.  The  main  distress  through  the  tumor  lies 
in  the  difficulty  in  swallowing  food.  The  latter 
goes,  as  she  says,  to  a  certain  point  in  her  throat, 
and  only  by  a  special  effort  is  the  food  pressed 
farther  down. 

This  rather  well-nourished  woman  has  not  lost 
any  weight,  and  weighs  at  present  153  pounds,  feels 
fairly  strong,  and  is  able  to  do  heavy  work,  like 
washing  and  so  on. 

The  tumor  on  the  side  of  her  neck  is  about  four 
inches  long  and  two  inches  in  diameter  vertically. 
The  covering  skin  is  normal,  the  consistency  is 
generally  soft  elastic,  partly  fluctuating.  It  can  be 
moved  in  a  vertical  sense,  but  not  horizontally. 

Laryngoscopically,  we  find,  and  this  has  been  con¬ 
firmed  by  the  laryngologist,  an  unusual  picture.  A 
tumor  of  the  size  of  a  plum  bulges  out  into  the 
pharynx  below  the  tonsil  and  obstructs  greatly  the 
laryngoscopical  picture.  Only  the  left  vocal  cord 
is  visible,  and  this  appears  paretic.  Palpating  this 
tumorous  projection  in  the  pharynx  we  arc  con¬ 
vinced  that  we  have  to  do  with  the  same  growth 
that  exists  on  the  outside.  We  even  state  a  feeling 
of  fluctuation  between  the  inner  and  the  outer  part 
of  the  tumor.  The  mucous  lining  covering  the 
pharynx  is  normal.  There  arc  no  pains  by  palpation. 

Our  diagnosis  was  a  branchial  tumor,  partially 
cystic. 

We  operated  January  10  under  local  anesthesia. 
We  used  100  c.c.  of  0.5  per  cent  novocainc  solution. 
Anesthesia  was  done  after  Brauni, — prevcrtebral  in¬ 
jection  and  blocking  of  the  nerves  around  the  tumor. 
Generally  speaking  the  anesthesia  was  efficient.  The 
operation  was  exceedingly  difficult  and  involved  un¬ 
usual  anatomical  dissection.  The  nervus  hypoglossus 
with  its  descending  branches  and  the  common  caro¬ 
tid  had  to  be  dissected  free  from  the  tumor.  The 
latter  ran  over  the  posterior  part  of  the  tumor,  but 
anteriorly,  interiorly  scar  tissue  made  blunt  dis¬ 
section  impossible.  Posteriorly  to  the  tumor  lies 
the  vertebral  column,  and  between  the  two  our 
hand  tries  to  reach  toward  the  pharynx.  We  are 
succeeding  in  peeling  out  the  tumor  away  from  the 
mucous  lining  of  the  pharynx,  though  the  pharyn¬ 
geal  mucous  lining  tears  in  one  place  in  a  distance 
of  about  a  half  an  inch.  This  rent  is  immediately 
sutured  with  chromic  catgut.  The  wound  is  then 
closed  and  well  drained. 

Four  hours  after  the  operation  the  patient  pre¬ 
sents  the  picture  of  novocaine  poisoning.  She  is 
stuporous,  cyanosed  in  the  face,  has  blue  finger  nails, 
and  has  an  irregular  pulse  of  only  70,  breathing 
normal.  We  give  700  c.c.  saline  solution  intraven¬ 
ously,  together  with  calcium  chloride  given  by  rectum 
in  repeated  doses,  so  that  she  had  about  8  grams 
that  night.  The  sensorium  becomes  clear  the  next 
morning.  She  appears  rather  nervous.  Continuous 
proctoclysis  is  given  in  order  to  avoid  deglutition. 


On  the  third  day  the  patient  takes  nourishments. 
On  the  fourth,  day  foul  breath  is  noticed.  The  pa¬ 
tient  becomes  unmanageable,  talks  irrationally,  gives 
the  picture  of  persecution  insanity,  and  has  to  be 
isolated  and  restrained.  The  wound  of  the  neck 
discharges  some  infected  secretion.  Thorough  dis¬ 
infection  with  dichloramin-T.  We  are  probing  the 
wound  to  see  whether  we  have  any  communication 
between  the  outer  wound  and  the  pharynx.  We 
are  unable  to  feel  the  probe  on  the  inside. 

On  the  fifth  day  the  patient  is  comatose  with  a 
strong  regular  pulse  of  120.  She  cannot  be  aroused 
any  more,  and  she  succumbed  the  morning  of  the 
sixth  day  following  the  operation. 

The  pathologist.  Dr.  E.  T.  Bell,  reports  that  sec¬ 
tions  from  tissue  of  the  tumor  show  adenocarcin¬ 
oma  of  an  accessory  thyroid. 

DISCUSSION 

Dr.  G.  Schwyzkr:  The  case  presents  interesting 
features,  not  only  diagnostically  and  pathologically, 
but  also  post-operatively,  on  account  of  symptoms 
following  local  anesthesia.  As  I  mentioned  before, 
we  used  100  c.c.  of  0.5  per  cent  novocaine  solution. 
In  German  literature  I  read  of  calcium  chloride 
being  given  as  an  antidote  for  novacaine  poisoning. 
It  was  rather  astonishing  to  find  the  patient  with  a 
clear  sensorium  the  next  morning. 

The  question  arose  as  to  what  this  woman  died 
from.  The  nearest  cause  we  could  thiidc  of.  was 
infection  due  to  the  rent  in  the  ])harynx.  In  our 
estimation  that  rent  opened  up  the  day  we  noticed 
the  foul  breath.  In  regard  to  the  ])sychical  changes 
a  thought  of  explanation  came  to  us  through  the 
pathological  report,  which  told  us  that  we  had  to 
do  with  an  accessory  thyroid.  The  other  patholo¬ 
gist  who  examined  the  specimen  thought  he  found 
tissue  indicating  hyperthyroidism.  Clinically,  how¬ 
ever,  the  patient  did  not  present  any  such  symptoms 
previous  to  operation. 

Dr.  Farr;  I  have  had  no  experience  with  novo¬ 
caine  poisoning  because  I  have  never  seen  anything 
more  than  slight  manifestations  of  its  toxicity.  I 
would  like  to  ask  Dr.  Schwyzer  upon  what  he  bases 
his  diagnosis  of  novocaine  poisoning.  When  novo¬ 
caine  comes  in  contact  with  the  nerve  cells  and 
acts  upon  them  the  resulting  substance  formed  is 
passive  and  innocuous.  Toxic  symptoms  arise  from 
the  contact  of  novocaine  with  the  central  nervous 
system.  Considering  my  own  experience,  and  just 
having  completed  the  reading  of  Dr.  Braun’s  book 
in  which  he  goes  into  the  question  of  toxicity  ex¬ 
tensively,  I  cannot  believe  that  the  symptoms  given 
by  Dr.  Schwyzer  are  evidence  of  novocaine  poison- 
ing. 

Poisoning  as  late  as  this  does  not  occur,  as  far 
as  I  know.  When  the  toxic  dose  is  given  symptoms 
appear  immediately.  I  would,  therefore,  question 
sjmiptoms  coming  on  four  hours  after  operation 
being  due  to  novocaine. 

I  have,  in  a  few  instances,  accidentally  injected 
a  small  amount  of  novocaine  solution  directly  into 
an  artery  or  vein  under  circumstances  which  per¬ 
mitted  the  solution  to  be  carried  to  the  central 
nervous  system.  The  symptoms  were  always  acute 
and  immediate.  The  patient  develops  a  bursting 
headache,  becomes  pale,  the  pupils  dilate,  nausea 


215 


THE  JOURNAL-LANCET 


and  vomiting  appear,  and  in  case  a  lethal  dose  is 
given  convulsions  appear. 

I  have  had  a  case  of  cocaine  death.  The  patient 
developed  convulsions  and  a  paralysis  of  respiration. 
The  heart  continued  to  beat  for  one  hour  and  five 
minutes  under  artificial  respiration.  In  this  case 
we  supposed  we  were  using  novocaine.  It  would 
take  more  evidence  than  Dr.  Schw^yzer  has  given  to 
convince  me  that  the  case  he  reported  was  one  of 
novocaine  poisoning,  and  I  believe  we  should  be 
extremely  careful  in  checking  up  such  cases  so  that 
the  actual  toxicity  of  novocaine  may  become  known. 

Dr.  Schwyzer;  In  answer  to  Dr.  Farr’s  remarks, 
I  would  like  to  say  that  the  poisoning  certainly 
followed  the  operation  immediately,  though  I  did 
not  observe  the  patient  for  two  to  three  hours  di¬ 
rectly  after  the  operation.  Still  I  positively  know 
that  four  hours  after  the  operation  the  patient  was 
completely  stuporous,  could  be  aroused  only  by  our 
shaking,  and  she  was  cyanosed  at  that  time,  her 
finger  nails  were  black,  and  her  former  strong 
pulse  weakened,  decreased  to  only  70,  and  became 
very  irregular.  Of  what  other  condition  than  of 
the  poisoning  through  the  local  anesthetic  could 
we  think,  when  on  the  following  morning  we  found 
the  patient  entirely  clear,  having  a  good  expression, 
a  free  sensorium,  and  a  strong  pulse  of  100? 

Dr.  Geo.  Douglas  Head  reported  a  case  of 
^  primary  tuberculosis  of  the  spleen  with  poly¬ 
cythemia  and  splenomegaly,  treated  with  radium 
and  benzol. 


The  following  case  is  reported  to  the  Society  be¬ 
cause  of  its  scientific  importance  and  the  long  inter¬ 
val  of  time,  nearly  six  and  a  half  years,  during 
which  the  patient  was  observed  under  treatment 
with  radium  and  benzol.  r  jl  '  ‘  " 


SUMMAR'S^  OF  CASE  REPORT 


I^Mrs.  Van.,  American,  aged  49.  Married;  four 
children,  two  living.  First  examination  January  26, 
1917.  The  mother  died  of  cancer  of  the  stomach. 
One  sister  died  of  cancer  of  the  uterus.  The  pa¬ 
tient  was  said  to  have  had  “water  diabetes”  at  three 
years  of  age.  Had  typhoid  fever  at  eighteen  years 
of  age.  Operated  on  for  appendicitis  six  years  ago. 
For  five  or  six  years  the  patient  has  occasionally 
taken  antikamnia  for  headaches.  Had  menopause 
at  forty-three  years  of  age. 

The  patient’s  present  illness  dated  back  three 
years  from  the  time  of  the  primary  examination. 
She  complained  of  a  feeling  of  tightness  in  the  epi¬ 
gastrium,  with  excessive  salivation  and  occasional 
vomiting  spells.  At  first  the  attacks  came  only 
about  once  a  month,  but  increased  in  frequency,  and 
she  has  had  as  many  as  three  a  day,  especially  when 
under  nervous  strain.  At  that  time  the  patient  also 
had  dizzy  spells  and  tired  easily.  Was  bothered 
with  morning  headaches  and  attacks  of  epistaxis. 
Had  lost  in  weight  eighteen  pounds.  Never  vomited 
blood.  Redness  of  her  face  became  noticeable  two 
years  before  the  primary  examination.  This  was 
more  marked  under  exertion. 

The  patient  was  a  short,  slim  woman  with  light 
hair  and  eyes.  One  was  struck  at  once  by  the 
deep-red  color  of  her  skin  and  mucous  membranes. 


The  face,  forehead,  and  neck  showed  a  highly  dark 
red,  while  the  fingers  were  red  with  a  bluish  tinge. 
The  lips  and  alas  of  the  nose  were  a  bluish  tinge. 
The  tongue  was  red  with  dilated  veins  on  its  under 
surface.  The  back  of  the  throat  was  congested  and 
covered  with  dilated  venules.  The  inside  of  the 
lips  and  cheeks  showed  a  dark  red  congested  ap¬ 
pearance.  The  eyes  looked  inflamed.  The  lids  were 
red  with  prominent  blood  vessels  over  the  sclera. 

Careful  physical  examination  was  negative  for 
organic  disease  outside  of  the  enlarged  spleen,  the 
polycythemia,  and  the  hypertension.  The  spleen 
could  be  felt  two  fingers’  breadth  below  the  costal 
margin.  The  surface  was  smooth;  its  edge  hard 
and  firm.  The  blood  examination  was  as  follows: 
Hemoglobin,  140  per  cent;  R.  B.  C.,  8,760,000;  W. 

B.  C.,  13,500.  Differential  count:  Ik  M.  N.,  77.0; 
Large  monos.,  4.0;  lympho.,  12.5;  trans.,  3.0;  eosin., 
3.0;  basophiles,  0..5;  myelocytes,  0.0.  The  R.  B.  C. 
appeared  normal  in  the  stained  smear.  The  blood 
pressure  was  208  systolic  and  110  diastolic.  The 
von  Firquet  tuberculin  test  was  strongly  positive. 
A  test  for  the  fragility  of  the  red  blood  cells  was 
normal.  The  phenolsulphonephthalein  test  was  nor¬ 
mal.  The  occult  blood  test  for  stools  was  negative. 
She  gave  a  strong  positive  reaction  to  the  subcu¬ 
taneous  tuberculin  test. 

All  other  findings  being  negative,  a  diagnosis  of 
tuberculosis  of  the  spleen,  with  polycythemia  and 
hypertension,  was  made.  The  splenic  area  was  ex¬ 
posed  to  90  mgms.  of  radium  on  two  successive  days, 
and  the  patient  was  placed  on  benzol,  five  grains 
three  times  a  day.  Blood  examination  made  seven 
weeks  following  the  radium  exj^osure  was  as  follows: 
hemoglobin,  110  per  cent;  R.  B.  C.,  8,650,000;  W.  B. 

C. ,  7,300;  Differential  count:  P.  M.  N.,  81.0;  Large 
monos.,  1.0;  lympho.,  16.5;  trans.,  0.0.;  eosino  1.5; 
haso.,  0.0.;  myelo.,  0.0.  The  patient’s  color  was  much 
improved.  The  blood  pressure  was  130  systolic,  90 
diastolic.  The  spleen  was  not  palpable  and  was 
diminished  in  size  to  percussion.  She  had  gained 
in  weight,  but  had  had  a  hemorrhage  from  the 
bowels  of  one  cup  of  blood  five  weeks  prior  to  this 
examination. 

Six  months  later  the  patient  was  again  examined. 
The  blood  examination  showed  marked  improve¬ 
ment:  hemoglobin,  105  per  cent;  R.  B.  C.,  6,230,000; 
W.  B.  C.,  12,800;  differential;  count:  P.  M.  N.,  75.5; 
large  monos.,  3.0;  lympho.,  15.0;  trans.,  2.5;  eosino., 
0.0;  baso.,  0.0;  myelo.,  0.0.  The  blood  pressure  was 
148  systolic;  88,  diastolic. 

In  November,  1919,  about  three  years  after  com¬ 
ing  under  observation,  patient  was  again  examined. 
Her  color  was  nearly  normal.  The  spleen  was  not 
palpable  at  the  costal  margin.  She  had  taken  benzol 
from  time  to  time.  The  blood  examination  showed 
the  hemoglobin  110  per  cent;  R.  B.  C.,  6,975,000; 
W.  B.  C.,  10,750.  The  blood  pressure  was  136  systol¬ 
ic;  82,  diastolic. 

In  April,  1920,  the  patient  returned  again  for 
bleeding  of  the  gums  when  she  cleaned  her  teeth. 
The  blood  examination  showed  more  polycythemia, 
— hemoglobin,  125  per  cent;  R.  B.  C.,  7,360,000.  A 
second  series  of  radium  exposures  of  the  spleen  was 
made  and  the  patient  was  advised  to  take  benzol 
again.  Six  months  after  the  second  radium  treat¬ 
ment,  the  blood  showed  marked  improvement  and 
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was  as  follows:  hemoglobin,  100  per  cent;  R.  B.  C., 
5,680,000;  W.  B.  C.,  17,000.  Differential  count:  P. 
M.  N.,  79.0;  lympho.,  11.0;  large  monos.,  5.0;  trans., 
2.0;  eosino.,  1.0;  baso.,  2.0. 

In  May,  1921,  the  patient  was  again  examined  as 
she  was  feeling  much  worse.  The  color  of  her 
face  was  a  dark,  suffused  red,  and  the  conjunctivae 
very  much  injected  and  red.  Her  hands  were  a 
dark,  bluish-red  color.  The  spleen,  however,  could 
not  be  palpated  below  the  costal  margin.  Blood 
pressure  was  175  systolic;  90,  diastolic.  The  blood 
examination  showed  the  hemoglobin  125  per  cent; 
R.  B.  C.,  7,760,000;  W.  B.  C.,  14,000.  The  patient 
was  again  placed  upon  benzol,  but  made  no  im¬ 
provement  in  the  blood.  In  July,  1922,  the  blood 
examination  was  worse,  hemoglobin,  133  per  cent; 
R.  B.  C.,  9,190,000;  W.  B.  C,  18,300. 

Radium  over  the  spleen  was  again  used,  100  mgms. 
for  eight  hours  being  given.  The  patient  improved 
symptomatically,  but  no  blood  examination  .was 
made  prior  to  September,  1923,  when  she  returned 
again  in  another  exacerbation,  with  a  hemoglobin  of 
1.50  per  cent;  red  cells,  8,112,000;  leucocytes,  18,250. 
Radium  100  mgms.  over  an  eight  hour  period  was 
again  used  over  the  splenic  area.  No  examinations 
of  the  blood  have  been  made  following  the  last 
radium  treatment. 

DISCUSSION 

Dr.  Ulrich:  I  listened  with  great  interest  and 
some  astonishment  to  the  reading  of  this  case,  that 
is,  a  case  of  polycythemia  associated  with  tubercu¬ 
losis  of  the  spleen.  It  has  always  been  our  assump¬ 
tion  that  tuberculosis  of  the  spleen  produces  a  pro¬ 
found  anemia.  Cirrhosis  of  the  liver  occasionally 
is  associated  with  primary  polycythemia,  but  I  have 
never  heard  of  polycythemia  associated  with  tuber¬ 
culosis  of  the  spleen.  I’riniary  tuberculosis  of  the 
spleen  is  exceedingly  rare,  and  the  diagnosis  can 
be  made  with  accuracy  only  at  the  post  mortem  or 
on  biopsy.  I  do  not  think  in  this  report  that  one 
can  make  a  diagnosis  of  tuberculosis  of  the  spleen 
by  a  von  Pirquet  reaction  and  subcutaneous  tuber¬ 
culin  reaction.  The  cure  of  primary  tuberculosis  of 
the  spleen  is  splenectom)^ 

Dr.  Cross:  I  would  like  to  ask  Dr.  Head  whether 
the  same  clinical  improvement  followed  the  last  use 
of  radium,  as  in  the  other  applications  of  it. 

Dr.  Mann:  I  do  not  know  very  much  about 
radium,  but  I  would  like  to  ask  a  question.  As  I 
understand  it,  the  distance  through  which  radium 
is  effective  is  about  2  cm.  when  the  hard  rays  are 
screened  off,  so  in  this  case  it  could  not  shine  into 
the  spleen  very  far  even  if  it  could  reach  the  spleen. 
Of  course  this  patient  was  a  slender  woman.  In 
that  case  I  would  like  to  ask  Dr.  Head  why  he  could 
not  get  a  much  better  effect  from  v-ray,  especially 
deep  A'-ray,  which  would  shine  all  the  way  through, 
if  he  did  not  want  the  spleen  taken  out. 

Dr.  Schwyzer:  The  hardest  gamma  rays  are  more 
penetrating  than  the  hottest  .v-ray.  It  will  pene¬ 
trate  26j^  cm.  very  well  and  go  even  through  the 
body  in  a  very  large  spleen.  Radium  will  surely 
work.  The  filtering  must  be  pretty  strong.  I  re¬ 
member  a  case  I  had  in  which  we  filtered  through 
1  mm.  of  brass,  0.5  mm.  of  silver,  and  in  addition 


2  mm.  of  lead.  Of  course  lead  gives  strong  beta 
rays,  and  you  have  to  use  rubber  over  it.  This 
spleen  went  down  to  one-third  before  we  operated. 

Dr.  Head  (closing):  I  can  only  say  in  answer  to 
Dr.  Mann’s  suggestion  with  relation  to  the  pene¬ 
tration  of  radium  that  the  spleen  diminished  in 
size  after  the  use  of  radium,  and  the  clinical  evi¬ 
dence  w'as  very  clear  that  the  use  of  the  radium 
had  considerable  to  do  with  it.  One  of  the  inter¬ 
esting  features  about  this  case  is  that  we  did  not 
apply  it  only  once,  but  repeated  the  radium  on  three 
successive  occasions,  and  to  me  that  is  fairly  good 
evidence  that  it  was  the  radium  which  produced 
the  favorable  outcome. 

In  answer  to  Dr.  Cross’  question,  the  last  ex¬ 
posure  has  been  too  recent  to  determine  whether 
or  not  it  will  be  of  any  real  benefit.  In  the  next 
to  the  last  exposure  I  do  not  think  we  got  as  pro¬ 
found  an  effect.  At  the  present  time  the  patient’s 
blood  is  as  polycythemic  as  at  any  time. 

I  was  in  hopes  that  in  the  discussion  the  natural 
exacerbations  of  the  disease  might  be  brought  out. 
That  is,  do  the  cases,  like  pernicious  anemia,  run 
courses  with  exacerbations  and  remissions  when 
left  to  themselves?  In  the  literature  one  finds  very 
few  reports  of  cases  of  polycythemia  that  have  been 
followed  over  any  long  period  of  years  to  determine 
just  the  course  which  they  pursue  uninfluenced  by 
drugs  or  other  management.  Osier  had  cases  re¬ 
ported  over  a  number  of  years. 

In  answer  to  Dr.  Ulrich’s  expressed  doubt  rela¬ 
tive  to  the  etiological  relationship  between  tubercu¬ 
losis  and  polycythemia:  If  I  remember  correctly, 
one  of  the  first  cases  on  record  was  proven  at  autop¬ 
sy  to  be  tuberculosis  of  the  spleen.  In  Weber’s 
monograph  on  polycythemia  the  detailed  report 
of  the  authentic  cases  which  he  presents  reveals 
tuberculosis  as  a  prominent  pathological  factor  in  the 
history  of  the  cases  and  the  autopsy  findings.  Tuber¬ 
culosis  of  the  spleen  has  been  established  by  numer¬ 
ous  case  reports  as  associated  with  polycythemia 
and  splenomegaly.  I  think  if  Dr.  Ulrich  will  read 
Weber’s  and  Winternitz’s  studies,  he  will  change 
his  notions  regarding  the  interdependence  of  tuber¬ 
culosis  of  the  spleen  and  polycythemia. 

Of  course  I  do  not  want  to  contend  that  the  sub¬ 
cutaneous  tuberculin  test  or  a  positive  von  Pirquet 
test  is  proof  of  tuberculosis  of  the  spleen.  I  think, 
however,  that  with  the  clinical  absence  of  tubercu¬ 
losis  or  other  disease  in  other  organs  and  the  pres¬ 
ence  of  the  positive  tuberculin  tests,  there  was 
justified  the  assumption  that  we  have  a  true  case  of 
primary  tuberculosis  of  the  spleen  with  polycythe¬ 
mia  in  this  case.  At  least  I  would  stand  for  that 
diagnosis  until  some  other  could  be  proved. 

This  case  is  of  a  good  deal  of  interest  scientifically 
for  the  reason  that  we  have  been  able  to  watch  a 
real  case  of  polycythemia  vera,  probably  proven  to 
be  of  tuberculous  origin,  over  six  years  of  time, 
through  three  distinct  exacerbations,  and  been  able 
to  watch  the  profound  effect,  on  the  blood  and  the 
size  of  the  spleen  which  radium  produced  with  the 
use  of  benzol.  My  own  clinical  opinion  is  that  we 
have  received  more  benefit  from  the  radium  than  the 
benzol.  I  have  now  under  observation  a  man  forty 
years  of  age,  with  polycythehiia  and  enlarged  spleen, 
who  about  two  months  ago  vomited  a  bowl  full 
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of  blood.  This  patient  gives  a  four  plus  Wasser- 
mann  and  the  diagnosis  of  syphilis  of  the  spleen 
seems  justified.  In  these  two  cases  we  have,  there¬ 
fore,  polycythemia  with  splenomegaly  caused  by 
two  of  the  great  contenders  for  pathological  honors, 
the  tubercle  bacillus  and  the  spirochete  of  syphilis. 

G.  Cro.ss  reported  the  following  case : 

This  case  is  reported  because  of  the  great  diffi- 
cwlty  in  making  a  diagnosis.  The  patient  was  a 
'j^ian  of  64,  weighing  in  health  190  lb.,  a  lawyer  by 
^  profession.  With  the  exception  of  a  so-called 
“nervous  breakdown”  many  years  ago  and  a  suspi¬ 
cion  of  tuberculosis  as  a  young  man,  his  history 
to  July,  1923,  is  practically  that  of  a  healthy  man. 
At  that  time  he  showed  retention  of  urine  and  a 
prostatic  enlargement  was  made  out  and  operation 
was  advised  by  his  physicians.  Dr.  Staples  and  Dr. 
llutler.  Prostatectomy  was  done  at  Rochester  in 
twm  stages,  and  he  returned  home  to  Minneapolis 
in  early  November,  1923.  Except  for  the  presence 
of  some  albumin  and  pus  in  the  urine  as  is  common 
in  such  cases,  his  recovery  seemed  to  be  very  good, 
and  he  resumed  the  practice  of  his  profession. 

The  first  week  in  January  he  attended  the  annual 
stag  dinner  given  by  one  of  his  friends,  at  which  such 
delicacies  as  pork  sausages,  sauerkraut,  and  buck¬ 
wheat  cakes  were  partaken  of.  He  had  some  im¬ 
mediate  distress  with  nausea  and  vomiting.  He 
was  seen  about  three  days  later  because  the  vomit¬ 
ing  did  not  cease.  His  temperature  was  99.2°  and, 
as  a  matter  of  fact,  never  was  raised  to  100.  Pulse 
rate  was  80  to  90;  respiration,  normal.  He  com¬ 
plained  of  the  nausea  and  of  slight  pain  in  the  left 
loin  extending  around  toward  the  back,  at  times 
beyond  the  posterior  axillary  line.  There  were 
no  masses  in  the  abdomen  and  there  was  a  marked 
absence  of  any  tender  points.  Bowel  movements 
were  easily  induced  with  enemas,  and  the  urine  con¬ 
tained,  as  above  stated,  pus  and  albumin,  but  no 
sugar  and  no  casts.  The  stools  were  entirely  nega¬ 
tive,  and  I  wish  especially  to  emphasize  the  fact 
that  at  no  time  was  fat  or  fatty  acids  present  in 
the  stool,  nor  was  glycosuria  ever  found,  though  the 
urine  was  tested  almost  daily  during  the  entire 
illness. 

Blood  examination  showed  5,400,000  red  cells; 
hemoglobin  80  to  85;  white  cells,  23,000  to  24,160, 
with  88  per  cent  p.  m.  n.,  12  per  cent  lymphocytes 
(5  small  and  7  large).  Blood  chemistry  on  January 
21  showed  urea  nitrogen  28.50  and  creatinine  1.88. 

On  account  of  persistent  nausea  no  examination 
of  the  stomach  with  barium  could  be  done.  Fluoro¬ 
scopy  of  the  chest,  afterwards  corroborated  by 
rontgenography,  gave  very  dense  mediastinal  shad¬ 
ows,  almost  obliterating  the  left  border  of  the  heart, 
and  extending  above  and  to  the  outside  of  the 
aortic  arch,  as  well  as  to  the  right  of  the  heart 
strip  on  the  other  side.  These  shadows  did  not 
pulsate,  and  on  account  of  their  density  they  were 
assumed  to  be  probably  due  to  new  growths.  At 
no  time  were  there  any  symptoms  referable  to  the 
chest  except  a  temporary  pleuritic  pain  on  the  left 
side,  for  which  nothing  could  be  found  at  autopsy. 

On  account  of  the  absence  of  fever,  the  persist¬ 
ence  of  nausea  and  vomiting,  the  leukocytosis,  to¬ 
gether  with  the  .f-ray  picture  in  the  chest,  it  seemed 


most  likely,  even  in  the  absence  of  a  mass  in  the 
abdomen,  that  the  patient  was  suffering  from  new 
growth  in  the  stomach  and  mediastinum.  Death 
occurred  on  February  7  from  asthenia. 

Omitting  the  details  unessential  to  the  diagnosis, 
The  autopsy  findings  are  as  follows: 

The  abdomen  contained  only  a  very  small 
amount  of  clear  fluid.  The  appendix  is  long,  thin, 
and  adherent  behind  the  cecum.  It  has  the  con¬ 
sistence  of  a  fibrous  cord.  There  are  old  fibrous 
bands  between  the  gall-bladder  and  the  hepatic 
flexure  of  the  colon,  and  the  colon  and  duodenum. 
The  omentum  is  adherent  to  the  left  costal  mar¬ 
gin. 

The  heart  showed  some  degenerative  changes 
but  no  gross  valvular  lesions.  Coronaries  are 
not  narrow.  The  lungs  are  light.  There  are  no 
palpable  nodules. 

The  liver  weighed  2,140  gram's.  The  cut  sur¬ 
face  showing  very  definite  yellowish  tinge.  The 
gall-bladder  is  dilated,  but  not  thickened,  and 
there  are  no  calculi  in  the  cavity.  The  ducts  are 
patent. 

The  stomach:  There  are  no  lesions  of  the 
mucous  membrane.  A  semi-fluctuant  mass  pro¬ 
trudes  into  the  fundus  a  short  distance  outside 
the  stomach.  No  lesions  are  found  anywhere  in 
the  gastro-intestinal  tract. 

On  cutting  through  the  foramen  of  Winslow 
cloudy  fluid,  similar  to  that  previously  mentioned, 
appears,  but  not  in  marked  quantity.  On  sepa¬ 
rating  the  colon  a  cavity  is  entered  which  is 
at  first  thought  to  be  the  cavity  of  the  stomach, 
but  it  proves  to  be  the  markedly  thickened  lesser 
peritoneal  cavity  filled  with  cloudy  fluid.  In 
the  posterior  walls  of  this  cavity  is  seen  a  yel¬ 
lowish  necrotic  mass  about  2  cm.  in  diameter. 
Later  investigation  shows  that  this  is  necrotic 
pancreatic  tissue.  To  the  right  of  this  necrotic 
mass  is  a  small  rounded  cavity  which  on  probing 
is  found  to  lead  to  the  foramen  of  Winslow. 
This  channel  is  about  1  cm.  in  diameter.  On 
following  up  the  pancreatic  duct  from  the  am¬ 
pulla  it  is  found  to  lead  to  a  necrotic  mass  about 
3  cm.  in  diameter,  involving  the  tail  of  the  pan¬ 
creas,  and  with  necrosis  extending  into  the  lesser 
peritoneal  cavity.  In  the  adipose  tissue  about 
the  pancreas,  small  yellowish  nodules  are  found 
which  grossly  strongly  suggest  fat  necroses.  The 
semi-fluctuant  mass  near  the  cardiac  end  of  the 
stomach  is  found  to  be  an  extra-gastric  collection 
of  fluid  with  fat  necrosis  in  its  wall. 

The  genital  tract  showed  no  gross  changes 
except  the  operation  scars  and  a  rim  of  prostatic 
tissue,  the  mass  of  it  representing  about  one- 
third  that  of  an  average  prostate.  In  this  is  a 
cavity  about  1  cm.  in  diameter  and  irregular  in 
outline. 

The  lymph  nodes  at  the  bifurcation  of  the 
trachea  are  moderately  enlarged  and  show  much 
coal  pigment,  but  in  a  few  of  them  grayish-white 
translucent  areas  are  present,  the  largest  of  these 
measuring  about  1  cm.  in  diameter  and  some¬ 
what  suggestive  of  tumor,  although  they  may  be 
hyperplastic  lymphoid  tissue.  No  lesions  in  the 
pre-aortic  or  pelvic  lymph  nodes.  Marked  en- 


218 


THE  JOURNAL-LANCET 


largeincnt  of  lymph  nodes  at  the  bifurcation  of 
the  trachea. 

Microscopic  examination  showed  marked  tubu¬ 
lar  iniury  and  arteriosclerotic  change  in  the  kid¬ 
ney.  Prostate:  no  evidence  of  malignancy.  Trache¬ 
obronchial  lymph  nodes:  marked  hyperplasia  with 
necrosis,  but  no  evidence  of  carcinoma.  Pan¬ 
creas:  extensive  acute  and  chronic  changes,  the 
acute  changes  being  ante-mortem  necrosis  with 
extensive  leucocytic,  infdtration  about  these  ne¬ 
croses,  the  chronic  change  being  marked  inter- 
and  intra-lobular  fibrosis. 

Diagnosis:  1.  Suppurative  pancreatitis. 

2.  Cloudy  swelling  of  myocardium 

with  epicardial  petechial  hem¬ 
orrhages. 

3.  Fatty  liver. 

It  will  be  seen  that  there  are  interesting  features 
to  this  case  from  both  the  diagnostic  and  patho¬ 
logic  viewpoints.  1  believe  it  is  safe  to  say  that 
his  condition  was  impossible  to  diagnose  clinically. 
'Phere  was  nothing  in  the  physical  examination,  his 
symptoms,  nor  in  the  laboratory  findings  which 
would  lead  one  to  look  for  a  lesion  in  the  pancreas. 
His  presenting  trouble  was  the  constant  nausea 
and  persistent  vomiting  with  increase  of  his  white 
blood  cells  and  absence  of  fever.  It  was  evident 
at  autopsy  that  there  was  enough  functionating 
pancreas  left  to  explain  why  there  was  no  free 
fat  in  his  stools  nor  sugar  in  his  urine. 

yV  little  later  another  patient  was  seen  with  a  very 
much  distended  abdomen,  absence  of  fever,  and  pain 
which  prevented  his  lying  down.  This  had  been 
I)resent  only  a  few  days.  Previous  health  had  been 
unusually  good.  The  man,  about  60  years  old,  was 
in  active  business  life.  The  pain  was  epigastric. 
There  was  some  vomiting,  but  it  was  not  persistent. 
There  was  , 'almost  no  rise  of  .  temperature,  but 
there  was  a  white  blood  count  between  18,000  and 
20,000.  In  the  region  of  the  gall-bladder  there  was 
a  palpable  mass  somewhat  tender  to  touch.  In 
the  epigastrium  a  tumor  could  be  palpated,  but  its 
form  and  size  were  difficidt  to  make  out. 

The  abdomen  was  very  tense  like  that  found  in 
cirrhosis  of  the  liver  ascites;  however  the  dulness  to 
percussion  was  entirely  left  sided.  The  urine  was 
sugar  free.  X-ray  of  the  stomach  showed  a  peculiar 
shape — a  sort  of  teapot  dome  effect — in  that  the 
prepyloric  antrum  was  narrowed  to  the  size  of 
a  thumb  for  a  distance  from  three  to  four  inches. 
Gastric  analysis  was  negative,  free  fat  being  found 
in  the  stools.  Consultation  with  the  surgeon  was 
urged  on  the  ground  that  surgical  exploration  of 
the  pancreas  should  not  be  longer  delayed.  I  will 
ask  Dr.  Mann  to  speak  of  this  case  from  the  surgical 
..side,  as  he  operated  upon  him. 

DISCUSSION 

Dr.  Mann:  On  examination  this  man  presented 
two  masses  which  could  be  felt.  One,  a  low  bulg¬ 
ing  mass  in  the  epigastrium,  and  the  other  a  sort 
of  roughened  mass  in  the  gall-bladder  region,  but 
a  little  outside  of  that  region.  His  symptoms  were 
centered  about  the  center  of  the  abdomen;  the  pain 
was  constant  and  rather  intense.  Having  seen  a  few 
casc.s  of  pancreatic  cyst  and  knowing  that  is  about 


the  only  thing  which  presents  a  tumor  which  can 
be  seen  or  felt  in  the  epigastrium,  1  made  a  diag¬ 
nosis  of  pancreatic  cyst  (provisional).  At  operation 
a  mass  presented  exactly  where  the  pancreas  would 
be,  about  half  the  size  of  a  croquet  ball,  rounded 
on  one  side,  and  at  one  point  did  have  a  cyst  about 
the  size  of  a  large  marble,  so  my  diagnosis  checked 
ujj  with  that  in  a  small  way.  1  made  a  small 
ojjening  into  this  mass  and  we  got  some  lobulated 
material  from  1  cm.  to  2  cm.  long  about  the  con- 
stistcncy  of  oysters,  but  did  not  get  very  much  of 
it.  On  microscopic  examination  that  proved  to  be 
lymphosarcoma.  The  mass  on  the  left  side  of  the 
liver  was  rolled  up  omentum. 

This  man  stood  the  operation  very  well.  He 
died  to-day,  over  four  weeks  after  his  operation. 
He  has  had  no  pain  since  the  operation.  1  presume 
it  was  the  tension  on  that  capsule  which  caused 
the  pain. 

The  .r-rays  were  as  Dr.  Cross  has  stated,  and  the 
diagnosis  of  the  rontgenologist  was  carcinoma  of 
the  stomach,  which  we  rather  doubted.  1  presume 
there  was  a  sarcoma  of  the  retroperitonial  lymph 
glands  heginning  probably  in  some  gland  close  in 
near  the  head  of  the  pancreas. 

Dr.  Head:  I  would  like  to  ask  Dr.  Cross  two 
questions:  First,  in  the  first  case  reported,  did  the 
man  show  evidence  of  profound  prostration  or  ex¬ 
haustion  indicative  of  a  serious  organic  condition, 
or  did  the  clinical  picture  present  more  of  a  toxic 
state?  Second,  how  long  from  the  onset  of  the 
symptoms  was  it  before  the  patient  died? 

Dr.  Cross  (closing):  It  is  hard  to  tell  just  when 
this  process  started.  I  imagine  that  the  stag  dinner 
furnished  the  stimulus  after  which  things  progressed 
rather  rapidly,  but  that  he  had  the  beginnings  of 
this  process  in  the  pancreas  for  some  time  before. 
Of  course  that  is  speculation.  The  stag  dinner  took 
place  on  the  5th  of  January;  I  saw  him  on  the  9th; 
and  he  died  on  February  7th.  He  was  not  markedly 
prostrated. 

I  want  to  mention  the  fact  again  that  leucocytosis 
without  fever  was  present  in  both  of  these  cases. 
In  the  one  case  the  pancreas  was  five  or  six  times  as 
large  as  a  normal  pancreas.  There  was  almost  no 
free  fluid  in  the  abdomen,  and  the  distention  of  the 
abdomen  was  due  to  the  increased  size  of  the  pan¬ 
creas.  1  should  be  very  suspicious  again  with  a 
leucocytosis  of  24,000  and  absence  of  fever. 

He  was  not  prostrated,  but  he  was  nauseated  al¬ 
most  continuously.  There  was  no  mass  to  be  felt 
anywhere.  He  had  pleuritic  pain  for  a  few  days. 

Another  case  of  pancreatitis  had  exactly  the  same 
pain,  but  higher  up.  It  might  have  been  described 
in  the  same  terms  in  which  one  would  describe 
splenic  infarct. 

He  presented  no  symptoms  of  obstruction  of  the 
bowel,  and  never  had  any  difficulty  with  bowel 
movements. 

Dr.  A.  Schwyzer  showed  several  x-vay  films 
of  a  case  of  empyema  following  pneumonia  in 
a  boy  11  years  of  age.  Trocar  and  cannula  were 
inserted,  and  the  cavity  Dakinized. 

John  E.  Hynes,  M.D. 
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IMEDTCAL  EDUCA'FON  AND  LTC1-:NSURE 

Attention  is  called  to  the  Journal  of  the  Amer¬ 
ican  Medical  dissociation  of  March  22,  page  972, 
on  the  Annual  Congress  on  Medical  Education, 
Medical  Licensure,  Public  Health  and  Hospitals, 
which  met  in  Chicago  on  March  third,  fourth, 
and  fifth.  A  very  interesting  discussion  was 
brought  out  on  the  present  opportunity  for  med¬ 
ical  study  in  the  United  States,  and  refers  to 
the  highly  creditable  work  of  the  weeding  out  of 
low-grade  and  commercial  medical  schools,  and 
raising  the  standards  of  medical  education.  No 
properly  ([ualified  medical  student  has  failed  to 
obtain  admission  in  some  one  of  the  standard 
schools  of  the  country.  By  contrast  it  has  been 
shown  that  in  a  number  of  instances  the  medical 
student  has  insisted  upon  following  his  course 
in  a  low-grade  school ;  hut  he  does  not  consider 
the  worth  of  the  commodity  which  he  intends  to 
buy.  Although  an  education  in  the  really  good 
school  usually  costs  the  institution  more  than 
the  student  pays  for  it,  the  training  in  an  inferior 
school  is  most  expensive  in  the  long  run.  The 
low-grade  student,  however,  despairing  of  re¬ 
ceiving  a  diploma,  goes  to  another  school  of  even 
lower  grade  and  is  graduated.  But  invariably 
this  man  regrets  the  time  he  spent  in  such  an 
institution,  and  feels  that  he  has  lost  in  years ; 
he  fails  to  get  credit  for  his  work,  and  ultimately 
has  to  do  something  different  in  the  way  of 
rounding  out  his  medical  education. 


There  seems  to  be  a  feeling,  too,  that  there 
is  plenty  of  information  for  the  benefit  of  the 
young  medical  students,  but  it  is  surprising  how 
few  of  them  either  get  it  or  are  impressed  by 
it.  Fortunately,  this  occurs  among  the  young 
men  of  foreign  birth,  and  in  going  over  the  cir¬ 
cumstances  attending  their  course  of  study  they 
have  admitted  that  they  had  not  fully  considered 
what  it  meant  to  take  up  a  cou-rse  of  medical 
study. 

The  recent  expose  in  Connecticut  shows  that 
there  are  six  cults  practising  medicine  by  law, 
and  this,  in  connection  with  the  purchased- 
diploma  plan,  has  made  the  study  of  Connecticut 
medical  work  a  very  difficult  one.  They  have 
already  found  that  it  will  be  impossible  to  in¬ 
troduce  ideal  bills  in  the  legislature  to  clean  up 
the  situation.  But  most  of  the  legislators  felt 
that  each  cult  deserved  a  special  examining 
board,  and  they  have  refused,  so  far,  to  adopt 
a  one-hoard  system. 

The  investigation  carried  on  by  Harry  Brund- 
age,  a  reporter  on  the  St.  I^ouis  Star,  is  really 
responsible  for  the  unearthing  of  the  Connecticut 
and  Kansas  diploma-hill  methods.  Some  of  the 
men  who  either  bought  or  secured  dii)lomas  il¬ 
legally  have  indictments  against  them.  Con¬ 
necticut  does  not  stand  alone  in  this  matter. 
IMany  other  states  ought  to  have  a  house-cleaning 
in  medicine.  In  New  York  it  has  been  suggested 
that  every  physician  register  annually  and  pay 
a  two-dollar  fee  for  that  registration.  If  he  is 
not  registered  it  shows  he  is  an  illegal  i)racti- 
tioner.  The  New  Yorkers  also  want  to  introduce 
another  point  in  the  proposed  law,  that  the 
prosecution  of  illegal  practitioners  shall  he  taken 
out  of  the  hands  of  the  district  attorney  and  put 
in  the  hands  of  the  attorney-general  of  the  state. 
A  third  point  suggested  is  that  it  shall  he  illegal 
for  anyone  hut  a  licensed  [)hysician,  dentist,  or 
veterinarian  to  use  the  wf)rd  “Doctor”  before 
or  after  his  name,  and  the  governor  of  New 
York  has  ])romised  to  sign  such  a  hill.  In  Ohio 
they  found  it  was  necessary  to  amend  the  med¬ 
ical-practice  act  and  put  some  teeth  in  it ;  that 
most  of  the  troubles  in  New  York  and  Con¬ 
necticut  had  been  due  to  the  enforcement  section 
and  the  impossibility  of  ijs  a])plication.  It  does 
seem  a  little  doubtful,  sometimes,  whether  the 
w^ord  “doctor”  means  anything  or  not  when  we 
see  it  attached  to  so  many  different  kinds  of 
practitioners.  The  writer  remembers,  in  years 
gone  by,  the  publisher  of  a  country  newspaper 
who  played  a  fiddle  for  the  dances  in  surround¬ 
ing  towns,  and  he  was  called  “professor”! 
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It  does  not  seem  to  be  definitely  recognized 
that  medical-])ractice  acts  were  enacted  for  the 
protection  of  the  public,  not  for  the  protection 
of  the  doctor.  They  are  all  legally  founded  on 
the  idea  that  they  are  public-health  measures,  and 
no  one  should  be  allowed  to  ju'actice  who  does 
not  have  a  license  from  the  state.  In  Texas 
they  consider  the  greatest  curse  of  the  medical 
profession  is  the  multi])le  state  boards  which  in¬ 
duces  crookednessi  and  an  unfair  standard  for 
the  practice  of  medicine. 

The  education  of  the  people  is  something 
which  the  doctors  have  long  tried  to  do,  and  they 
have  made  but  little  progress  and  have  met  with 
many  discouragements.  Some  one  has  suggested 
that  the  American  Medical  Association  should 
put  on  a  campaign  through  moving-picture  shows, 
not  with  the  doctors  behind  it,  but  with  some  big 
publication.  The  screen  might  show  every  night 
in  ten  thousand  cities  of  the  United  States,  reels 
of  the  di])htheria  bacillus,  with  the  information 
that  this  germ  causes  diphtheria  and  has  killed 
thousands  and  thousands  of  children  each  year. 
Then,  some  effort  should  be  made  to  educate 
school  children  about  coughing  and  sneezing,  and 
the  use  of  common  spoons  or  cups  or  drinking 
vessels  which  might,  through  the  same  channels, 
increase  the  number  of  cases  of  diphtheria.  The 
same  line  of  education  should  be  carried  on  in 
regard  to  typhoid  fever,  meningitis,  and  small¬ 
pox  until  the  public  understands  it.  In  this  way 
the  public  in  one  night  could  be  more  efficiently 
educated  than  in  ten  thousand  years  in  any  other 
way. 

EDUCATIONAL  LAW)  HELD  UNCON¬ 
STITUTIONAL 

In  a  news  item  from  Portland,  Oregon,  we 
learn  that  the  Education  Law  under  which  all 
children  between  the  ages  of  eight  and  sixteen 
are  required  to  attend  public  school  was  declared 
unconstitutional  in  an  opinion  recently  handed 
down  in  the  Federal  Court.  The  law,  it  seems, 
was  attacked  on  the  ground  that  it  discriminated 
between  public  and  parochial  schools.  If  we 
had  a  few  more  laws  that  were  attacked  from 
this  standpoint  it  might  be  a  very  good  thing  for 
the  methods  of  education  all  over  the  country. 

There  are  certain  types  of  children,  even  be¬ 
tween  the  ages  of  eight  and  sixteen,  who  are 
not  suitable  for  the  average  public-school  re¬ 
quirements.  They  are  themselves  “unconstitu¬ 
tional,”  and  hence  have  no  business  in  the  fierce 
fight  that  has  been  waging  for  so-called  modern 


educational  methods.  Particularly  at  this  time 
and  in  this  age,  the  children  who  are  a])i)roaching 
sixteen  are  entirely  too  much  educated  in  certain 
phases  of  life,  and  they  are  so  zealous  in  their 
social  and  out-of-door  and  indoor  si)orts  that 
they  have  very  little  time  for  the  real  educational 
ideas.  Too  much  pressure  is  put  upon  them, 
ai%d  far  too  little  attention  is  given  them  by  the 
])arents  and  the  home,  so  that  many  of  them 
are  ready  for  a  breakdown  when  they  are  sud¬ 
denly  forced  into  some  industrial  or  occupational 
work.  They  suffer  from  lack  of  sufficient  sleep, 
many  of  them  are  undernourished,  and  many 
of  them  are  on  the  edge  of  a  nervous  or  a  mental 
disorder.  .  !  ■  ! 

Supervision  by  the  parents  is  most  essential, 
provided  the  parents  are  in  sympathy  with  the 
conduct  of  the  child — and  this  is  one  of  our 
greatest  stumbling  blocks.  Many  of  our  present- 
day  parents  are  too  active  in  an  effort  to  en¬ 
tertain  themselves  and  be  entertained.  They, 
too,  suffer  from  lack  of  proper  foods  and  lack  of 
sleep,  because  it  is  imjwssible  for  many  of  these 
indifferent  i)arents  to  keep  up  with  the  methods 
and  manners  of  so-called  society  endeavors. 
Hence  the  children  run  wild ;  they  do  pretty 
much  as  they  please ;  very  few  questions  are 
asked ;  very  few  restrictions  are  placed  u])on 
them ;  and  their  education  becomes  more  or  less 
a  mockery.  They  are  not  prepared  for  the  life 
which  is  to  be  allotted  them,  they  are  wholly 
unprepared  physically  and  mentally  by  lack  of 
discipline,  and  they  are  a  ])art  of  the  great  body 
of  children  who  are  breaking  down  all  barriers 
which  are  educational  and  health-producing. 

SMALLPOX 

It  seems  quite  evident  from  what  we  learn 
from  various  sources  that  an  epidemic  of  small¬ 
pox  is  to  be  expected.  The  reports  from  many 
states.  If  astern  and  Western,  as  well  as  Northern, 
indicate  that  smallj)ox  is  very  much  in  evidence. 
From  Rirmingham,  Ala.,  twenty  cases  were  re¬ 
ported  within  two  days,  with  a  total  number  of 
fifty-nine  cases.  Michigan  has  reported  four 
hundred  twenty-one  cases,  one  hundred  forty  of 
which  are  in  Detroit.  In  Windsor,  Ontario, 
there  were,  over  the  week-end,  fifteen  deaths, 
with  sixty  additional  cases.  Twenty  thousand 
persons  in  Windsor  and  the  border  cities  were 
vaccinated  February  twenty-fifth.  Later  reports 
state  that  twenty-three  cases  of  smallpox  have 
been  found  in  Calgary,  Alberta.  Detroit  has 
physicians  and  nurses  at  the  ferry  docks  to  in¬ 
spect  persons  from  Ontario,  and  those  who  are 
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unable  to  show  certificates  of  vaccination  are 
refused  admittance. 

Dr.  Harrington,  Health  Commissioner  of  Minn¬ 
eapolis,  in  a  very  pointed  address  at  the  meeting 
of  the  Health  Exposition  the  other  day,  called 
attention  to  the  necessity  of  precautionary  meas¬ 
ures, 

Canada  reports  the  largest  number,  and  the 
epidemic  is  gradually  on  its  way  south.  What 
we  can  do  under  the  circumstances  is  prob¬ 
lematical,  for  Minnesota  repealed  her  compul¬ 
sory-vaccination  law  some  years  ago.  Then,  too, 
the  large  number  of  adherents  of  the  various 
cults  declined  to  be  vaccinated,  refused  to  be 
vaccinated  for  their  own  protection  against 
smallpox,  and  the  City  Health  Department  has 
no  enforcement  law  which  can  compel  vaccina¬ 
tion  unless  it  be  through  the  exclusion  of  chil¬ 
dren  from  the  public  schools ;  at  all  events,  when 
they  learn  that  a  child  has  been  exposed  to  the 
infection,  they  can  prohibit  the  attendance  of  the 
child  at  school  until  after  the  period  of  incuba¬ 
tion.  Or  if  a  child  belonging  to  a  non-sectarian 
class  of  people  has  smallpox,  the  city  has  author¬ 
ity  to  quarantine  for  smallpox. 

So  much  for  this  class  of  people.  Other 
classes  should  be  educated  to  the  necessity  of 
vaccination.  Parents  should  be  warned  of  ap¬ 
proaching  danger  and  vaccination  should  be 
urged  as  a  safety  measure  without  delay. 

Although  smallpox  is  supposed  to  be  a  winter- 
borne  disease,  it  is  present  at  other  seasons,  as 
well,  and  the  epidemic  may  be  just  as  difficult 
to  control.  The  operation  for  vaccination  is  so 
safe  nowadays  from  the  pure  vaccine  that  is 
sent  out,  and  the  results  of  vaccination  are  so 
trivial  in  their  course  under  proper  vaccination 
methods  and  proper  care,  that  the  cultists  really 
ought  to  welcome  the  protection.  But  they  will 
not,  consequently,  we  may  expect  some  trouble 
and  much  inconvenience  to  the  Health  Depart¬ 
ment.  It  would  seem  as  if  the  warnings  sent 
out  and  the  knowledge  that  smallpox  is  on  its 
way  here,  and  is  here  to  the  extent  of  forty  or 
fifty  cases  and  is  under  the  protection  of  the 
City  Health  Department,  ought  to  convince  our 
visitors  that  we  are  taking  all  necessary  precau¬ 
tions  against  the  invasion  of  smallpox.  In  this 
way,  then,  business  would  not  suffer.  And  if 
the  large  employers  of  people  would  assist  the 
health  authorities  and  have  their  employees  vac¬ 
cinated,  the  danger  would  be  reduced  to  the 
minimum. 

It  will  be  recalled  by  some,  perhaps,  but  a 
few  years  ago  when  the  compulsory  vaccination 


law  was  attacked  the  president  and  secretary  of 
the  Antivaccination  Society  both  died  of  virulent 
smallpox  before  the  bill  repealing  the  law  was 
passed.  This  ought  to  have  been  a  striking  com¬ 
mentary  and  an  example,  but  it  was  passed  over 
as  nothing.  In  fact,  it  seems  as  if  most  of  the 
people  were  indifferent  to  things,  particularly  to 
public-health  measures.  They  take  very  little  in¬ 
terest  in  these  efforts,  they  care  so  little  for  them 
that  they  do  not  even  pay  attention  to  warnings 
or  adopt  means  of  protection,  and  are  indifferent 
when  it  conies  to  the  household,  except  when 
they  are  inconvenienced  by  being  obliged  to  re¬ 
main!  in  quarantine;  then  they  howl,  as  most 
objectors  howl  against  something  that  is  almost 
entirely  due  to  a  fault  within  themselves. 

THE  MINNEAPOLIS  HEALTH 
EXPOSITION 

The  Hennepin  County  Medical  Society  is  to 
put  before  the  people  of  the  Northwest  in  the 
Kenwood  Armory  on  May  3-10  an  exhibit  of 
health  promotion  and  health-preserving  methods 
whose  magnitude  and  influence  can  hardly  be 
visualized  by  one  not  familiar  with  the  scope  of 
the  work.  Hundreds,  if  not  thousands,  of  people 
are  engaged  in  the  preparation  of  this  Exhibit 
along  scientific  and  efficient  lines,  the  result  of 
which  will  give  “dividends  of  prevention”  of  in¬ 
estimable  value  to  the  individual  and  to  the  com¬ 
munity  not  voluntarily  withdrawing  from  the  pale 
of  such  influence.  Men  and  women  of  public 
spirit  and  large  vision  are  bringing  to  the  under¬ 
taking  marked  executive  abilities  and  are  making 
sacrifices  of  their  time,  talents,  and  money  to 
make  better  health  and  happier  conditions  for 
all  people, — the  poor,  the  well-to-do,  and  the  rich, 
all,  in  short,  who  can  be  reached. 

A  recent  statement  of  the  management  of  the 
Exposition  well  sets  forth  the  scope  of  the 
work,  without  any  reference,  however,  to  the 
large  group  of  ardent  workers  who  constitute  the 
personnel  of  the  management,  and  the  corps  of 
scientific  and  professional  assistants,  that  are 
glad  to  giye  it  herewith. 

MINNEAPOLIS  HEALTH  EXPOSITION 

Most  men  and  women  are  lazy  and  inefficient 
after  thirty-five  because  of  bad  health  habits.  They 
have  acquired  and  they  maintain  such  habits  be¬ 
cause  they  have  never  been  taught  differently.  Satu¬ 
ration  with  all  kinds  of  reading  leaves  them  indiffer¬ 
ent  to  the  literature  of  health.  In  a  few  years  they 
are  tenants  of  hospitals,  asylums,  jails,  institutions, 
and  cemeteries,  or  are  rendering  an  over-laborious 
and  under-efficient  service  in  their  life’s  work. 
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Records  of  employment  prove  that  the  manual 
worker,  who  has  the  best  chance,  is  ill  or  injured 
an  average  of  six  days  each  year. 

Taxation  annually  takes  many  millions  in  Min¬ 
nesota  for  the  conservation  of  the  unfit;  charity 
takes  untold  millions  more  for  the  same  purpose. 
Our  institutions  are  packed  to  sufTocation.  We  must 
build  more.  Our  charities  are  overwhelmed.  We 
must  give  more. 

Sifting  the  ashes  of  the  past  we  find  no  coals  of 
encouragement  for  the  future  except  in  preventive 
work.  The  health  agencies  of  Minneapolis  under 
leadership  of  Medical  Science  in  all  its  branches 
offer  the  beginning  of  a'  solution  for  a  part  of  this 
problem. 

In  the  Minneapolis  Health  Exposition,  without 
charge  to  the  public,  complete  and  specialized 
physical  examination  will  be  given  to  demonstrate 
the  value  of  looking  over  the  human  machine  as 
often  as  the  automobile.  Adults,  children  and  in¬ 
fants  will  be  included  in  the  examination  work. 
Hundreds  of  physicians,  dentists,  nurses  and  volun¬ 
teer  aids  will  give  their  services  freely  in  this  work. 
All  the  scientific  equipment  of  modern  medicine 
will  be  used  and  demonstrated  in  the  Exposition. 

Features:  motion  pictures,  plays,  pageants,  athletic 
exercises,  and  many  other  special  features  will  be 
provided  for  entertainment. 

Upon  this  background  will  appear  hundreds  of 
exhibits  calculated  to  teach  in  an  easy  understand¬ 
able  fashion  the  road  to  health,  comfort,  happiness 
and  safety.  There  will  be  nothing  of  the  disagree¬ 
able  or  morbid  about  the  exposition.  Life,  color, 
light  and  motion  will  predominate.  Over  fifteen 
hundred  demonstrators  and  nearly  two  thousand 
entertainers,  will  produce  the  exposition  for  the 
interest  and  instruction  of  at  least  a  hundred  thou¬ 
sand  people  from  Minneapolis  and  all  of  Minnesota. 

The  various  contests  announced  from  time  to 
time,  the  special  events  already  scheduled  and  to 
be  announced  later  are  all  designed  to  give  every 
classification  of  the  population  a  definite  interest  in 
the  movement. 

SCIENTIFIC  EXHIBITS 

The  comprehensiveness  of  the  movement  is  indi¬ 
cated  by  the  following  array  of  scientific  educational 
exhibitors : 

University  of  Minnesota: 

School  of  Medicine 

School  of  Denistry 

School  of  Pharmacy 
Nursing  Education. 

Hospitals  and  Nursing,  including 
Nursing  Schools,  the  Public  Health  Nurse 

and  Joint  Hospital  exhibits 
Public  Health  Association 
Tuberculosis  Association 
Public  Safety  Bureau  of  Minneapolis 
Civic  and  Commerce  Association 
Police  Department  ' 

Fire  Department 
Infant  Welfare  Society 
Visiting  Nurses  Association 
Child’s  Guidance  Clinic 
City  Public  School  System 


City  Health  Department 

State  Board  of  Health 

Public  Library 

U.  S.  Public  Health  Service 

American  Medical  Association 

Boy  Scouts  of  America 

Minneapolis  District  Dental  Association 

Minneapolis  Clinical  Association 

Council  of  Social  Association 

Dietetics  and  Nutrition 

Narcotics 

Society  for  the  Blind 

CLINICAL  DIVISIONS 

The  General  Physical  Survey  includes  the  follow¬ 
ing: 

Registration, 

Disposal  and  Social  Service 
General  Surgery: 

1.  Eye,  Ear,  Nose  and  Throat 

2.  Orthopedics 

3.  Thyroid  and  Cancer 

4.  Urology 
General  Medicine: 

1.  Lungs 

2.  Heart 

3.  Gastro-Intestinal 

4.  General  Medicine 

5.  Neurology  and  Psychiatry 

6.  Skin 

Obstetrics  and  Gynecology 
X-Ray,  Fluoroscope  and  Radium 
Laboratory 
Dentistry 

OTHER  INFORMATION 

The  commercial  exhibits  will  be  made  to  har¬ 
monize  with  the  rest  of  the  Exposition  and  will 
include  those  articles  and  services  which  promote 
health,  comfort  and  happiness. 


NEWS  ITEMS 


The  Elk  River  Hospital  because  of  lack  of 
patronage  has  suspended  operation. 

Dr.  C.  Eugene  Riggs,  of  St.  Paul,  is  home  from 
Florida,  where  he  spent  the  winter. 

Dr.  Charles  H.  Mayo  has  been  reappointed 
volunteer  health  officer  of  Rochester. 

Work  has  been  resumed  on  the  building  of  the 
Ashton  Memorial  Hospital  at  Pipestone. 

Dr.  Herbert  Davis,  of  St.  Paul,  has  returned 
from  an  extended  trip  to  South  America. 

Dr.  H.  L.  Staples,  of  Minneapolis,  has  returned 
from  California,  where  he  spent  the  winter. 

Dr.  Theodore  Tennyson,  of  Minneapolis,  has 
returned  from  an  extended  visit  to  California. 
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Dr.  C.  D’a  Wright  of  Minneapolis  has  returned 
from  his  winter  home  at  Ormond  Beach,  Florida. 

Dr.  Herman  A.  Dreschler,  of  St.  Paul,  will 
soon  go  to  Switzerland  to  pursue  studies  in  goiter. 

A  drive  for  a  large  sum  to  enlarge  St.  Andrew’s 
Hospital  of  Minneapolis,  now  over-crowded,  is 
talked  of. 

St.  Paul  will  celebrate  Child  Health  Day,  to 
be  observed  nationally  on  May  1st,  with  elaborate 
ceremonies. 

Dr.  and  Mrs.  O’Leary  of  the  Mayo  Clinic, 
have  returned  from  San  Antonio  where  they 
spent  the  winter. 

The  Northern  Pacific  Hospital  at  St.  Paul, 
cared  for  7,298  patients  last  year  at  an  average 
daily  cost  of  $3.53  per  patient. 

Dr.  O.  J.  Engstrand,  a  graduate  of  the  Uni¬ 
versity  of  Minnesota,  has  formed  a  partnership 
with  Dr.  E.  H.  Smith,  of  Bemidji. 

Assistant  Surgeon  General  C.  C.  Pierce  of  the 
U.  S.  Public  Health  Service  will  come  to  Minne¬ 
apolis  to  lecture  during  the  Health  Exposition. 

Dr.  G.  S.  Schnarrenberger,  who  recently  re¬ 
turned  from  Heidelberg,  Germany,  has  become 
associated  with  Dr.  J.  S.  Collins,  of  Wabasha. 

Dr.  P.  P.  Vinson,  of  Rochester,  spoke  before 
the  sectional  meeting  of  the  American  College 
of  Surgeons  in  Columbus,  Ohio,  on  March  24. 

Dr.  W.  O.  Ott,  who  was  Dr.  Adson’s  assistant 
at  the  Mayo  Clinic,  has  announced  his  connec¬ 
tion  with  the  Harris  Clinic  of  Fort  Worth,  Texas. 

Dr.  J.  A.  Wilkins,  who  has  been  at  the  Mayo 
Clinic  for  several  years,  has  gone  to  Norfolk, 
Virginia,  to  enter  the  practice  of  internal  med¬ 
icine. 

The  Minnesota  State  Board  of  Examiners  of 
Nurses  will  hold  an  examination  for  registration 
on  April  24,  25,  and  26,  at  St.  Paul,  Duluth  and 
Rochester. 

Dr.  J.  G.  Meisser,  who  has  been  associated 
with  Dr.  Rosenow,  of  Rochester,  for  several 
years,  has  gone  to  Cleveland  to  work  with  Dr. 
Weston  A.  Price. 

The  Minnesota  Conference  of  the  Lutheran 
Augustana  Synod,  in  session  in  Minneapolis  last 
month,  authorized  the  raising  of  $500,000  to  re¬ 
place  the  building  of  Bethesda  Hospital  of  St. 
Paul. 

Dr.  F.  W.  Gaarde  and  Dr.  R.  M.  Wilder,  of 


Rochester,  attended  a  meeting  of  the  Billings 
Club  in  Chicago,  April  1,  at  which  the  seventieth 
birthday  anniversary  of  Dr.  Billings  was  cele¬ 
brated. 

The  Hennepin  County  Medical  Society  has 
offered  a  prize  of  $50  for  the  best  essay  on  a 
military  subject  written  by  students  of  the  Junior 
Medical  Reserve  Corps  of  the  University  of 
Minnesota. 

Dr.  R.  D.  Carman,  of  Rochester,  gave  a 
memorial  address  at  the  services  held  at  Wash¬ 
ington  University  for  Dr.  Walter  Mills,  with 
whom,  he  had  been  associated  in  his  early  work 
with  the  .r-ray. 

Dr.  L.  Haynes  Fowler  has  completed  a  three- 
year  Fellowship  in  surgery  in  the  Mayo  Founda¬ 
tion  and  is  now  associated  with  Dr.  F.  A.  Duns- 
moor,  at  100  Andrus  Building,  Minneapolis,  for 
the  practice  of  surgery. 

Dr.  R.  G.  Pearce,  of  Akron,  Ohio,  formerly 
on  the  faculty  of  the  Western  Reserve  Medical 
School,  delivered  an  address  last  night  before  the 
Alpha  Omega  Alpha  Medical  Society  of  the 
University  of  Minnesota. 

Professor  Heinrich  Finkelstein,  the  famous 
pediatrician  of  Berlin,  will  visit  the  Twin  Cities 
April  25-27  (inclusive)  and  will  give  a  series 
of  lectures  and  clinics  under  the  auspices  of  the 
Northwestern  Pediatric  Society. 

Dr.  Olaf  K.  Eggen,  of  Minneapolis,  died  on 
March  26,  at  the  age  of '45.  Death  was  caused 
by  an  automobile  accident.  Dr.  Eggen  was  a 
graduate  of  Jefferson  Medical  College,  class  of 
’09,  and  had  practiced  in  Minneapolis  since  grad¬ 
uation. 

Dr.  M.  F.  Guyer,  Professor  of  Zoology,  Uni¬ 
versity  of  Wisconsin,  gave  the  fifth  in  a  series 
of  lectures  on  heredity  under  the  auspices  of 
the  Mayo  Foundation  and  its  chapter  of  Sigma 
Xi,  Friday,  March  28.  His  subject  was  “Eu¬ 
genics.” 

Dr.  Walter  Christinsen,  of  Lidgerwood,  N.  D., 
who  is  soon  to  locate  in  California,  was  the  re¬ 
cipient  of  a  gold  pen  and  pencil  from,  his  fellow 
practitioners,  presented  at  the  monthly  meeting 
of  the  Richland  County  (N.  D.)  Medical  Society 
last  week. 

Dr.  Halbert  L.  Dunn,  of  Minneapolis,  whose 
letter  from  New  York  City  was  published  in 
our  last  issue,  is  spending  a  year  with  Dr.  George 
Draper  in  his  Constitutional  Clinic  in  the  Pres¬ 
byterian  Hospital.  He  is  engaged  mainly  in  re¬ 
search  work. 
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Dr.  A.  J.  Clay,  of  the  Clinic  of  Drs.  Mac¬ 
Gregor,  Hanna  &  Clay,  of  Fargo,  N.  D.,  has 
gone  to  Barnes  Hospital,  St.  Louis,  Mo.,  to 
take  a  course  in  Insulin  treatment  of  diabetes, 
as  offered  by  the  Rockefeller  Institute.  He  will 
be  absent  one  month. 

At  the  March  meeting  of  the  Aberdeen  (S.  D.) 
District  Medical  Society,  papers  were  read  by 
Drs.  R.  G.  Mayer,  of  Aberdeen,  and  Dr.  J.  E. 
Dunn  of  Groton.  Dr.  F.  E.  Clough,  of  Lead, 
President  of  the  State  Association,  was  present 
and  spoke  to  the  Society. 

Dr.  William  L.  Clark  and  his  associate.  Dr. 
Eugene  J.  Asnis,  of  Philadelphia  spent  the  week 
of  April  7  to  14  in  Rochester,  and  gave  Mayo 
Foundation  lectures  on  April  10  and  11  on  elec- 
trodessication  and  coagulation  methods  in  the 
treatment  of  neoplastic  disease. 

Dr.  Edson  C.  Miller,  of  Brookings,  S.  D.,  will 
soon  celebrate  his  fiftieth  year  in  the  practice 
of  medicine.  He  graduated  from  Northwestern 
in  1875,  and  began  practice  in  Iowa  the  same 
year  and  has  practiced  in  South  Dakota,  we  be¬ 
lieve,  for  a  quarter  of  a  century. 

Dr.  Ruth  E.  Boynton,  director  of  Child  Hy¬ 
giene,  Minnesota  State  Board  of  Health,  wiU 
speak  at  the  annual  meeting  of  the  National 
League  of  Women  Voters  in  Buffalo,  N.  Y.,  next 
week.  She  will  review  the  work  done  in  Minne¬ 
sota  under  the  Sheppard-Towner  Bill. 

A  short  course  for  women  in  emergency 
nursing  measures  opens  at  the  University  of 
Minnesota  Farm  School  to-morrow.  Unmarried 
girls  and  married  women  are  invited.  The  fee 
is  only  $1.00,  and  the  course  covers  afternoon 
lectures  on  six  consecutive  Wednesdays. 

The  week  beginning  May  5  will  be  a  busy  one 
in  Minneapolis,  and  we  fear  physicians  coming 
for  Clinic  Week  and  to  visit  the  Health  Expo¬ 
sition  will  be  disappointed  if  they  do  not  make 
their  hotel  reservations,  as  other  meetings  in  the 
same  week  will  fill  all  the  hotels  of  the  city. 

The  annual  meeting  of  the  South  Dakota  State 
Medical  Association  will  be  held  at  Mitchell,  S.  D., 
on  May  20  and  21,  the  House  of  Delegates 
meeting  on  the  19th.  The  program  will  consist 
mainly  of  dry  clinics.  The  names  of  outside 
men  on  the  program  will  be  given  in  our  next 
issue. 

A  news  item  stating  that  a  bonus  would  be 
paid  to  the  physician  who  would  locate  in  Sid¬ 
ney,  Montana,  inadvertently  got  into  these  col¬ 


umns  last  month.  Now  the  mayor  of  Sidney 
says  numerous  inquiries  have  been  received  con¬ 
cerning  the  matter,  and  that  the  city  is  amply 
supplied  with  physicians. 

Dr.  Allen  W.  Martin,  formerly  of  Donaldson, 
La.,  has  joined  the  Stutsman  County  Clinic  of 
Jamestown,  N.  D.,  to  succeed  the  late  Dr.  Gol- 
seth  of  the  Clinic.  Dr.  Martin  is  a  graduate  of 
the  University  of  Louisville  and  of  the  New  York 
Postgraduate  Eye  and  Ear  College,  and  has  done 
special  work  in  New  Orleans,  St.  Louis,  Chicago, 
and  Rochester. 

Fifty  cities  have  entered  a  nationwide  health 
teaching  contest  under  the  auspices  of  the  Amer¬ 
ican  Child  Health  Association,  and  fifty  scholar¬ 
ships  valued  at  $500  each  will  be  given  by  the 
Metropolitan  Life  Insurance  Co.  The  award 
will  be  made  by  men  of  national  reputation. 
Fargo,  N.  D.,  ranks  eighth  for  the  number  of 
teachers  engaged  in  the  work. 

Dr.  Albert  E.  Higbee,  of  Minneapolis,  died 
on  April  3,  at  the  age  of  82.  Dr.  Higbee  was 
a  graduate  of  the  Hahnemann  Medical  School 
(The  General  Medical  College)  of  Chicago,  class 
of  ’71,  and  had  practiced  in  Red  Wing,  St.  Paul, 
and  Minneapolis  since  his  graduation.  He  was  a 
Civil  War  veteran,  had  been  a  professor  in  the 
College  of  Medicine  and  Surgery  of  the  Uni¬ 
versity  of  Minnesota,  and  was  a  Scottish  Rite 
Mason. 

Dr.  Lysander  P.  Foster,  Minneapolis’  oldest 
and  most  distinguished  pioneer  physician,  died 
last  week  at  the  age  of  88.  Dr.  Foster  came  to 
St.  Anthony  (now  Minneapolis)  in,  1848.  He 
studied  at  Rush  in  1873  and  graduated  from 
Hahnemann  (Chicago)  in  1874,  and  was  assist¬ 
ant  professor  of  materia  medica  iff  the  latter 
school  in  1881-82.  He  was  also  a  lawyer  and 
an  ordained  minister,  practicing  each  profession 
for  some  years. 

The  Nopeming  State  Tuberculosis  Sanatorium 
has  changed  its  policy  as  regards  the  home  treat¬ 
ment  of  tuberculous  patients  and  hereafter  it  will 
give  its  patients  special  training  in  home  treat¬ 
ment  in  order  to  shorten  their  stay  in  the  hospital. 
Training  of  those  in  the  patient’s  home  will  be 
given,  and  efforts  will  be  made  not  to  lessen  the 
patient’s  hope  of  recovery  when  he  leaves  the 
hospital  to  take  up  home  treatment.  Dr.  Laird, 
Supt.  of  Nopeming,  heads  the  movement. 

Dr.  A.  A.  Whittemore,  State  Health  Officer 
of  North  Dakota,  is  endeavoring  to  establish  four 
full-time  county  health  boards  in  that  state  with 
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the  financial  assistance  of  the  International 
Health  Board,  a  Division  of  the  Rockefeller 
Foundation,  which  will  donate  as  much  money 
as  the  County  Commissioners  give..  The  money 
thus  raised,  put  with  the  Sheppard-Towner  fund, 
would  provide  for  efficient  full-time  health  of¬ 
ficers.  The  plan  is  to  begin  work  in  Ward  and 
Stutsman  Counties,  of  which  Minot  and  James¬ 
town  are  the  respective  county-seats. 

The  Northern  Minnesota  Medical  Association 
will  hold  its  annual  meeting  at  Duluth  on  August 
4  and  5.  Dr.  W.  L.  Burnap,  the  president, 
and  Dr.  W.  W.  Will,  chairman  of  the  program 
committee,  have  issued  a  strong  appeal  to  the 
profession  to  support  the  Association  and  to  make 
the  Duluth  meeting  a  success.  Dr.  Willard  Bart¬ 
lett,  of  St.  Louis ;  Drs.  W.  J.  Mayo  and  L.  G. 
Rowntree,  of  Rochester;  Dr.  C.  N.  Callander, 
of  Fargo,  N.  D. ;  Dr.  Theo.  Bratrud,  of  Warren ; 
and  Dr.  C.  D.  Lewis,  of  St.  Cloud,  will  present 
papers.  A  boat  ride  to  Isle  Royal,  a  trip  to  the 
iron  range,  golf,  etc.,  will  be  a  part  of  the  recre¬ 
ation  offered  by  Duluth. 

Dr.  Gustave  Golseth,  of  Jamestown,  N.  D., 
died  on  February  15  at  the  age  of  47.  Dr. 
Golseth  was  born  in  Minnesota,  received  a  de¬ 
gree  in  liberal  arts  from  the  State  University, 
and  studied  medicine  in  the  Medical  School,  later 
taking  his  degree  in  medicine  from  the  Loyola 
Medical  College  of  Chicago  in  the  class  of  ’05. 
He  began  practice  in  Fergus  Falls,  and  soon 
devoted  himself  to  eye,  ear,  nose,  and  throat 
work,  which  he  studied  in  London,  Vienna,  New 
York,  and  Chicago.  He  had  practiced  in  James¬ 
town  for  fifteen  years,  and  had  been  a  member 
of  the  Stutsman  County  Clinic  at  Jamestown 
since  its  organization  in  1921.  He  was  a  mem¬ 
ber  of  several  national,  state,  and  county  medical 
societies.  He  was  a  highly  respected  man  and 
physician.  His  work  in  Stutsman  County  Clinic 
will  be  taken  over  by  Dr.  Martin,  as  noted  above. 

SMALLPOX  IN  MINNESOTA 

On  January  7  a  man  came  from  Canada  to 
Duluth  and  found  work  in  a  lumber  camp  near 
that  city.  On  the  17th  he  was  injured  and  was 
taken  to  a  Duluth  hospital  and  placed  in  the 
surgical  ward.  Not  until  five  days  later  was  it 
recognized  that  he  had  smallpox,  and  in  this 
time  a  number  of  persons  in  the  hospital  were 
exposed  to  the  disease.  This  man  died  of  hem¬ 
orrhagic  (or  black)  smallpox;  and  within  the 
usual  incubation  period  cases  were  reported  from 
several  towns  in  St.  Louis  and  one  or  two  ad¬ 
joining  counties. 


The  State  Board  of  Health  and  county  and 
municipal  officials  at  once  took  vigorous  action, 
and  a  threatened  epidemic  of  virulent  smallpox 
was  prevented.  Duluth  established  five  stations 
at  which  free  vaccination  was  done,  and  in  these 
clinics  free  vaccinations  reached  a  thousand  a 
day,  and  physicians  did  a  large  amount  of  work 
in  their  private  practice. 

Among  the  outstanding  features  of  this  out¬ 
break  were  the  number  of  deaths  (fifteen)  ;  and 
the  difficulty  of  tracing  the  origin  of  some  of 
the  cases  or  the  mode  of  communication  in 
others.  Two  undertakers  died  in  Duluth  from 
the  disease,  one  of  whom  had  buried  a  child  who 
died  of  smallpox,  and  the  other  had  had  charge 
of  the  burial  of  the  first  undertaker. 

None  of  those  who  died  of  the  disease  had 
been  vaccinated  in  several  years,  and  with  two 
or  three  exceptions  had  not  been  vaccinated  at 
all. 

TENTATIVE  PROGRAM  FOR  DRY  CIJNICS 
MINNEAPOLIS  CLINIC  WEEK 
Tuesday,  May  6,  A.  M. 

Dr.  Stephen  Baxter.  Retroperitoneal  Tumors : 
Lantern-slide  demonstration. 

Dr.  AIoses  Barron.  Present-day  Treatment  of 
Diabetes :  Presentation  of  cases. 

Dr.  J.  P.  Schneider.  Demonstration  of  Ambula¬ 
tory  Types  of  Idiopathic  Pernicious  Anemia. 

Dr.  F.  C.  Rodda.  Acrodynia:  Presentation  of  cases. 
Tuesday,  p.  m. 

Dr.  G.  T.  Thomas.  Preoperative  Treatment  for 
Hypertrophy  of  the  Prostate:  Demonstration  of 
cases. 

Dr.  John  Butler.  Some  of  the  Common  Forms 
of  Infectious  Skin  Diseases:  Demonstration  of 
cases. 

Dr.  j.  G.  Cross.  Diseases  of  Pancreas  and  Dia¬ 
betes:  Demonstration  of  cases. 

Drs.  Geist  and  Henry.  Relation  of  Posture  to 
Disease. 

Wednesday,  May  7,  A.  m. 

Dr.  ]i).  McCarthy.  Case  Illustrations  of  Results 
in  Diabetes. 

Dr.  Stanley  Maxeiner.  Discussion  and  Demon¬ 
stration  of  General  Surgery ;  (Title  to  be  an¬ 
nounced.) 

Dr.  R.  T.  LaVake.  Toxemia  of  Pregnancy  Signal¬ 
ized  by  Nausea  and  Vomiting. 

Dr.  j.  C.  Michaels.  Sequelae  of  Head  Injuries 
with  Case  Demonstration. 

Wednesday,  p.  M. 

Dr.  a.  S.  Hamilton.  Brain  Tumors:  Lantern- 
slide  Demonstration,  with  case  histories. 

Dr.  N.  O.  Pearce.  Present-day  Treatment  of 
Diabetes  in  Children:  Presentation  of  cases. 

Dr.  Walter  Camp.  Intra-ocular  Tumors:  Dem¬ 
onstration. 

Drs.  Wilcox  and  White.  Demonstration  of 
Routine  Treatment  of  Fractures  and  Standard¬ 
ized  Equipment. 
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Thursday,  May  8,  p.  m. 

Dr.  R.  E.  Farr.  Plastic  Surgery  of  the  Face: 
Demonstration  of  cases. 

Dr.  J.  D.  Lewis.  Plastic  Nasal  Surgery:  Dem¬ 
onstration  and  presentation  of  cases. 

Dr.  J.  F.  Corbett.  Neurological  Surgery:  Demon¬ 
stration. 

Dr.  W.  a.  Jones.  Dementia  Precox:  Posterior 
Spinal  Paralysis. 

Friday,  May  9 

Dr.  F.  L.  Adair  Pyelitis  and  Pregnancy:  Value 
of  Ruben’s  Test  in  Sterility. 

Dr.  a.  C.  Strachauer.  Surgery  of  the  Stomach 
and  Rectum:  Presentation  of  cases. 

Dr.  Theo.  Anderson.  •  Unusual  Case  Splenic 
Anemia-Splenectomy:  Presentation  of  case. 

Dr.  j.  C.  Litzenberg.  Tumors  Complicating  Preg¬ 
nancy  :  Demonstration  of  cases. 

Thursday  and  Friday  mornings  and  until  2:00 
p.  M.,  surgical  and  medical  clinics  will  be  conducted 
at  the  various  hospitals  in  Minneapolis,  programs 
of  which  will  be  sent  out  at  the  earliest  possible 
moment,  or  published  in  the  next  issue  of  The 
Journal-Lancet,  May  1. 


Good  Opening  for  a  Physician 

In  a  Minnesota  City  of  over  8,000  population. 
Good  hospital  facilities.  Address  81,  care  of  this 
office.  “v. 

Temporary  Work  Wanted 

By  a  competent  physician  licensed  in  Minnesota 
and  North  Dakota.  Can  give  the  best  of  references. 
Ten  years  experience;  available  at  once.  Address 
79,  care  of  this  office. 

Fine  South  Dakota  Practice  for  Sale 

Unopposed  practice  of  $8,000  in  town  of  600  in 
rich  farming  country  in  Eastern  South  Dakota. 
$2,000  for  office  outfit  and  introduction.  Address 
78,  care  of  this  office. 

Practice  for  Sale  in  Minnesota 

In  town  of  5,000,  county-seat.  Railroad  town. 
Only  four  other  active  physicians.  For  price  of 
equipment  only.  Must  act  quickly.  Reason  for  sell¬ 
ing  sickness.  Scandinavian  physician  preferred.  Ad¬ 
dress  83,  care  of  this  office. 

Physician  Wanted 

To  take  over  a  practice  in  a  good  South  Dakota 
town  in  a  large  territory.  Good  man  can  earn 
$10,000  a  year.  Excellent  opportunity  for  a  young 
man.  No  investment  required.  Give  qualifications 
and  references  in  first  letter.  Address  80,  care  of 
this  office. 

Physician’s  Residence  for  Sale  in  St.  Paul 

The  residence  of  the  late  Dr.  von  Cappellen,  at 
1659  East  7th  St.  (formerly  Hazel  Park),  St.  Paul, 
is  for  sale  at  a  low  figure  and  on  easy  terms.  A 
general  practitioner  can  quickly  build  up  a  good 
practice  at  this  point,  and  it  will  grow  rapidly.  Ad¬ 
dress  Mrs.  Frieda  von  Cappellen  at  the  above  ad¬ 
dress. 


Physician  Wanted 

In  a  town  of  800  population  in  southeastern  part 
of  North  Dakota.  A  big  territory  and  a  prosperous 
country.  Mostly  all  Germans  with  a  few  Hollanders 
around.  Doctor  must  be  able  to  speak  German. 
Give  reference  in  first  letter.  A  very  good  opening 
for  the  right  kind  of  a  man.  Address  Nick  Renner, 
Jr.,  Strasburg,  N.  D. 

Minneapolis  Offices  for  Rent 

Very  desirable  accommodation  for  a  surburban 
physician  wishing  special  office  hours  downtown. 
Choice  of  several  rooms,  whole  or  part  time,  in  a 
building  exclusively  for  physicians  and  dentists.  Re¬ 
ception  room  nurse,  laboratory  technicians,  etc.,  in 
attendance.  Address  67,  care  of  this  office,  or  call 
at  821  Besse  Building. 

Very  Desirable  Office  in  Minneapolis  for  Rent 

An  exceedingly  desirable  location,  with  a  pleasant 
office  with  a  dentist,  is  offered  at  625  Plymouth 
Ave.,  over  a  drug-store,  with  a  second  drug-store 
nearby  and  under  the  same  management  to  direct 
attention  to  both  physician  and  dentist.  Rent  rea¬ 
sonable.  Address  or  telephone  Dr.  A.  A.  Love 
(Dentist).  Tel.  Hyland  3036. 

Minnesota  Practice  for  Sale 

Will  sell  my  practice  as  I  am  taking  up  special 
work.  The  practice  is  young  jyet,  but  without 
doing  my  own  surgery  I  made  over  $5,000  last 
year  and  collected  94  per  cent.  Practice  ought  to 
run  $7,000  or  upwards  next  year  on  account  of  a 
new  railroad  being  built  into  the  town.  Am  anxious 
to  close  the  deal  at  once.  Address  76,  care  of  this 
office. 

Physician’s  Office  Equipment,  Instruments,  Etc., 
For  Sale 

Mrs.  Christine  Lund,  of  Hutchinson,  Minn.,  offers 
for  sale  the  complete  office  equipment  of  the  late 
Dr.  Theo.  C.  Lund,  physician  and  surgeon,  consist¬ 
ing  of  surgical  instruments,  scales,  safe,  desk  (Mc- 
Caskey’s  system),  sterilizer,  etc.  Equipment  in  good 
condition.  For  information  inquire  of  the  Citizen’s 
Bank  of  Hutchinson,  Minn. 

Physician  Wanted 

*  Murdock,  Minn.,  on  the  Great  Northern  R’y, 
wants  a  physician.  The  village  is  situated  in  a  splen¬ 
did  and  very  prosperous  farming  section;  crop  fail¬ 
ures  unknown;  the  best  of  country  roads;  two  banks; 
large  creamery;  two  churches;  a  fine  consolidated 
school  doing  grade  and  high  school  work.  Physi¬ 
cian  in  demand  and  work  ready  for  him  at  once. 
Address  E.  C.  Kiesling,  Murdock. 

Assistantship  Wanted 

Assistantship  to  a  good  busy  surgeon  or  general 
practitioner  is  wanted  by  a  recent  Rush  graduate. 
Have  had  nine  months  work  in  emergency  industrial 
surgery  while  at  school  and  fifteen  months  of  one 
of  best  interneshipes.  Can  speak  Norweigian,  and 
am  in  very  good  health,  capable,  and  willing  to  work 
hard.  Am  confident  that  I  can  satisfy  as  to  charac¬ 
ter,  personality,  and  ability.  I  desire  a  position  with 
a  good  future  in  a  thriving  city.  Address  77,  care  of 
this  office. 
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ANAPHYLAXIS:  ITS  PART  IN  THE  DISEASES  OF  INFANCY  AND 

CHILDHOOD 

By  W.  Ray  Shannon,  M.D. 

SAINT  PAUL,  MINNESOTA 


No  new  conception  in  medicine  since  the  de¬ 
velopment  of  the  science  of  bacteriology  has 
been  of  so  momentous  importance  in  the  con¬ 
sideration  of  disease  in  man  as  that  of  the 
phenomenon  of  anaphylaxis  and  its  relation  to 
human  illness.  Since  its  first  demonstration  as 
a  disease  factor  a  few  years  ago  a  tremendous 
literature  has  accumulated,  ever  increasing  in 
importance  and  in  scope.  It  is  the  purpose  of 
this  paper  to  call  attention  to  the  tremendous 
part  this  phenomenon  plays  in  human  disease, 
particularly  as  applied  to  infants  and  children. 

According  to  Besredka’-  our  first  real  under¬ 
standing  of  the  phenomenon  of  anaphylaxis 
dates  back  to  the  work  of  Richet^  in  1902. 
Working  with  actinocongestin,  a  substance  of 
protein  nature  poisonous  of  itself,  he  found  that 
the  lethal  dose  in  dogs  was  much  smaller  if  a 
sublethal  dose  had  been  given  some  time  previ¬ 
ously.  Following  upon  this  work  there  appeared 
reports  by  Arthus,^  von  Pirquet,  and  Schick,^ 
Otto,^  Rosenau  and  Anderson,®  Besredka,"  and 
others  establishing  the  fact  that  the  toxicity  of 
the  second  injection  was  a  property  peculiar  to 
all  proteins,  and  was  not  dependent  upon  the 
primary  poisonous  character  of  the  substance 
used.  It  was  further  shown  that  the  reaction 
was  highly  specific,  and  that,  in  order  to  obtain 
the  toxic  effects,  the  second  dose  must  be  of  a 
protein  identical  with  the  first.  Apparently  the 
reaction  could  be  produced  in  all  of  the  labor¬ 
atory  animals,  but  was  particularly  well  observed 
in  the  guinea-pig.  A  rapidly  expanding  liter¬ 
ature  established  many  new  facts  with  regard 


to  the  phenomenon  and  resulted  in  a  variety  of 
theories  as  to  its  explanation,  which  it  is  to  no 
purpose  to  discuss  here. 

Our  conception  of  this  factor  as  a  cause  of 
disease  in  man  dates  perhaps  from  the  work  of 
von  Pirquet  and  Schick,^  in  1903,  on  serum  dis¬ 
ease.  Dunbar,®  however,  in  the  same  year 
seemed  very  close  to  an  explanation  of  the  etio¬ 
logy  of  hay  fever  on  a  similar  basis.  He  showed 
that  even  the  skin  of  hay-fever  patients  was 
sensitive  to  the  pollens.  However,  it  was  a  peri¬ 
od  of  some  eight  or  ten  years  later  before  the 
conception  of  this  disease  being  due  to  anaphy¬ 
laxis  was  gradually  acquired.®  Meltzer,^®  in 
1910,  first  advanced  the  theory  that  asthma  was 
an  anaphylactic  phenomenon.  Schloss,^^  in  1912, 
demonstrated  beyond  a  doubt  a  similar  origin 
for  a  case  of  urticaria.  Since  these  early  papers 
numerous  investigators  have  confirmed  the  opin¬ 
ions  of  the  early  writers  and  have  included  many 
other  obscure  conditions  under  the  same  etio¬ 
logical  catagory.  Simpson, as  early  as  1912, 
hinted  that  protein  sensitization  might  play  a  part 
in  the  etiology  of  infantile  eczema.  This  has 
been  entirely  supported  by  later  works.  Talbot^® 
has  shown  that  recurrent  bronchitis  in  children 
may  be  due  to  a  similar  cause.  Pisek  and  Pease’^^ 
regard  certain  cases  of  convulsions  seen  in  babies 
of  eclamptic  mothers  after  the  first  copious 
nursing  as  anaphylactic  in  origin.  Schloss^®  has 
seen  hyperacute  symptoms  accompanied  by  urtic¬ 
aria,  angioneurotic  edema,  asthma,  and  shock; 
bronchial  asthma,  erythema  multiforme,  eczema, 
acute  dermatitis,  gastro-enteric  disturbances,  .m- 
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gioneurotic  edema,  and  cyclic  disturbances  occur 
in  infants  and  children  from  a  similar  cause. 
Duke^®  has  called  attention  to  this  factor  as  a 
cause  of  abdominal  pain  of  obscure  nature,  and 
more  recently  has  shown  its  etiological  signifi¬ 
cance  in  bladder  irritability.^'^ 

A  great  many  of  the  disturbances  mentioned 
are  particularly  common  in  infants  and  children, 
and  at  this  early  age  food  proteins  play  by  far 
the  most  important  part.  Since  1905  infants  and 
children  exhibiting  these  symptoms  have  been 
particularly  familiar  to  the  pediatric  profession 
through  the  work  of  Czerny.^®  As  a  result  of 
the  work  of  this  investigator  they  have  come  to 
be  classed  together  into  a  type  which  he  termed 
the  exudative  diathesis.  A  wholly  natural  in¬ 
ference  would  seem  to  have  been  that  the  mani¬ 
festations  of  the  exudative  diathesis  were  of 
anaphylactic  origin.  One  big  objection  to  such 
a  theory  lay  in  the  fact  that  the  exudative  dia¬ 
thesis  is  particularly  common  in  breast-fed  in¬ 
fants  whom,  it  was  assumed,  it  was  impossible 
for  a  variety  of  food  factors  to  affect  since  the 
protein  of  the  breast  milk  was  thought  to  be 
qualitatively  uniform.  However,  in  the  latter 
part  of  1920  O’Keefe^®  published  some  observa¬ 
tions  on  eczema  in  breast-fed  infants  as  a  result 
of  which  he  questioned  this  generally  held  opin¬ 
ion,  and  suggested  that  food  proteins  from  the 
mother’s  dietary  might  appear  in  the  breast  milk 
and  cause  eczema  in  the  baby.* 

Early  in  the  following  year  I  was  able  to 
demonstrate  both  experimentally  on  animals  and 
clinically  that  egg  protein  did  not  infrequently 
appear  in  the  breast  milk  after  its  ingestion  by 
nursing  mothers,  and  that  it  was  often  responsi¬ 
ble  for  anaphylactic  disturbances  in  the  baby.^° 
In  a  series  of  later  papers  strong  clinical  evidence 
was  presented  that  the  same  might  be  true  of 
any  food  that  the  mother  might  eat.^^  It  was 
further  shown  that  these  proteins  might  be  re¬ 
sponsible  for  eczema,  repeated  colds,  colic,  vom¬ 
iting,  diarrhea,  and  milk  crust,  practically  all  of 
the  manifestations  of  the  exudative  diathesis  in 
breast-fed  infants.  In  another  report,  as  yet 
rmpublished,  it  is  shown  that  it  has  been  possible 
to  produce,  and  to  cure  at  will,  some  of  the 
important  symptoms  of  this  condition  in  a  breast¬ 
fed  baby  by  the  addition  to,  or  the  elimination 
from  its  diet  of  the  foods  to  which  skin  tests 
had  revealed  sensitization. 


♦Harold  C.  Stuart  has  recently  failed  to  confirm  these  findings 
and  questions  very  forcibly  the  validity  of  those  contentions. 
See  Stuart,  Harold  C.,  “The  Excretion  of  Foreign  Protein  in 
Hi-ihioti  Milk.”  Am.  Jour.  Dis.  Child.,  February  1923,  vol,  25; 
N-.  p.  135. 


Thus  the  validity  of  the  theory  of  an  anaphy¬ 
lactic  origin  for  the  symptoms  of  the  exudative 
diathesis  would  seem  assured.  However,  before 
its  plausability  can  be  entirely  established  it 
becomes  necessary  to  explain  several  well-known 
clinical  facts  and  to  correlate  them  with  an  un¬ 
derlying  protein  sensitization  :  First,  many  exu¬ 
dative  infants  get  well  without  treatment,  all 
dietary  and  other  environmental  factors  appar¬ 
ently  remaining  the  same.  Second,  simple  over¬ 
feeding  and  especially  high-fat  feeding  can, 
without  question,  bring  on  or  aggravate  the 
symptoms  in  many  cases.  Third,  local  irritation, 
whether  specific  or  non-specific  in  nature,  is 
frequently  responsible  for  attacks. 

Of  the  first  consideration  several  explanations 
are  tenable :  First,  the  diet  may  be  changed 
unconsciously  so  as  to  eliminate  or  reduce  in 
amount  the  offending  protein.  Second,  the  di¬ 
gestive  powers  of  the  individual  may  improve 
so  that  the  protein  responsible  may  be  completely 
broken  down  before  it  is  absorbed.  Third,  and 
I  presume  that  this  is  what  usually  occurs,  a 
state  of  immunity,  or,  more  properly,  of  desen¬ 
sitization,  may  be  brought  about  as  a  result  of 
the  repeated  introduction  of  the  offending  pro¬ 
tein. 

It  is  not  my  purpose  to  discuss  fully  the  second 
point  at  the  present  time.  It  is  sufficient  to  say 
that  obviously  the  mere  ingestion  of  a  protein 
to  which  an  individual  is  sensitized  is  not  an  in¬ 
troduction  into  the  body.  Such  a  protein  must 
be  absorbed  in  an  undigested  state.  Anything, 
therefore,  which  would  facilitate  absorption  be¬ 
fore  digestion  was  complete  would  indirectly 
increase  anaphylactic  manifestations,  and  this,  I 
believe,  is  the  part  played  by  improper  feeding. 

It  is  with  the  third  point,  the  relationship  of 
local  irritation,  whether  specific  or  non-specific, 
to  the  disease  picture  that  I  wish  to  deal  par¬ 
ticularly  at  the  present  time.  I  have  already 
called  attention  to  the  fact  that  a  state  of  anaphy¬ 
laxis  causes  the  tissues  of  an  individual  to  be 
unusually  sensitive  to  irritation  of  a  local  na¬ 
ture. This  conception  was  based  upon  the 
experimental  work  of  Auer.^®  He  showed  that 
irritation  of  a  rabbit’s  ear  with  xylol  shortly  after 
a  shock  dose  of  horse  serum  had  been  given  to 
a  sensitized  animal  resulted  in  an  intensified  re¬ 
action  at  the  site  of  the  irritant  as  compared 
with  normal  animals  or  those  sensitized  but  not 
given  the  shock  dose.  The  conditions  existing 
in  his  experimental  animals  are  quite  comparable 
to  those  occurring  in  infants  showing  the  mani¬ 
festations  of  exudative  diathesis.  They  are  con- 
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stantly  anaphylactic  due  to  the  ingestion  of  or 
other  contact  with  the  proteins  to  which  they 
are  sensitive.  Therefore,  various  types  of  focal 
irritants  give  rise  to  magnified  reactions.  Simi¬ 
larly,  irritation  which  will  not  be  perceptible  in 
a  normal  individual  may  be  sufficient  to  bring 
about  a  reaction  in  an  individual  of  this  type. 

Auer  explained  the  results  that  he  obtained  on 
the  basis  of  a  localized  anaphylactic  reaction. 
The  rabbit,  at  the  time  of  the  application  of  the 
xylol,  had  present  in  his  blood  stream  the  antigen, 
or  horse  serum.  As  a  result  of  the  congestion 
caused  by  the  irritant  this  antigen  was  concen¬ 
trated  in  the  tissues  at  this  point,  and  as  a 
sequel  to  this  concentration  a  localized  anaphy¬ 
lactic  reaction  took  place  which  augmented,  or 
rather  completely  eclipsed,  the  primary  reaction 
due  to  the  xylol.  Applied  to  the  exudative  child 
local  irritation  causes  congestion  with  resultant 
concentration  of  the  antigen,  usually  a  food  pro¬ 
tein,  and  localized  anaphylactic  manifestations 
result  giving  rise  to  eczema,  if  the  site  of  irri¬ 
tation  is  the  skin,  to  the  ordinary  signs  of  a 
common  cold  if  it  be  the  upper  respiratory  mu¬ 
cous  membrane,  or  to  bronchitis  or  asthma  if  it 
is  the  lower  respiratory  tract.  Such  an  inter¬ 
pretation  would  seem  to  be  made  more  plausible 
by  the  recent  work  of  Manwaring  and  others,^'^ 
which  has  demonstrated  an  increased  capillary 
permiability  in  anaphylaxis.  It  is  altogether 
possible  that  a  “variation  of  the  height  of  the 
threshold  of  sensitivity  in  the  various  tissues  of 
a  given  individual,”  as  has  recently  been  con¬ 
tended  by  O’Keefe,^^  does  play  a  part  in  deter¬ 
mining  at  what  site  the  preponderance  of  ana¬ 
phylactic  response  to  a  given  irritation  shall 
occur. 

Thus  it  would  seem  that  these  major  objec¬ 
tions  are  not  only  not  refutatory  of  the  anaphy¬ 
lactic  theory,  but  that  they  are  really  supportive 
of  such  an  hypothesis  in  that  an  assumed  ana¬ 
phylactic  basis  permits  of  a  perfectly  logical 
explanation  of  such  apparently  widely  divergent 
facts.  The  foregoing  being  true  I  have  presumed 
to  assume  that  the  symptoms  of  the  exudative 
diathesis  are  always  dependent  upon  an  under¬ 
lying  anaphylactic  condition  and  that  the  more 
obvious  apparent  causes,  such  as  overfeeding, 
especially  with  fat,  and  local  irritation,  such  as 
hard  water,  poor  soap,  heat,  moisture,  dust, 
smoke,  etc.,  are  in  reality  but  contributory  fac¬ 
tors  whose  apparent  profound  effects  would  go 
unnoticed  but  for  the  presence  of  the  anaphy¬ 
lactic  state. 
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CASE  REPORTS 

Case  1. — Baby  boy,  two  and  one  half  months  old., 
had  had  colic  since  birth.  Lately  the  baby  had  be¬ 
gun  to  show  a  skin  rash  over  the  face,  scalp,  and 
diaper  region.  Physically  it  was  normal  but  for  a 
papular  scaling  eczema  over  the  cheeks,  forehead, 
and  chin,  and  a  similar  eruption  over  the  diaper 
region.  Ordinary  measures  for  the  colic  were  pre¬ 
scribed,  and  local  treatment  in  the  form  of  Lassar’s 
paste  and  the  use  of  olive  oil  was  ordered  for  the 
rash.  No  water  was  to  be  used.  The  mother  was 
cautioned  to  eat  a  larger  variety  of  foods  since 
her  diet  had  been  rather  limited.  Six  days  later 
the  mother  returned  with  the  baby  showing  a  ter¬ 
rific  acute  eczema  over  the  entire  body.  The  colic 
had  been  extreme.  Skin  tests  were  then  made, 
even  though  it  was  necessary  to  perform  them  over 
areas  covered  with  abundant  acute  eczematous 
rash.  Though  such  reactions  were  difficult  of  in¬ 
terpretation,  the  foods  giving  the  most  pronounced 
reactions  were  eliminated  from  or  limited  in  the 
mother’s  diet.  Local  measures  were  continued  as 
before.  Four  days  later  when  the  mother  again 
returned  all  of  the  acute  nature  of  the  eruption  had 
disappeared.  Desquamation,  however,  was  still 
present  over  the  entire  body,  being  especially  abund¬ 
ant  over  the  face,  head,  and  diaper  regions.  All 
colic  had  disappeared,  and  the  infant  was  sleeping 
all  night.  This  improvement  continued,  the  skin 
returned  promptly  to  normal,  and  remained  so  for 
a  period  of  four  weeks.  At  this  time  the  baby  was 
taken  to  a  welfare  clinic  because  of  vomiting,  and 
the  physician  in  charge  prescribed  thick  cereal  feed¬ 
ing  in  the  form  of  Cream  of  Wheat.  There  was 
an  immediate  return  of  the  eczema.  Wheat  had 
been  one  of  the  foods  which  had  been  limited  in 
the  mother’s  diet  at  the  time  of  the  food  tests. 

A  food  sensitization  could  hardly  be  denied 
as  a  cause  of  the  symptoms  in  this  case.  The 
relatively  mild  eczema  seen  at  the  first  visit 
flared  up  tremendously  when  a  purely  empirical 
change  in  the  diet  of  the  mother  was  advised, 
even  though  local  measures  were  prescribed  di¬ 
rected  at  reducing  the  amount  of  local  irritation. 
The  protein  study  revealed  the  very  interesting 
fact  that  as  a  result  of  the  advice  to  eat  large 
variety  of  foods  the  mother  had  been  eating  a 
considerable  quantity  of  cantaloupe  and  banana. 
The  skin  tests  were  unmistakably  positive  to  each 
of  these  foods.  It  might  be  argued  that,  possibly, 
the  local  measures  prescribed  were  responsible 
for  the  increase  in  the  symptoms,  since  it  is  well 
knowm  that  olive  oil  sems  to  be  bad  for  some 
cases.  However,  these  same  measures  were  con¬ 
tinued  after  the  diet  was  ordered  and  during  the 
period  of  improvement.  Furthermore,  the  colic 
and  sleeplessness  entirely  disappeared  within  the 
first  four  days  after  the  offending  foods  were 
restricted.  It  will  be  noticed  that  this  exudative 
manifestation  had  been  present  since  birth. 
There  seems  to  be  no  room  for  question  but  that 
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the  presence  of  the  exudative  symptoms  was 
dependent  fundamentally  upon  the  presence  of 
a  sensitization  in  the  baby  to  the  foods  of  the 
mother’s  dietary  cominjj  to  the  baby  through 
the  breast  milk.  Still  further  support  for  this 
assumption  is  to  be  found  in  the  fact  that  the 
eczema  returned  upon  the  addition  of  the  wheat 
cereal  to  the  infant’s  diet  four  weeks  after  its 
disappearance. 

Case  2. — Baby  boy  thirteen  months  old  having 
a  definite  history  of  the  exudative  diathesis  in  the 
form  of  several  asthmatic  attacks,  moderate  ec¬ 
zema,  and  occasional  attacks  of  urticaria,  was 
brought  in  by  the  mother  especially  because  of  an 
extreme  tendency  to  colds.  He  had  a  constant  rattle 
in  the  throat  and  was  never  able  to  stand  before  an 
open  door  without  a  head  cold  resulting.  This  was 
always  accompanied  by  cough.  When  seen  he  had 
a  definite  rhinopharyngitis  and  bronchitis.  Cutane¬ 
ous  tests  were  made,  and  a  number  of  positive  re¬ 
actions  obtained.  These  foods  were  eliminated  from 
or  limited  in  his  diet.  Twelve  days  later  the  mother 
reported  considerable  improvement.  Heard  from 
after  a  period  of  two  months  more  he  had  been  ex¬ 
tremely  well  and  free  from  colds  until  three  day.s 
previously  when  there  had  been  a  return  of  the 
nasopharyngitis  accompanied  by  bronchitis.  For 
several  days  previous  to  this  attack  the  baby  had 
been  under  the  care  of  a  practical  nurse  who  had 
been  feeding  the  restricted  foods. 

In  this  case  the  sequence  of  events  is  very 
striking.  An  infant  with  a  definite  exudative 
history  was  seen  because  of  constant  colds. 
Limitation  of  diet  based  upon  cutaneous  protein 
tests  resulted  in  prompt  cessation  of  his  com¬ 
plaints.  During  this  period  of  restricted  diet 
the  mother  commented  on  how  the  patient  was 
able  to  stand  exposure  to  draughts  and  to  the 
winter  air  without  any  sign  of  a  cold,  which  had 
always  followed  before,  resulting.  After  a  peri¬ 
od  of  two  months  the  discontinuance  of  the 
dietary  restrictions  w-as  followed  very  shortly  by 
a  return  of  the  old  complaint.  Interpreted  on 
the  basis  of  the  theories  presented  in  this  paper 
the  constant  anaphylactic  state  due  to  the  in¬ 
gestion  of  the  offending  foods  made  this  patient’s 
tissues  hy])ersensitive.  As  a  result,  exposure  to 
cold  air  caused  congestion  of  the  respiratory 
mucous  membranes  with  resultant  concentration 
of  the  antigen.  This,  in  turn,  gave  rise  to  a 
localized  anaphylactic  reaction  manifesting  itself 
in  the  ordinary  signs  of  a  common  cold,  or  of 
a  bronchitis,  or  of  asthma.  To  be  sure  it  is  not 
necessarily  true  that  the  rhinopharyngitis  and 
bronchitis  from  which  this  patient  constantly 
suffered  were  entirely  anaphylactic  in  nature.  It 
is  almost  certain  that  infection  also  played  a 
part,  this  having  sui)ervened  as  a  consequence  of 
the  lowered  resistance  resulting  from  the  local¬ 


ized  anaphylactic  response  to  the  primary  irri¬ 
tant,  in  this  case  cold  air.  However,  the  more 
important  factor  in  the  causation  of  the  difficul¬ 
ties  was  the  constant  anaphylactic  state  of  the 
individual  as  shown  by  the  freedom  from  attacks 
during  the  period  of  restricted  diet  when  the 
patient’s  tissues  were  free  of  the  offending  anti¬ 
gens. 

This  case  illustrates  a  very  important  point 
in  Czerny’s  observations  on  the  exudative  child. 
He  discouraged  very  forcefully  the  removal  of 
tonsils  and  adenoids  in  this  class  of  cases  with 
the  hope  of  acquiring  freedom  from  colds.  He 
recognized  that  this  tendency  to  repeated  upper 
respiratory  infections  was  something  more  fund¬ 
amental  than  disease  in  the  nose  and  throat,  and 
he  rather  stressed  the  importance  of  freeing  the 
patient  from  local  respiratory  irritants,  such  as 
smoke,  dust,  and  cold  and  damp  air,  a  freedom 
such  as  would  be  acquired  in  the  removal  from 
a  city  to  a  country  environment.  Thus  an  under¬ 
lying  anaphylactic  condition  would  seem  to  sat¬ 
isfactorily  explain  these  facts  which  Czerny 
recognized  and  emphasized. 

Very  closely  associated  clinically  with  the 
exudative  diathesis  is  the  so-called  neuropathic 
diathesis.  While  Czerny  considered  this  rela¬ 
tionship  purely  accidental  its  very  frequent  oc¬ 
currence  is  suggestive  of  some  causal  associa¬ 
tion.  Such  an  hypothesis  is  supported  by  a 
variety  of  experimental  and  clinical  facts.  In 
the  anaphylactic  animal  the  extreme  nervous 
irritability,  the  sneezing,  the  scratching  of  the 
muzzle,  the  sudden  hopping  movements  so  typ¬ 
ically  spasmodic  in  character,  and  finally  the 
convulsions  themselves  are  abundant  evidence 
of  the  irritative  action  produced  upon  the  nerv¬ 
ous  system  by  the  anaphylactic  poison.  A 
similar  affection  of  the  nervous  system  in  man 
is  indicated  by  the  fact  the  drugs  used  to  relieve 
the  anaphylactic  manifestations  are  notably  drugs 
that  exert  their  effects  upon  the  nervous  system, 
and  by  the  fact  that  nervous  symptoms  so  fre¬ 
quently  accompany  outbreaks  of  such  disorders. 
In  fact  Hoobler,^®  in  1916,  attributed  the  ex¬ 
treme  nervous  irritability,  restlessness,  sleepless¬ 
ness,  and  fretfulness  seen  in  some  infants  to  an 
anaphylactic  origin.  Would  it  not  be  surprising 
then  if  the  exudative  diathesis  were  not  fre¬ 
quently  accompanied  by  marked  evidences  of 
nervous  irritation?  Is  it,  therefore,  not  a  rea¬ 
sonable  assumption  that  this  association  is  some¬ 
thing  more  than  a  mere  accident,  that  it  is  causal, 
that  the  symptoms  of  both  conditions  are  de¬ 
pendent  upon  the  same  underlying  cause?  Such 


231 


THE  JOURNAL-LANCET 


has  actually  been  shown  to  be  the  case.^^  An 
underlying  anaphylactic  state  is  I'esponsible  for 
many  of  the  symptoms  of  the  so-called  neuro¬ 
pathic  diathesis  in  infants  and  children  and  the 
association  of  this  symptom  complex  with  that 
of  the  exudative  diathesis  is  in  reality  the  result 
of  an  identical  underlying  cause. 

Case  3. — Baby  girl  was  breast  fed  for  two  months 
and  after  that  given  modified  milk  formulae.  At  the 
age  of  five  months  Cream  of  Wheat  was  added  to 
her  diet.  About  one  week  later  it  was  noticed  that 
she  was  extremely  nervous.  She  cried  constantly, 
turned  and  twisted  in  her  crib  incessantly,  and  slept 
but  little  in  the  twenty-four  hours.  The  hands  and 
arms  were  in  constant  motion,  and  there  were  jerky 
movements  of  the  entire  trunk.  Physical  examina¬ 
tion  was  negative  except  for  a  definite  undernutri¬ 
tion,  and  the  nervousness  was  attributed  to  her 
questionable  heritage,  the  mother  being  unmarried 
and  having  been  sent  to  an  institution  for  the  feeble¬ 
minded  when  the  patient  was  two  months  of  age. 
Bromides  were  therefore  prescribed,  and  these 
seemed  to  afford  prompt  relief.  They  were  shortly 
discontinued,  whereupon  the  patient  at  once  re¬ 
verted  to  her  former  condition.  Again  bromides 
were  given  with  good  results  for  about  three  months, 
at  the  end  of  which  time  they  had  lost  their  effect, 
the  patient  having  returned  to  her  original  condi¬ 
tion.  She  was  then  tested  with  the  foods  of  her 
dietary,  and  positive  erythematous  reactions  were 
obtained  to  wheat,  leucosin,  globulin,  and  proteose. 
All  other  tests  were  wholly  negative.  Wheat  cereal 
was  eliminated  from  the  diet,  and  oatmeal  substi¬ 
tuted.  In  one  week  there  was  a  remarkable  change 
in  her  disposition,  which  was  noticed  by  all  who 
came  into  contact  with  her.  She  slept  all  night, 
and  was  playful  and  happy  during  the  daytime.  The 
constant  turning  and  twisting  and  the  chewing  of 
her  hands,  which  had  been  so  marked  before,  had 
entirely  disappeared.  She  had  gained  seven  and 
one-half  ounces  during  a  period  of  four  days.  At 
the  end  of  this  time  Cream  of  Wheat  was  again 
added  to  her  diet.  Within  twelve  hours  the  nurse 
in  charge  said  that  she  noticed  a  beginning  return 
of  the  old  irritability.  She  was  restless  all  the  next 
day  and  slept  poorly  that  night.  The  next  day, 
forty-eight  hours  after  the  wheat  was  added,  she 
had  reverted  to  her  original  nervous  state,  turning, 
twisting,  and  crying  all  day  long.  That  night  she 
slept  practically  none  at  all.  Cream  of  Wheat  was 
then  again  eliminated  from  her  diet,  and  oatmeal 
substituted.  Improvement  again  was  prompt,  so 
that  by  the  end  of  five  days  she  was  happy  and  play¬ 
ful,  sleeping  well  at  night,  as  she  did  during  the 
first  experimental  period.  The  patient  remained  a 
happy  and  contented  baby,  developing  and  gain¬ 
ing  very  rapidly  for  the  several  months  that  she 
was  under  my  care. 

This  case  is  unusually  valuable  because  the 
s’mplicity  of  the  patient’s  diet  permitted  rather 
an  accurate  experimental  procedure.  It  is  val¬ 
uable  also  because  of  the  heredity,  for  here  was 
a  patient  in  whom  if  we  might  ever  expect 


abnormalities  of  the  nervous  system  on  a  basis 
of  inheritance  we  might  look  for  it  here.  En¬ 
vironmental  factors  could  be  minimized  since 
they  were  identical  throughout  the  entire  period 
of  observation.  The  very  striking  results  re¬ 
ported  were  thus  obtained  in  the  presence  of  no 
other  possible  variable  factor  than  that  of  the 
wheat  in  the  diet  of  the  patient.  It  is  therefore 
evident  that  the  very  marked  nervous  irritability 
noted  in  this  patient  was  due  to  an  anaphylactic 
reaction  to  the  wheat  protein  coming  to  the  pa¬ 
tient  through  her  diet.  It  is  further  an  interest¬ 
ing  fact  that  this  patient  had  never  shown  any 
of  the  ordinary  symptoms  of  the  exudative 
diathesis. 

Case  4. — A  boy,  nine  years  of  age,  suffering  from 
extreme  nervousness  and  attacks  of  vomiting.  The 
latter  came  on  about  once  monthly.  Usually  he 
would  vomit,  but  once,  but  he  was  always  indisposed 
for  several  days  thereafter.  Between  attacks  he 
was  irritable,  slept  poorly,  and  was  very  finicky 
about  what  he  ate.  For  the  past  two  weeks  he  had 
been  constantly  ill,  vomiting  about  every  third 
day,  would  eat  almost  nothing  between  attacks,  and 
was  extremely  irritable.  The  physical  examination 
being  negative  except  for  the  presence  of  a  nasal 
sinus  infection  for  which  he  had  been  under  treat¬ 
ment  for  some  time,  and  a  rather  definite  undernu¬ 
trition  it  was  thought  that  the  etiological  factor 
might  be  a  sensitization  to  some  of  the  foods  of 
his  dietary.  Protein  tests  were  therefore  carried 
out  and  several  positive  reactions  obtained.  Elimin¬ 
ation  from  or  limitation  in  his  diet  of  these  foods 
resulted  in  immediate  improvement.  There  were  no 
more  vomiting  spells,  and  his  appetite  became  rav¬ 
enous.  The  nervous  irritability  ceased  in  a  short 
time.  He  began  to  sleep  all  night  and  to  awaken 
refreshed,  something  that  he  had  not  done  before. 
During  the  following  month  his  class  standing  rose 
from  thirteenth,  where  it  had  been  for  five  months 
past,  to  eighth  without  any  conscious  effort  on  his 
part.  This  improvement  had  continued  when  last 
heard  from  several  months  after  the  diet  had  been 
instituted. 

In  this  case,  as  in  the  preceding,  a  history  of 
anaphylactic  manifestations  of  the  ordinary  type 
was  lacking.  This  was  also  true  of  the  immed- 
ite  family  history,  the  only  suggestive  thing  be¬ 
ing  that  a  sister  had  had  similar  vomiting  attacks 
during  a  period  of  her  life.  The  remote  family 
history  revealed  the  facts  that  one  cousin  could 
not  eat  eggs  because  they  poisoned  her,  and  that 
the  paternal  grandfather  had  had  attacks  of  diffi¬ 
cult  breathing  in  his  old  age  apparently  resem¬ 
bling  asthmatic  attacks.  It  is  conceivable  that 
the  chronic  nasal-sinus  infection  for  which  the 
boy  had  been  treated  might  be  responsible.  Such 
a  supposition  seems  to  be  ruled  out  by  the  facts 
that  the  treatment  of  the  sinus  had  resulted  in 
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no  improvement  in  the  general  complaint  up  to 
the  time  the  diet  was  instituted  and  that  the 
sinus  condition  continued  after  the  diet  was  pre¬ 
scribed  without  causing  the  continuation  of  the 
general  disturbance,  l^xtremely  interesting,  al¬ 
though  wholly  to  be  expected,  is  the  fact  that 
the  patient’s  school  standing  improved  to  a 
marked  degree. 

If  anaphylaxis  can  and  does  give  rise  to  nerv¬ 
ousness  as  a  result  of  a  constant  irritation  of 
the  nervous  system,  would  it  not  be  surprising 
if  in  some  cases  rather  marked  irregularities 
of  nervous  function  might  not  result  ?  It  would 
seem  that  in  the  opinoin  of  some  writers  this 
does  actually  occur.  Pisek  and  Pease^  regard 
certain  types  of  fatal  convulsions  seen  in  the 
babies  of  eclamptic  mothers  after  the  first  copi¬ 
ous  nursing  as  of  anaphylactic  origin.  I  have 
seen  a  somewhat  comparable  case  in  the  baby 
of  a  non-eclamptic  mother  in  which  recovery 
occurred.  In  this  infant  a  convulsion  occurred 
immediately  after  an  abundant  nursing  on  the 
third  day.  The  convulsion  had  ceased  by  the 
time  I  arrived,  but  there  had  already  appeared 
an  abundant  urticarial  rash  over  the  entire  body, 
which  was  followed  by  a  severe  diarrhea,  both 
of  which  conditions  are  known  to  be  frequently 
of  anaphylactic  origin.  Removal  from  the 
breast  for  a  few  feedings  and  substitution  of 
modified  cow’s  milk  resulted  in  prompt  return 
to  normal,  and  there  was  no  recurrence  when 
the  infant  was  again  allowed  to  nurse.  Ward"® 
has  definitely  traced  some  cases  of  epilepsy  to 
anaphylactic  reactions  to  foods  contained  in  the 
dietary  of  the  patients.  Thus  it  would  seem  that 
the  field  of  functional  nervous  diseases  might  be 
fertile  territory  for  further  investigation  from 
the  standpoint  of  anaphylaxis  as  a  cause. 

It  is  a  well-recognized  fact  that  individuals 
of  the  exudative  type  are  particularly  subject 
to  infection.  In  fact  it  is  almost  the  rule  for 
such  children  to  be  unusually  susceptible  to  colds 
and  to  bronchitis.  The  poor  resistance  of  the 
obese  lymphatic  type  has  been  unforgetably  im¬ 
pressed  upon  our  consciousness.  If  our  reason¬ 
ing  is  sound  this  is  precisely  what  we  should 
expect.  The  increased  sensitivity  of  the  tissues 
due  to  the  constant  anaphylactic  state  should 
not  only  augment  the  reaction  due  to  an  infec¬ 
tion,  but  should  lower  local  resistance,  making 
it  easier  for  infecting  organisms  to  gain  access 
into  the  body.  Such  theory  has  been  well  borne 
out  in  personal  experience.  A  surprisingly  large 
percentage  of  my  severe  cases  of  infectious  dis¬ 
ease,  as  well  as  of  the  most  persistent  instances 


of  minor  infections,  have  occurred  in  patients 
with  either  personal  or  familial  anaphylactic 
tendencies.  Furthermore  the  not  infrequent  oc¬ 
currence  of  sudden  death  in  the  lymphatic  indi¬ 
vidual,  which  has  recently  been  held  to  be 
anaphylactic  in  nature,®®  emphasizes  still  more 
the  anaphylactic  tendencies  of  this  type. 

If  such  a  conception  be  correct  it  should  be 
possible  to  decrease  the  tendencies  of  the  ana¬ 
phylactic  individual  to  infections  by  the  removal 
from  contact  with  proteins  to  which  he  is  sensi¬ 
tive.  This  is  common  experience  in  this  type 
of  case.  Especially  is  it  true  with  regard  to 
infections  of  the  upper  respiratory  tract.  Ob¬ 
servations  such  as  those  recorded  in  Case  2  are 
frequently  made. 

Case  5. — A  boy  nine  years  old  was  brought  in 
complaining  of  a  persistent  cold,  which  had  been 
present  for  a  month.  He  gave  a  history  of  constant 
head  colds  and  bronchitis  every  winter,  beginning  in 
the  fall  and  persisting  until  the  warm  spring  weather 
had  come.  The  mother  brought  him  in  about  one 
month  after  the  cold  fall  weather  had  started  with 
the  hope  that  removal  of  tonsils  would  afford  him 
relief.  Tt  was  decided  to  delay  tonsillectomy  until 
after  a  diet  had  been  tried.  Protein  tests  were  there¬ 
fore  performed,  and  a  number  of  positive  reactions 
were  obtained.  Elimination  or  limitation  of  these 
foods  in  the  patient’s  diet  resulted  in  no  improve¬ 
ment  for  about  three  weeks;  but  at  the  end  of  this 
time  all  symptoms  rather  suddenly  disappeared,  and 
the  boy  went  through  the  rest  of  the  winter  and 
through  a  damp  disagreeable  spring  without  a  re¬ 
turn  of  his  complaint.  When  last  heard  from  he 
had  moved  to  a  large  city  and  was  still  free  from 
his  tendency  to  colds.. 

This  case  also  emphasizes  the  importance  of 
Czerny’s  contention  that  something  more  fund¬ 
amental  than  infection  in  the  tonsils  and  adenoids 
is  frequently  responsible  for  the  tendency  to 
repeated  respiratory  infections  in  this  class  of 
cases.  There  is  reason  to  believe  that  such  an 
operation  would  have  been  unsatisfactory  in  this 
case.  However,  freedom  from  contact  with 
oft'ending  proteins  resulted  in  relief  which  proved 
to  be  permanent  over  at  least  several  months 
while  the  patient  was  under  observation.  The 
long  interval  of  time  after  the  diet  was  instituted 
before  the  colds  disappeared  is  probably  ex¬ 
plained  by  the  fact  that  it  took  three  weeks  for 
the  patient  to  overcome  the  infection  which  had 
already  been  established. 

Case  6. — A  girl  six  years  old  was  seen  one  year 
ago  because  of  a  more  or  less  constant  pyuria,  ex¬ 
treme  tendency  to  colds,  and  vomiting  attacks.  The 
mother  had  known  of  the  presence  of  the  pyuria 
for  several  years  past  and  had  kept  the  patient 
under  the  care  of  a  pediatrician  all  of  this  time.  The 
vomiting  attacks  had  apparently  accompanied  flare- 
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ups  in  the  pyuria  and  had  occurred  as  often  as  once 
monthly.  Between  these  attacks  the  patient  was 
very  subject  to  colds  and  seemed  to  be  almost  con¬ 
stantly  ill.  Three  months  previously  the  tonsils 
and  adenoids  had  been  removed  with  no  effect  upon 
the  symptoms.  When  first  seen  the  patient  was 
suffering  from  a  typical  exacerbation  of  the  pyuria 
accompanied  by  fever  and  vomiting.  Ordinary  treat¬ 
ment  was  instituted  and  as  soon  as  the  patient’s 
condition  permitted  she  was  brought  to  the  office 
for  protein  study.  Those  proteins  giving  a  positive 
reaction  were  eliminated  from  her  diet.  Since  that 
time  the  patient  has  been  perfectly  well.  There 
have  been  no  more  vomiting  attacks,  she  has  had 
only  two  slight  colds  during  the  winter,  and  ihe 
pyuria  has  been  absent  entirely.  Only  once  during 
the  entire  year  has  it  been  necessary  for  her  to  be 
seen  by  a  physician,  and  this  was  for  an  attack  of 
measles  of  moderate  severity.  There  was  no  re¬ 
turn  of  the  pyuria  even  following  this  illness. 

This  patient  had  been  wEat  almost  amounted 
to  a  chronic  invalid  over  a  period  of  about  four 
years.  This  was  true  in  spite  of  constant  med¬ 
ical  attention.  The  removal  of  her  tonsils  and 
adenoids  had  failed  to  give  relief.  Elimination 
of  the  anaphylactic  state  by  the  correction  of  her 
diet  in  accordance  with  cutaneous  protein  tests 
resulted  in  a  prompt  cessation  of  symptoms 
which  has  been  permanent  over  a  period  of  one 
year. 

A  proper  understanding  of  the  various  disease 
conditions  encountered  in  the  human  dependent 
upon  a  fundamental  basis  of  protein  sensitiza¬ 
tion  demands  an  appreciation  of  the  frequent 
existence  of  two  factors;  first,  a  predisposing 
wholly  specific  factor  which  is  anaphylactic  in 
nature ;  and,  second,  a  precipitating  factor  which 
may  or  may  not  be  specific.  The  possible  num¬ 
ber  of  predisposing  factors  is  as  great  as  the 
number  of  different  kinds  of  proteins  with  which 
the  individual  may  come  into  contact.  In  in¬ 
fancy  foods  play  the  most  important  part,  but 
as  age  advances  other  proteins,  such  as  those  of 
animal  emanations,  bacteria,  pollens,  etc.,  assume 
an  increasing  importance.  It  is  my  belief  that 
substances  to  which  skin  tests  may  reveal  but 
slight  sensitization  may  play  a  part  in  a  given 
disease  picture  by  increasing  the  irritability  of 
the  tissues  and  thereby  enhancing  the  effects  of 
other  irritants. 

Of  the  precipitating  factors  even  a  larger 
variety  is  possible,  for  here  we  must  include 
all  types  of  non-specific  irritation,  such  as  dust, 
cold  or  damp  air,  irritating  clothing,  hard  water, 
poor  soap,  infections,  and  even  excessive  aera¬ 
tion,  as  in  case  of  over  exertion.  This  factor 
may  be  specific  in  nature,  that  is  a  protein  to 
which  the  individual  has  become  sensitized.  This 
is  very  frequently  true  in  the  cases  of  seasonal 


asthma  associated  with  hay  fever,  in  which  the 
irritant  action  of  the  pollen  on  the  respiratory 
mucous  membrane  is  frequently  made  greater 
because  of  the  presence  of  a  predisposing  factor 
in  the  nature  of  a  food  anaphylaxis.  It  is  possi¬ 
ble  that  this  fact  is  responsible  for  many  of  the 
failures  in  treatment  in  this  class  of  cases, 
efforts  being  directed  only  at  the  precipitating 
factors,  and  the  very  important  predisposing 
factors  being  totally  disregarded.  Here  as  in 
the  case  of  the  predisposing  factor  a  mild  cutan¬ 
eous  reaction  may  be  very  significant  in  that 
slight  as  the  sensitization  may  be  it  may  still 
be  great  enough  to  transform  that  particular 
protein  into  an  irritant  sufficiently  great  to  pre¬ 
cipitate  an  attack  in  the  presence  of  a  predis¬ 
posing  anaphylactic  state. 

Case  7. — A  boy  six  years  old  was  sensitive  to 
ragweed  and  to  foods  he  was  eating  the  year  around. 
Ordinarily  he  presented  no  symptoms  except  during 
the  hay-fever  season,  during  which  time  he  suffered 
from  a  severe  asthma,  as  well  as  hay  fever.  He  was 
studied  during  the  winter  time  when  he  was  having 
no  symptoms.  Dietary  restrictions  were  not  pre¬ 
scribed  but  the  mother  was  warned  to  keep  him  away 
from  any  form  of  respiratory  irritant,  dust  especially 
being  mentioned.  Several  days  later  the  patient 
helped  a  friend  sweep  out  his  basement.  That  night 
he  suffered  from  a  typical  attack  of  asthma. 

In  this  case  the  underlying  anaphylactic  con¬ 
dition  did  not  produce  difficulty  alone.  However, 
it  remained  as  a  latent  cause  of  symptoms  to 
be  brought  into  action  by  local  irritation  on  the 
respiratory  mucous  membrane.  The  local  irri¬ 
tant  during  the  pollen  season  was  specific  in  na¬ 
ture,  ragweed  pollen,  to  which  the  patient  was 
sensitive.  While  the  influence  of  the  food  sensi¬ 
tization  on  the  disease  picture  during  this  season 
is  not  demonstrable,  beyond  question  it  is  a  rea¬ 
sonable  assumption  that  it  contributed  to  the 
very  severe  nature  of  the  symptoms  at  this  time. 
During  the  winter  time  the  local  irritant  was 
non-specific.  Nevertheless  the  symptoms  pro¬ 
duced  in  the  patient  were  typically  asthmatic  in 
nature  and  identical  with  those  produced  during 
the  ragweed  season  by  the  ragweed  pollen.  It 
would  seem  clear  that  here  the  apparent  tremend¬ 
ous  effect  of  the  dust  was  in  reality  a  protein 
reaction  due  to  food  protein  which  was  precipi¬ 
tated  in  the  respiratory  tract  because  of  irritation 
produced  in  that  area  by  non-specific  irritant. 

Case  8. — A  girl  eight  years  old  had  been  suffering 
from  asthma  for  five  years.  At  first  attacks  came  on 
about  once  monthly,  but  of  late  they  had  been  ap¬ 
pearing  weekly  and  were  very  severe  in  character. 
The  parents  had  noticed  especially  that  effort  would 
bring  them  on,  as  when  she  ran  and  played  unusually 
hard.  I’rotein  tests  revealed  positive  erythematous 
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reactions  to  a  variety  of  foods,  to  goose  feathers, 
and  to  dog  hair.  Two  foods  only,  beef  and  spinach, 
gave  very  slightly  raised  areas  around  the  scratch 
mark,  and  nothing  more  resembling  a  wheal  was 
obtained  in  any  test.  Elimination  of  the  offending 
foods  from  her  diet  and  removal  from  contact  with 
goose  feathers  and  dogs,  resulted  in  an  immediate 
cessation  of  attacks.  This  freedom  has  obtained  up 
to  the  present  time,  over  a  period  of  more  than  six 
months,  with  the  exception  of  one  attack  two  weeks 
ago.  The  mother  confessed  that  she  had  been  feed¬ 
ing  the  offending  foods  for  some  time  because  the 
patient  had  been  so  well.  Nothing  resulted  until 
the  time  above  mentioned.  This  day  the  patient 
had  been  playing  unusually  hard,  jumping  rope  with 
her  playmates,  and  this  effort  was  followed  by  a 
single  asthmatic  attack. 

The  importance  of  the  underlying  food  ana¬ 
phylaxis  as  a  predisposing  cause  and  of  the  non¬ 
specific  local  irritant  as  a  precipitating  cause 
is  well  illustrated  in  this  case.  The  patient  went 
through  the  entire  winter  without  a  single  attack. 
Her  unusual  state  of  good  health  led  the  mother 
to  be  somewhat  lax  in  the  dietary  supervision, 
and,  noticing  no  untoward  effects,  led  to  greater 
carelessness.  So  far  as  outward  signs  were  con¬ 
cerned  these  forbidden  foods  did  not  produce 
trouble.  Nevertheless,  a  predisposing  anaphy¬ 
lactic  state  was  induced  which  needed  only  the 
added  influence  of  some  local  precipitating  cause 
to  bring  on  an  asthmatic  attack.  This  was  sup¬ 
plied  in  the  form  of  a  non-specific  irritation  of 
the  bronchial  mucosa  resulting  from  rapid  breath¬ 
ing  accompanying  severe  physical  effort,  and  a 
typical  return  of  the  old  complaint  resulted. 

Case  9. — A  girl  five  years  old  was  suffering  from 
severe  eczema  more  or  less  constantly,  and  from 
rather  frequent  attacks  of  asthma  and  angioneur¬ 
otic  edema.  Protein  study  revealed  an  extremely 
widespread  sensitization  to  foods  as  well  as  to  duck 
feathers  and  cat  hair.  Management  based  upon  this 
study  was  extremely  difficult,  it  being  impossible 
to  any  more  than  limit  in  amount  the  offending 
foods.  Nevertheless,  there  was  considerable  im¬ 
provement  in  the  eczema  until  one  night,  due  to 
illness  of  the  mother,  the  father  was  obliged  to  Care 
for  the  child.  He  gave  her  a  duck-feather  pillow 
to  sleep  on  and  by  morning  her  face  “looked  like 
a  beefsteak.” 

Here  a  specific  local  irritant  precipitated  an 
anaphylactic  disturbance  on  the  skin  in  the  form 
of  an  acute  eczema.  Had  it  been  possible  to 
eliminate  all  dietary  factors  producing  a  predis¬ 
posing  anaphylactic  state  we  might  still  have 
obtained  a  similar  reaction  to  the  duck-feather 
pillow.  However,  it  is  probable  that  the  effect 
would  have  been  much  less  marked.  Interesting 
is  the  fact  that  the  reaction  to  duck  feathers 
consisted  only  of  an  erythema. 

The  persistence  and  chronicity  of  the  types 


of  disorders  mentioned  are  well-known  clinical 
facts.  The  explanation  is  found  in  the  wide¬ 
spread  sensitization  which  so  often  exists.  Suc¬ 
cess  in  the  treatment  depends,  therefore,  first 
upon  the  ability  to  recognize  the  offending  pro¬ 
teins.  The  usual  cutaneous  test  as  performed 
by  Walker^®  seems  to  be  very  satisfactory  for 
their  recognition.  However,  if  one  is  to  accept 
only  a  wheal  as  a  positive  reaction,  results  will 
not  be  satisfactory.  It  is  highly  important  that 
an  erythema  at  the  site  of  the  test  be  also  con¬ 
sidered  as  an  indication  of  sensitization.  It  is 
altogether  possible  that  in  interpreting  on  this  ba¬ 
sis  some  false  deductions  are  made,  nevertheless 
it  is  better  from  the  standpoint  of  the  patient  to 
err  on  this  side  than  to  fail  to  recognize  some 
of  the  offending  agents.  This  is  well  illustrated 
in  Case  8.  Not  one  of  the  reactions  obtained 
met  the  requirements  of  the  standard  so  widely 
laid  down,  namely,  of  a  wheal  0.5  cm.  in  di¬ 
ameter;  and,  furthermore,  neither  of  the  two 
slightly  raised  reactions  showed  any  pseudopod¬ 
like  projections.  In  spite  of  this  the  patient  was 
afforded  complete  relief  from  symptoms  when 
she  was  freed  from  contact  with  the  proteins 
giving  these  erythematous  reactions.  Further¬ 
more,  symptoms  again  recurred  when  this  con¬ 
tact  was  again  allowed  to  occur. 

Emphasis  must  be  laid  upon  the  necessity  for 
a  complete  protein  study.  The  frequency  with 
which  widespread  sensitization  is  encountered 
makes  it  necessary  that  the  largest  possible  vari¬ 
ety  of  proteins  be  used.  Proper  recognition  of 
the  relative  importance  of  predisposing  and  pre¬ 
cipitating  factors  will  emphasize  the  necessity 
of  always  considering  the  food  proteins  even 
where  it  is  quite  obvious  that  other  types  of 
antigens,  such  as  the  pollens  or  animal  emana¬ 
tions,  are  the  immediate  precipitating  cause. 

It  must  not  be  forgotten  that  there  are  unavoid¬ 
able  errors  in  the  performance  of  the  cutaneous 
tests.  Walker^^  mentions  the  fact  that  a  negative 
reaction  may  be  obtained  with  an  offending 
protein  after  a  long  period  of  freedom  from 
contact,  and  that  this  protein  may  still  give  rise 
to  symptoms  when  contact  is  again  established. 
Schloss^®  has  shown  also  that  the  cutaneous  re¬ 
action  may  become  negative  to  food  proteins 
after  the  ingestion  of  a  sufficiently  large  amount 
of  the  food  to  produce  a  severe  reaction,  ap¬ 
parently  a  true  desensitization  which  is  not  per¬ 
manent.  Then  too  O’Keefe^®  has  recently  re¬ 
ported  the  occurrence  of  positive  sensitization 
to  milk  in  infants  as  shown  by  the  clinical  results 
with  repeatedly  negative  cutaneous  tests.  It  may 


235 


THE  JOURNAL-LANCET 


thus  become  necessary  to  repeat  the  protein 
study,  especially  in  infants  in  whom  new  sensi¬ 
tizations  are  so  easily  acquired. 

Success  in  the  treatment  depends,  secondly, 
upon  the  ability  to  eliminate  contact  with  the 
proteins  to  which  sensitization  exists.  In  certain 
cases  this  is  impossible;  however,  it  is  always 
possible  to  diminish  such  contact,  and  not  in¬ 
frequently  this  is  sufficient  to  give  satisfactory 
therapeutic  results.  Here  especially  is  it  im¬ 
portant  to  consider  both  predisposing  and  pre¬ 
cipitating  factors,  for  very  often  both  factors 
are  necessary  to  bring  on  symptoms.  Elimina¬ 
tion  then  of  one  or  the  other  will  give  relief ;  and, 
if  elimination  of  one  can  be  combined  with  a 
reduction  in  the  other,  a  great  deal  of  hope  can 
be  offered  of  complete  cure. 

A  third  element  in  the  success  of  treatment 
is  the  ability  to  bring  about  a  state  of  desensiti¬ 
zation.  This  may  be  brought  about  either  by  the 
injection  or  feeding  of  graduated  amounts  of 
the  offending  proteins.  The  experience  of  others 
would  seem  to  offer  great  possibilities  of  success, 
at  least,  in  certain  types  of  sensitization.  In 
my  own  experience  it  has  seemed  somewhat 
impractical  and  unnecessary  except  in  cases  of 
pollen  sensitization,  and  here  results  have  been 
most  gratifying. 

I  know  of  no  field  offering  such  possibilities 
for  successful  treatment  and  for  obtaining  grati¬ 
fying  results  as  that  of  protein  sensitization.  The 
wide  range  of  affections  fundamentally  depend¬ 
ent  upon  this  cause  gives  many  opportunities  for 
a  complete  transformation  in  the  general  state 
of  health  of  many  individuals.  The  association 
of  malnutrition  and  a  sickly  constitution  with 
any  one  or  a  combination  of  the  anaphylactic 
disturbances  mentioned  is  extremely  common, 
and  it  is,  indeed,  surprising  what  a  revolution 
in  the  health  tendencies  is  frequently  observed 
upon  institution  of  treatment  directed  at  an  un¬ 
derlying  protein  sensitization.  It  seems  that  the 
key  to  the  entire  health  problem  in  many  children 
is  acquired  with  the  solving  of  their  anaphy¬ 
lactic  disturbances. 

SUMMARY 

The  following  is  offered  as  a  conception  of 
the  part  of  anaphylaxis  in  the  diseases  of  man, 
especially  as  applied  to  infants  and  children : 
that  it  is  extremely  common;  that  it  frequently 
is  directly  responsible  for  a  great  variety  of  skin, 
respiratory,  gastro-intestinal,  nervous,  and  even 
genito-urinary  disturbances ;  that  it  is  not  in¬ 
frequently  a  hidden  predisposing  factor  which 
makes  it  possible  for  more  obvious  specific  or 


non-specific  factors  to  preciptitate,  and  therefore 
to  be  apparently  responsible  for,  such  attacks ; 
that  it  is  the  underlying  mechanism  upon  which 
the  symptoms  of  the  exudative  diathesis  depend ; 
that  it  is  oftentimes  responsible  for  many  of  the 
symptoms  of  the  neuropathic  diathesis ;  that  by 
long-continued  action  it  may  give  rise  to  many 
of  the  so-called  functional  nervous  disturbances, 
even  of  grave  character ;  that  it  not  infrequently 
predisposes  to  infectious  conditions  through  its 
tendency  to  increase  the  irritability  of  the  body 
tissues ;  and  that  through  any  one  or  combination 
of  these  agencies  it  may  produce  marked  dis¬ 
turbances  of  nutrition  and  of  health.  It  is 
secondary  only  to  the  bacterial  factor  as  a  cause 
of  disease  in  man.  In  fact  it  contributes  in  no 
small  degree  to  the  importance  to  bacterial  dis¬ 
ease  for  it  helps  prepare  the  soil  from  which 
that  greatest  enemy  of  mankind  reaps  so  rich 
a  harvest. 
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The  spleen  is  frequently  injured  from  falls 
or  blows  upon  the  abdomen.  The  degree  of 
force  causing  a  tear  or  rupture  of  the  spleen 
varies  with  the  direction  in  which  the  force  is 
applied.  If  the  spleen  is  compressed  against  the 
spinal  column,  as  evidently  happened  in  one  of 
our  cases,  the  amount  of  force  applied  is  very 
small.  The  patient  referred  to  was  walking 
along  the  street  and  fell  over  a  fire-hose.  Four 
hours  later,  three  fissures  were  found  near  the 
hilus  of  the  spleen,  bleeding  profusely. 

The  symptoms  of  splenic  injury  are  those  of 
internal  hemorrhage.  Many  writers  on  this  sub¬ 
ject  (Willis’^  and  Levi^)  describe  a  pain  referred 
to  the  left  upper  abdomen  and  to  the  left  scapula 
as  characteristic  of  this  injury.  The  symptoms 
may  appear  early  and  are  threatening.  Berger^ 
reports  that  51.8  per  cent  of  splenic  injuries  are 
fatal  within  the  first  hour.  In  some  cases  the 
onset  of  symptoms  is  gradual.  Deavei"*  suggests 
that  when  the  onset  is  delayed  it  is  probable 
that  there  is  a  subcapsular  rupture  with  a  sub- 
capsular  hematoma  gradually  increasing  in  size 
until  the  capsule  is  ruptured  and  then  free  hem¬ 
orrhage  takes  place  into  the  abdominal  cavity. 

Agnew^  describes  splenic  injury  as  fatal  in  a 
large  majority  of  cases.  There  are  undoubtedly 
some  cases  in  which  the  spleen  is  injured  close 
to  its  edges,  in  which  a  small  hematoma  develops, 
and  recovery  takes  place  without  further  symp¬ 
toms,  except  those  of  slight  peritoneal  irritation. 

The  symptoms  are  mainly  those  of  intraperi- 
toneal  hemorrhage  of  progressive  nature. .  The 
persistent  dullness  in  the  left  flank,  as  described 
by  Ballance,  was  present  in  two  of  our  cases, 
but  it  is  not  constant.  In  one  case,  seen  three 
weeks  after  injury,  it  was  due  to  a  localized 
abscess  and  blood  clot.  In  another  case  it  was 
markedly  present  in  a  man  seen  three  hours  after 
injury,  in  whom  both  the  spleen  and  the  kidney 
showed  severe  lacerations,  necessitating  neph¬ 
rectomy  and  splenectomy.  In  other  words,  a 
case  showing  evidence  of  injury  to  the  upper 
abdomen  with  signs  of  hemorrhage,  should  be 
explored  and  the  possibility  of  splenic  injury 
should  be  kept  in  mind. 

TREATMENT 

Writers  with  large  operative  experience  differ 
on  this  point.  There  are  no  hard  and  fast  rules 

*Presentecl  before  the  fifteenth  annual  meeting  of  the 
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because  each  case  must  be  judged  upon  its  own 
merits.  Senn®  condemns  the  ready  resort  to 
splenectomy.  Suture  or  suture  and  tamponade 
of  the  injured  organ  may  be  good  surgery  in 
cases  where  symptoms  occur  late  and  where  the 
injury  is  confined  to  the  edges  of  the  spleen. 
The  majority  of  writers  who  have  reported 
splenic  injuries  advise  splenectomy  as  the  rule, 
and  their  results  show  a  larger  number  of  re¬ 
coveries.,  Kelly^  states  “The  indication  for 
prompt  surgical  treatment  in  splenic  rupture  is 
most  urgent,  as  a  spontaneous  recovery  is  prac¬ 
tically  unknown  and  the  safest  and  best  surgical 
procedure  beyond  all  doubt  is  splenectomy.  Su¬ 
turing  the  ruptured  spleen  has  been  successfully 
done  in  a  number  of  instances,  but  this  consumes 
more  time  and  is  attended  by  greater  risk  than 
splenectomy  and  should  be  considered  only  in 
those  cases  where  the  tear  is  small  in  extent 
and  the  spleen  is  otherwise  normal.” 

Referring  again  to  Senn’s  article  in  which  he 
describes  at  length  experimental  work  done  on 
dogs,  he  reports  no  clinical  cases.  In  the  ex¬ 
periments  the  spleen  was  crushed  from  the  edges 
inward  toward  the  hilus.  After  these  crushing 
injuries,  the  patient  rapidly  goes  into  shock,  as 
there  is  much  loss  of  blood.  A  general  vaso¬ 
constriction  takes  place,  which  tends  to  minimize 
or  stop  hemorrhage  for  the  time  being.  As  the 
vasoconstriction  passes,  hemorrhage  is  apt  to 
start  again.  In  an  organ  as  vascular  as  the 
spleen,  suture  can  be  applied,  but  there  is  great 
danger  of  renewed  hemorrhage  starting,  even 
from  the  puncture  of  a  needle.  As  these  patients 
have  already  lost  a  lot  of  blood,  we  should  not 
take  the  risk  of  further  hemorrhage  by  appar¬ 
ently  conservative  measures,  especially  so  when 
splenectomy  has  no  apparent  bad  after-effects. 

The  writer  has  encountered  four  cases  in 
twelve  years,  one  of  whom  died  because  the 
splenid  injury  was  not  recognized  at  the  time 
of  the  operation,  as  he  had  other  injuries  caus¬ 
ing  intra-abdominal  hemorrhage. 

CASES 

C.\SE  1.  Mr.  L.,  aged  22,  was  run  over  by  a 
heavy  wagon  September  1,  1910.  He  walked  to  his 
home,  and  went  to  bed,  as  he  began  to  suffer  from 
severe  pain  in  the  upper  abdomen.  He  was  seen 
by  the  writer  two  weeks  after  the  accident.  At 
that  time  he  had  a  temperature  of  105,°  with  pulse 
of  130.  The  abdomen  was  distended,  and  there  was 
a  hard,  indurated,  immobile  area  in  the  left  flank 
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extending  from  the  costal  arch  to  Poupart’s  liga¬ 
ment.  A  left  rectus  incision  was  made,  which 
showed  a  large  amount  of  encapsulated  pus  dis¬ 
placing  the  descending  colon  to  the  right.  Mixed 
with  the  pus  were  a  large  number  of  blood  clots 
and  a.  piece  of  tissue  about  three  inches  long  and  one 
inch  wide  and  wedge  shaped.  This  piece  of  tissue 
was  pronounced  by  the  late  Professor  Wesbrook 
to  be  a  piece  of  spleen.  In  this  case  the  end  of 
the  spleen  had  evidently  been  caught  in  such  a 
way  as  to  tear  off  a  portion  of  its  edge.  This  case 
made  a  slow  but  perfect  recovery. 

Case  2.  Mr.  L.,  aged  52,  farmer,  was  caught 
under  an  automobile  at  6  p.  m.  on  August  16.  He 
was  seen  in  consultation  with  Dr.  Shaleen  at  1  a.  m. 
on  August  17,  seven  hours  after  the  accident.  There 
were  no  bruises  of  the  skin.  He  complained  of 
pain  over  the  whole  abdomen.  He  was  rigid  and 
tender  over  the  upper  abdomen  on  both  right 
and  left  sides.  His  pulse  was  110  and  of  good 
quality.  He  went  to  sleep  after  a  hypodermic  of 
morphine  and  slept  until  5  A.  M.,  when  his  pulse 
was  130  and  he  showed  distinct  pallor  of  mucous 
membrane  and  complained  of  severe  pain.  He  was 
removed  to  the  Warren  Hospital  at  once. 

At  8  A.  M.  his  abdomen  was  opened  under  local 
anesthesia.  I  had  examined  the  patient  several 
times  over  a  period  of  two  years,  and  he  showed 
signs  pointing  to  granular  kidneys.  For  that  reason 
we  did  not  use  ether,  which  would  have  permitted 
a  more  thorough  exploration.  Had  we  done  so 
he  would  have  had  some  chance  for  recovery  in 
spite  of  the  granular  kidneys,  which  were  found  at 
autopsy. 

About  a  pint  of  blood  clot  was  found  mostly  in 
the  upper  abdomen,  and  we  found  a  small  tear  in 
the  left  lobe  of  the  liver  and  a  tear  about  two 
inches  long  in  the  omentum,  which  was  still  bleed¬ 
ing  after  sponging  away  the  blood  clot.  No  blood 
was  found  in  the  splenic  area.  He  was  given  hypo- 
dermoclysis  and  reacted  well.  His  condition  was 
satisfactory  until  6  p.  M.,  that  is,  twenty-four  hours 
after  the  injury,  when  his  pulse  rate  started  to  go 
up  until  it  reached  about  140,  although  he  was  com¬ 
fortable.  At  11  p.  M.  he  complained  of  severe  pain 
in  the  left  upper  abdomen,  had  a  sudden  sinking 
spell,  went  into  coma,  and  died  at  1  a.  m. 

At  autopsy  we  found  a  pulpified  spleen,  the  cap¬ 
sule  showing  a  rent  only  one  and  a  half  inches  long. 
There  was  about  a  pint  of  clotted  blood  in  the 
splenic  area.  Both  kidneys  were  markedly  granular. 
The  patient  passed  no  urine  from  the  time  he  was 
injured  to  the  time  of  his  death. 

Case  3.  Miss  B.,  aged  15.  On  November  19,  1921, 
while  w’alking  along  the  street  at  5:45  P.  M.  she  fell 
over  a  fire-hose  in  such  a  way  as  to  strike  her  ab¬ 
domen.  She  walked  home  about  two  blocks.  She 
complained  of  cramp-like  pains  and  was  seen  by 
Dr.  Blegen  at  7  p.  m.,  who  thought,  that  there  was 
some  abdominal  injury,  and  Dr.  Meland  was  called 
in  consultation.  An  enema  was  ordered  as  her 
colon  was  filled.  After  the  enema  she  vomited  twice 
and  had  two  paroxysms  of  pain.  She  was  seen  by 
me  at  8:45  p.  m.,  three  hours  after  her  injury,  and 
her  pulse  had  gone  from  80  to  100,  and  her  lips 
were  pale.  A  diagnosis  of  internal  hemorrhage  was 


made,  and  she  was  taken  immediately  to  the  Warren 
Hospital.  At  that  time  her  blood  pressure  was  98 
systolic  and  70  diastolic.  Pulse  was  100.  She  com¬ 
plained  of  pain  to  the  left  of  the  navel. 

Through  a  left  rectus  incision,  a  large  amount 
of  unclotted  blood  was  found  in  the  peritoneal  cavity, 
which  came  from  the  region  of  the  spleen.  The 
incision  was  extended  upward,  and  a  cross  incision 
was  made  outward.  After  exposing  the  spleen, 
three  large  fissures  were  seen  near  the  hilus,  which 
were  bleeding  profusely.  There  were  also  four  small 
fissures  on  the  convex  surface,  but  these  were  not 
bleeding.  Splenectomy  was  performed,  and  the 
wound  was  closed.  The  patient’s  condition  became 
very  poor  toward  the  end  of  the  operation,  and  250 
c.c.  of  citrated  blood  were  given  intravenously.  It 
was  taken  from  the  father,  whose  blood  showed 
group  4.  On  being  put  to  bed,  her  blood  pressure 
was  112  systolic  and  70  diastolic.  She  made  an  un¬ 
eventful  recovery  excepting  for  a  mild  left-sided 
pleurisy.  She  was  discharged  in  good  condition  on 
December  13,  1921. 

Examination  of  her  blood  in  April,  1922,  showed 
a  white  count  of  9,000.  The  blood  examination  on 
September  6,  1922,  showed  the  following: 


Leukocytes  .  13,200 

R.  B.  C.  (in  millions)  . 4,100,000 

Polymorphonuclears  .  60 

Small  lymphocytes  . - . .  18 

Large  lymphocytes  . 17 

Large  mononuclears  .  5 


Case  4.  Air.  G.,  aged  31,  came  to  the  Warren 
Hospital  on  August  3,  1922.  He  had  been  kicked 
by  a  horse  in  the  left  hypochondrium  about  12 
o’clock.  He  fell  down,  but  did  not  lose  conscious¬ 
ness.  In  half  an  hour  he  began  to  have  abdominal 
cramps  which  gradually  became  more  severe,  and 
he  began  to  feel  dizzy.  He  was  brought  to  the 
hospital  about  2  p.  m.  and  complained  of  severe 
cramp-like  pains  in  the  left  side  of  the  abdomen. 
Examination  showed  an  immobile  area  of  dullness 
in  the  left  flank.  He  passed  four  ounces  of  bloody 
urine  containing  clot.  His  blood  pressure  was  108- 
60.  His  pulse  was  small  and  rapid,  and  mucous 
membrane  was  pale.  He  was  immediately  taken  to 
the  operating  room. 

An  oblique  kidney  incision  was  made.  The  fatty 
capsule  of  the  kidney  was  greatly  distended,  and 
on  opening  the  fatty  capsule  the  kidney  was  found 
badly  lacerated  and  split  transversely.  A.  large 
retroperitoneal  hematoma,  about  500  c.c.,  which  had 
dissected  down  toward  the  pelvis  was  evacuated, 
and  the  lacerated  kidney  was  removed.  The  an¬ 
terior  end  of  the  kidney  incision  was  enlarged  and 
the  peritoneum  opened.  Blood  clot  was  found  in  the 
abdominal  cavity,  and  the  spleen  was  found  split 
into  three  pieces,  hanging  only  by  its  vascular 
pedicle.  These  were  ligated  and  removed.  The 
patient  was  given  500  c.c.  of  5  per  cent  glucose 
intravenously  on  the  table  and  returned  to  bed 
in  good  condition,  his  pulse  at  4  p.  m.  being  68.  His 
blood  pressure  on  leaving  the  table  was  112  systolic. 
He  had  some  abdominal  distention,  otherwise  he 
made  an  uneventful  recovery. 
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Examination  of  the  blood  on  September  7,  1922, 


showed  the  following: 

Leukocytes  .  14,950 

R.  11.  C.  (in  millions)  . 4,230,000 

Polyniorphonuclears  . 47 

Small  lymphocytes  . . . - . .  25.5 

Large  lymphocytes  . 23.5 

Large  mononuclears  . 2.5 

Basophilcs  .  .5 

Transitionals  . . . - .  1. 


Report  of  the  case  on  September  12,  1922:  He 
can  run  his  automobile,  and  he  feels  as  well  as  ever. 

In  reviewing  these  four  cases,  we  see  the  ad¬ 
visability  of  making  a  thorough  search  for 
splenic  ihjury  in  every  case  of  injury  to  the 
upper  abdomen.  Injuries  to  other  organs  in  the 
abdomen  may  be  associated  with  splenic  injury. 

In  view  of  the  large  number  of  persons  who 
have  lost  their  spleens  as  a  therapeutic  measure 
for  the  different  anemias,  and  who  suffered  no 
ill  results  and,  in  many  cases,  have  received  con¬ 
siderable  benefit  and  cure,  and  in  view  of  the 
large  number  of  cases  where  the  spleen  was  re¬ 
moved  for  trauma,  without  any  apparent  bad 
after-results,  we  are  justified  in  the  average  case 
in  removing  a  lacerated  spleen  rather  than  tem¬ 
porizing  with  tamponade  and  suture,  because  the 
tamponade  and  suture  of  the  soft  and  vascular 
spleen  are  not  safe  in  the  average  case.  Splen¬ 
ectomy  can  be  performed  with  greater  safety. 
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DISCUSSION 

Dr.  Victor  A.  Mason  (Marshfield,  Wis.):  I  have 
seen  several  cases  of  ruptured  spleen,  and  I  believe 
it  is  almost  impossible  to  make  a  diagnosis  of  a 
ruptured  spleen  beforehand,  as  it  may  be  part  of 
an  injury  in  which  there  has  been  damage  to  other 
organs  in  the  abdominal  cavity.  Of  course,  if  we 
have  the  history  of  a  purely  left-sided  injury,  and 
there  are  symptoms  or  signs  pointing  to  abdominal 
hemorrhage,  we  should  always  consider  the  question 
of  ruptured  spleen. 

I  believe,  with  the  essayist,  that  the  only  treat¬ 
ment  is  splenectomy.  If,  however,  the  rupture  were 
simply  a  small  affair  it  probably  would  be  better 
surgery  to  try  to  save  the  organ.  We  know  that 
removal  of  the  spleen  apparently  produces  no  ill 
effects,  but  in  all  probability  it  does  produce  effects 
about  which  we  know  little  at  the  present  time. 

The  mortality  rate  in  cases  of  ruptured  spleen 
(51.8  per  cent)  is  probably  correct  because 
the  spleen,  on  account  of  its  small  size  and  exten¬ 
sive  blood  supply,  will  have,  when  ruptured,  a  more 


dangerous  hemorrhage  than  will  the  ruptured  liver, 
as  the  latter  is  much  larger,  and  there  we  may  have 
a  large  tear  without  the  danger  of  having  as  exten¬ 
sive  hemorrhage,  as  in  the  case  of  the  ruptured 
spleen. 

There  is  one  point  that  I  think  is  worthy  of  re¬ 
membrance  in  these  cases,  and  I  have  made  use  of 
it  several  times:  In  all  cases  of  intra-abdominal 
hemorrhage  one  of  the  very  good  points  in  the  diag¬ 
nosis,  especially  if  we  know  anything  about  the 
patient  beforehand,  is  the  taking  of  the  hemoglobin 
content.  If  we  have  a  lower  hemoglobin  content 
than  we  have  reason  to  believe  is  normal  or  any¬ 
where  near  normal,  this  is  a  very  good  sign  of  in¬ 
tra-abdominal  hemorrhage. 

Dr.  John  L.  Taylor  (Libertyville,  Ill.):  I  wish  to 
report  a  case  of  lacerated  spleen  that  I  had  during 
the  past  summer.  The  subject  was  riding  in  an 
automobile  which  was  struck  by  an  electric  car. 
He  was  a  high  school  student,  and  several  other 
students  were  with  him;  and  in  the  accident  a  girl 
in  the  car  sustained  a  basal  fracture  of  the  skull. 
I  reached  the  scene  of  the  accident  right  after  it 
occurred,  and  I  noticed  that  the  girl  was  very  seri¬ 
ously  injured  as  she  was  unconscious.  I  had  her 
removed  to  a  house,  and  then  I  went  back  to  the 
boy,  who,  his  companions  said,  had  been  bruised. 
His  face  and  arms  were  all  covered  with  lacerations 
and  bruises.  He  was  conscious  and  there  was  not 
at  that  time  any  sign  of  severe  abdominal  injury. 
I  took  a  good  deal  of  time  in  getting  the  grease, 
cinders,  and  dirt  out  of  the  superficial  wounds  and 
then  went  back  to  see  the  girl.  In  the  meantime 
I  ordered  an  ambulance  to  take  her  to  the  hos¬ 
pital.  I  then  went  back  to  the  boy  and  did  not 
just  like  his  condition.  I  thought  he  looked  as  if 
he  was  bleeding  somewhere.  He  complained  of 
only  slight  pain  in  the  lower  part  of  abdomen, 
and  I  decided  to  catheterize  him.  I  got  almost  clear 
blood,  and  concluded  that  he  probably  had  an  in¬ 
jured  kidney.  I  had  him  taken  to  the  hospital, 
opened  the  abdomen,  and  found  no  injury  to  the 
kidney  or  bladder.  There  were  no  external  marks 
over  the  abdomen,  but  the  abdomen  was  filled  with 
blood  and  it  was  bleeding  all  the  time  and  so  pro¬ 
fusely  that  we  could  hardly  see  except  as  we  would 
hold  it  back  with  tampons.  On  examining  the 
spleen  we  found  it  completely  macerated.  We  per¬ 
formed  splenectomy,  and  for  a  day  or  two  the  boy 
seemed  to  be  getting  along  finely,  there  was  no 
sign  of  abdominal  distention,  but  about  the  third 
day  he  began  to  vomit  and  finally  died.  At  autopsy 
we  found  that  there  had  been  no  postoperative 
bleeding  anywhere,  but  in  the  lower  part  of  the 
abdomen  where  he  complained  of  the  pain  the 
mesentery  had  become  gangrenous,  and  the  intes¬ 
tinal  wall  had  given  way. 

Dr.  Arthur  N.  Collins  (Duluth,  Minn):  What 
did  the  kidney  show  at  autopsy? 

Dr.  Taylor:  Nothing;  it  was  all  right. 

Dr.  Collins:  Where  did  the  blood  come  from? 

Dr.  Taylor:  I  do  not  know.  It  could  not  have 
come  from  the  injury  down  in  the  lower  abdomen 
through  the  bladder  wall  without  an  injury  of  the 
bladder. 


THE  JOURNAL-LANCET 


239 


Dr.  Collins:  It  could  if  the  bladder  was  ruptured. 

Dr.  T.^YLOR:  The  bladder  was  not  ruptured.  At 
first  there  was,  as  stated,  almost  clear  blood  in  the 
urine  when  I  catheterized,  then  he  urinated  two  or 
three  times  with  some  blood  in  the  urine,  and  soon 
afterwards  he  voided  clear  urine. 

Dr.  Bratrud  (closing):  In  regard  to  the  case  re¬ 
ported  by  Dr.  Taylor;  I  have  seen  several  cases 
that  passed  bloody  urine  for  one  or  two  days  and 
then  cleared  up — cases  that  were  carefully  watched, 
but  which  were  not  interfered  with.  With  con¬ 
tusion  of  the  kidney  we  get  bloody  urine  without 
serious  injury  of  the  kidne^^  Simply  because  we 
have  bloody  urine  does  not  justify  us  in  interfering 


unless  we  have  symptoms  showing  undue  loss  of 
blood. 

Dr.  Mason  referred  to  the  normal  hemoglobin 
content.  When  these  cases  come  in  with  falling 
blood  pressure  we  do  not  trouble  with  the  blood 
count,  even  though  there  is  hemorrhage.  On  ac¬ 
count  of  the  constriction  of  the  vessels  and  the 
diminished  volume  of  the  vascular  system  the  con¬ 
centration  of  the  blood  is  practically  the  same, 
and  we  have  very  nearly  normal  hemoglobin  con¬ 
tent,  but,  as  time  goes  on  and  the  patient  starts 
to  react  and  the  body  fluids  have  time  to  be  taken 
up  into  the  vessels,  then  we  have  a  diluted  blood 
and  as  a  result  a  lowered  hemoglobin  content. 


TREATMENT  OF  ACNE  BY  AUTOGENOUS  VACCINES^ 

By  Edward  C.  Gaebe,  B.Sc.,  M.D. 

EIARVEY,  NORTH  DAKOTA 


In  presenting  this  paper  I  do  not  in  any  way 
claim  to  be  an  authority  on  the  subject,  for  there 
are  others  that  have  dug  into  this  deeper  than 
I  could  ever  expect  to.  I  have,  however,  had 
several  good  results,  and  feel  that  the  more  we 
encourage  autogenous  treatment,  the  more  we 
shall  find  out  about  it,  not  only  acne,  but  fur¬ 
unculosis,  carious  infections,  etc. 

Acne  is  an  inflammatory  disease  of  the  skin 
occurring  in  and  around  the  sebaceous  glands, 
characterized  by  papules,  tubercles,  or  pustules, 
affecting  chiefly  the  face,  neck,  and  back,  and 
running  more  or  less  a  chronic  course.  Come¬ 
dones  or  blackheads,  and  oily  seborrhea  often 
co-exist.  There  are  various  predominating  forms  : 

Acne  papulosa  consist  of  small  reddish  pap¬ 
ules. 

Acne  pustulata  is  a  pustular  lesion  having 
pea-sized  pustules  resulting  from  suppuration  of 
the  papular  lesions. 

Acne  indurata  is  a  pustular  lesion  having  in¬ 
filtrated  bases  and  nodular  deep  seated  bases. 

The  treatment  depends  on  the  kind  of  pre¬ 
dominating  lesion.  In  the  constitutional  treat¬ 
ment  the  systemic  errors  are  looked  after,  such 
as  constipation,  dyspepsia,  menstrual  irregulari¬ 
ties,  anemia,  and  general  debility.  An  attempt 
is  made  to  build  up  the  general  resistance  by 
restricting  the  patient’s  diet,  and  by  hygienic 
measures  such  as  cold  baths,  out-door  exercise, 
and  regular,  clean  living. 

The  autogenous  treatment  depends  a  good  deal 
on  the  type  of  lesion  the  patient  has.  If  the 
patient  has  a  mixture  of  these  lesions,  namely, 

♦Presented  before  the  fifteenth  annual  meeting:  of  the 
Soo  Surgical  A.ssociation  held  at  Minot,  North  Dakota. 


the  deep-seated  nodule,  suppurating  pustule,  and 
comedones,  it  is  well  to  get  a  mixed  vaccine. 
This  is  done  by  inoculating,  or  culture  with  the 
superficial  pustules  containing  mostly  the  staphy¬ 
lococci.  Then  pick  out  a  good  deep-seated  nodule, 
cleanse  the  surface  with  alcohol,  and  lance  the 
nodule,  expressing  the  pus,  which  contains  the 
acne  bacilli.  In  isolating  the  organism  the  deep 
glucose  is  used.  A  great  deal  of  difficulty  that 
may  be  experienced  in  preparing  autogenous 
vaccine  for  acne  and  also  the  failure  of  such 

vaccine  in  certain  cases  has  been  due  to  failure 

¥ 

to  isolate  the  acne  bacillus.  It  will,  of  course, 
not  grow  aerobically  when  first  isolated.  When 
the  comedone  is  planted  in  liquified  deep  glucose 
agar  the  acne  bacillus  will  appear  in  the  form 
of  characteristic  colonies  which  can  be  picked 
out  with  a  platinum  needle,  and  after  two  or 
three  generations  the  transfer  will  grow  on  agar 
slant-culture. 

The  dosage  of  the  vaccine  depends  on  the 
susceptibility  of  the  individual  and  the  nature 
of  the  infection.  It  is  well  to  start  out  with 
about  10,000,000  staphylococci,  and,  if  deep- 
seated  nodular  lesions  co-exist  with  the  super¬ 
ficial  pustular  type,  about  1,000,000  acne  bacilli 
can  be  administered  in  combination.  This  is  then 
carefully  watched.  If  there  is  little  local  reac¬ 
tion  at  the  end  of  thirty-six  hours,  and  no  new 
lesions  develop  at  the  end  of  three  or  four  days, 
we  give  the  second  injection,  gradually  increasing 
the  dosage.  If  at  any  time  we  notice  a  negative 
phase  manifested  by  too  many  new  lesions  the 
number  of  bacteria  must  be  decreased.  The  pa¬ 
tient  should  be  seen  about  twice  a  week.  In 
combining  the  local  treatment  I  usually  use  a 
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hot  1  to  5,000  bichlorid  solution,  wring  out  a 
heavy  Turkish  towel  in  this,  and  apply  it  to  the 
patient’s  back,  neck,  or  wherever  the  lesions  are, 
changing  it  about  every  five  minutes  till  the 
pores  of  the  skin  are  well  opened.  I  then  ex¬ 
press  the  comedones  and  lance  the  deep-seated 
nodules,  and  express  thq  pus.  The  surface  is 
sponged  with  alcohol,  or  at  times  a  sulphur  oint¬ 
ment  is  used. 

Vaccine  therapy  is  tedious  and  quite  discour¬ 
aging  at  times,  and  it  takes  team-work  on  the 
part  of  the  physician  and  the  patient.  The  pa¬ 
tient  must  be  brought  to  understand  the  difficulty 
of  the  treatment,  and  the  ultimate  results  that 
we  expect  to  obtain.  Time  is  never  lost  in  de¬ 
scribing  to  the  patient  how  we  expect  to  increase 
his  resistance  to  the  infection.  Create  in  him,  if 
possible,  a  spirit  of  hopefulness,  through  which 
the  closest  co-operation  may  be  obtained. 

DISCUSSION 

Dr.  John  M.  Dodd  (Ashland,  Wis.):  We  have  for 
a  long  time  regarded  the  treatment  of  acne  by 
autogenous  vaccine  as  one  of  the  specific  forms 
of  treatment  and  one  which  is  rather  more  satis¬ 
factory  than  vaccine  or  serum  treatment  in  other 
chronic  conditions. 

The  only  thing  I  would  emphasize  in  the  treat¬ 
ment  of  acne  is  the  hygienic  care.  Dr.  Gaebe 
states  that  it  requires  team-work,  and  it  requires 
a  lot  of  work  on  the  part  of  the  physician  who 
treats  one  of  these  cases  of  acne  if  he  is  to  secure 
satisfactory  results. 

I  have  been  in  the  habit  of  giving  a  little  pro¬ 
gram  to  the  patient  to  take  to  the  nurse  or  the 
skin  specialist  or  whoever  is  to  administer  the 
treatment:  First,  remove  all  the  crusts  and  then 
soften  up  the  skin  by  the  use  of  soap  and  water, 
after  which  a  hot  towel  is  applied.  After  the  skin 
is  thoroughly  softened  open  up  all  pustules  and 
remove  the  contents.  Then  massage  the  skin  until 
the  contents  of  the  sebaceous  follicles  are  removed. 
Next  apply  peroxide  of  hydrogen  to  the  surface 
to  destroy  what  surface  pus  there  is,  and  then  use 
the  hot  towel  again.  After  that  apply  cold  cream 
or  some  healing  ointment,  and  finally  talcum 
powder,  followed  by  exposure  to  the  air  and  sun¬ 
light. 

I  think  we  can  cure  acne  a  great  deal  quicker 
if  this  treatment  is  persistently  followed  out  and 
combined  with  systematic  internal  treatment,  and 
vaccine  treatment. 

It  is  a  very  annoying  affection,  and  the  treat¬ 
ment  calls  for  considerable  time  and  a  great  deal 
of  mechanical  work.  That  is  one  of  the  things  our 
profession  is  neglecting, — the  mechanical  treatment 
of  patients.  We  have  only  to  note  the  way  people 
look  to  the  chiropractor  for  proof  that  they  want 
mechanical  treatment.  I  think  the  only  solution 
of  the  chiropractic  problem  in  this  country  is  for 
the  doctors  to  provide  this  mechanical  treatment 
and  it  should  be  given  under  the  direction  of  the 
physician  if  not  by  his  own  hands. 


Dr.  Burton  C.  Ford  (Minneapolis,  Minn.):  One 
might  say  that  the  treatment  of  acne  is  a  small 
thing  in  a  big  subject.  I  think  the  consensus  of 
opinion  among  dermatologists  now  is  that  we  can 
get  almost  as  good  results  with  stock  vaccine  as 
with  some  of  the  autogenous  vaccines,  and  the  use 
of  the  former  eliminates  a  great  deal  of  work.  Some 
cases  treated  with  autogenous  vaccine  come  out 
very  nicely,  but  in  others  we  do  not  get  the  results 
desired.  It  may  be  possible  that  when  we  are  gett¬ 
ing  the  anaerobic  bacilli  out,  the  virulence  is  ma¬ 
terially  affected. 

Recently  I  have  noticed  several  good  reports  of 
.r-ray  treatment  of  acne.  I  think  wc  get  very  good 
results  with  .r-ray  therapy  in  these  cases,  possibly 
in  one  or  two  or,  perhaps,  three  treatments. 

Dr.  Dodd  incidentally  mentioned  the  point  of 
heliotherapy.  This  treatment  seems  to  clear  up  a 
good  many  cases  of  acne,  especially  on  the  back, 
if  one  gets  a  good  tan. 

Dr.  John  V.  R.  Lyman  (Eau  Claire,  Wis.):  I 
have  had  success  with  the  stock  vaccines  in  treating 
acne.  One  point  I  might  mention  in  the  treatment 
of  a  pustule  as  suggested  by  Dr.  Dodd.  After  the 
application  of  hot  towels,  softening  up  the  crusts 
and  expressing  the  contents,  if  we  take  an  ordinary 
toothpick,  dip  one  end  into  carbolic  acid  and  the 
other  into  alcohol,  first  introducing  the  carbolic 
acid  into  the  depths  of  the  pustule  and  then  the 
alcohol  to  neutralize  it,  I  think  the  healing  process 
will  be  much  enhanced. 

Dr.  Clark  C.  Post  (Barron,  Wis.):  Since  January 
I  have  had  twelve  or  fifteen  cases  of  acne  vulgaris 
in  school  girls  and  young  people,  some  very  bad 
cases,  treated  by  the  actinic  ray,  or  quartzlight  lamp. 
The  actinic  ray  applied  in  this  way  cleared  them 
off  very  nicely,  with  so  far  no  recurrence.  This 
truly  is  a  wonderful  treatment  for  acne. 

Dr.  Herbert  H.  Leibold  (Parkers  Prairie,  Minn.): 
The  majority  of  patients  who  come  for  treatment 
are  young  women  who  principally  desire  it  for  the 
cosmetic  effect.  They  long  for  a  treatment  that 
will  cure  the  defect.  I  often  tell  them  that  there 
is  no  use  starting  treatment  unless  they  are  willing 
to  co-operate,  that,  as  a  rule  considerable  time  is 
required  to  cure  these  cases,  and,  unless  they  are 
willing  to  co-operate,  there  is  no  use  starting  treat¬ 
ment. 

I  usually  employ  stock  vaccine  along  wdth  diatetic 
treatment,  and  I  think  that  is  very  important.  We 
cannot  cure  acne  when  the  patient  is  eating  rich 
and  fat  food.  We  have  to  cut  the  diet  down  to  plain 
food. 

As  a  rule,  I  use  the  stock  vaccine  because  it  is 
hard  for  me  to  make  the  autogenous  vaccine.  If 
I  deem  it  advisable  to  use  the  latter  I  send  away 
to  have  it  made. 

Dr.  Lyman  A.  Corps  (Marshfield,  Wis.):  I  won¬ 
der  whether  the  effect  of  a  vaccine,  stock  or  auto¬ 
genous,  is  not  that  of  a  foreign  protein  reaction, 
and  whether  one  cannot  get  just  as  good  results 
from  foreign  protein  reactions  as  from  specific  re¬ 
actions.  I  have  been  using  foreign  protein  re¬ 
actions  in  eye-work,  and  I  noticed  incidentally  that 
two  cases  of  acne  cleared  up. 
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A  FEW  PREOPERTIVE  CONSIDERATIONS* 

By  Gilbert  Hendrickson,  B.Sc.,  M.D. 

ENDERLIN,  NORTH  DAKOTA 


Our  medical  literature  abounds  with  treatises 
on  postoperative  treatment  and  care  in  various 
surgical  conditions.  Preoperative  care  from  the 
standpoint  of  medical  writers  at  least  has  re¬ 
ceived  less  attention.  Inasmuch  as  the  prognosis 
in  many  instances  is  dependent  upon  precaution¬ 
ary  measures  preliminary  to  operation,  it  may 
not  be  amiss  to  review  a  few  of  the  general 
principles  that  should  be  observed  before  oper¬ 
ation. 

This  review  will  be  presented  from  the  stand¬ 
point  of  the  surgeon,  the  anesthetist,  and  the 
patient.  The  surgeon  is  given  first  place  because 
to  him  is  relegated  the  management  of  surgical 
operations.  He  generally  selects  an  anesthetist 
of  his  choice  or,  at  least,  sanctions  such  choice 
if  the  same  is  not  entirely  within  his  jurisdiction. 
The  patient,  because  of  confidence  in  the  sur¬ 
geon’s  professional  skill  and  judgment,  volun¬ 
tarily  assumes  a  minor  part  in  the  general  man¬ 
agement  of  a  situation  which  primarily  concerns 
himself. 

The  surgeon  who  is  alive  to  a  complete  realiza¬ 
tion  of  the  responsibility  that  he  is  asked  to 
shoulder,  cannot  regard  his  position  lightly.  To 
him  is  given  the  task  of  establishing  a  correct 
diagnosis,  as  well  as  making  a  decision  as  to 
what  surgical  procedure  to  employ  so  as  to  safe¬ 
guard,  in  the  best  possible  manner,  the  patient’s 
welfare.  This  means  that  he  must  make  a 
thorough-going  physical  examination  of  the  pa¬ 
tient  after  securing  a  careful  clinical  history  of 
the  case.  After  establishing  the  fact  that  there 
is  a  surgical  condition  present,  he  must  ascertain 
whether  or  not  there  is  some  other  condition 
present  which  may  affect  his  decision  as  to  what 
surgical  procedure  to  employ,  as  well  as  affect 
the  postoperative  treatment  and  convalescence. 
To  this  end  it  becomes  necessary  to  make  a  thor¬ 
ough-going  search  for  possible  foci  of  infection. 
The  natural  orifices  of  the  body  should  all  be 
subjected  to  a  routine  method  of  examination. 
If  the  slightest  evidence  of  pathology  is  present 
a  more  thorough  examination  can  then  be  made. 
The  tonsils  and  teeth  should  never  be  overlooked. 
The  cardiovascular  system,  the  respiratory  sys¬ 
tem,  and  the  genito-urinary  system  often  reveal 
conditions  of  inestimable  value  to  the  surgeon. 
The  heart  is  subjected  to  a  careful  examination 
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by  palpation,  percussion,  and  auscultation,  sup¬ 
plemented  by  the  ^r-ray  and  electrocardiograph 
if  deemed  necessary.  The  blood  pressure,  sys¬ 
tolic  and  diastolic,  is  determined  by  the  ausculta¬ 
tory  method,  and  the  pulse  pressure  is  noted. 
In  the  examination  of  the  lungs  I  find  thaf  aus¬ 
cultation  by  the  exhale,  cough,  and  quickly  in¬ 
hale  method,  gives  more  satisfaction  than  any 
one  single  procedure  that  I  have  tried.  This 
method  was  employed  in  the  United  States  Army 
and  is  deserving  of  consideration  by  all  who  make 
chest  examinations,  as  it  requires  but  little  time 
and  practically  always  reveals  rales  if  they  are 
present.  Except  in  emergency  cases,  no  patient 
with  a  cold  should  be  operated  on  until  all  evi¬ 
dence  of  rhinitis,  pharyngitis,  or  bronchitis  has 
disappeared. 

In  addition  to  a  qualitative  chemical  and  mi¬ 
croscopical  examination  of  the  urine  for  sugar, 
albumin,  blood  cells,  and  casts,  a  quantitative 
examination  is  advisable  wherever  doubt  exists 
as  to  kidney  normalcy.  This  is  best  done  in  a 
first  class  laboratory  and  should  include  a  de¬ 
termination  of  the  total  nitrogen  and  ammonia 
content  of  the  urine  and  the  acidity  by  the 
hydrogen-ionic  method.  The  functional  capacity 
of  the  kidneys  is  determined  by  the  phenolph- 
thalein  test  or,  better,  the  urinary  test  ration. 
This  is  very  important,  especially  in  elderly  per¬ 
sons  in  whom  a  disturbance  of  renal  function  is 
not  at  all  uncommon,  making  surgical  procedure 
more  or  less  hazardous. 

Besides  the  routine  blood  cell  count,  estimation 
of  hemoglobin,  and  differential  count,  a  bacter¬ 
iological  examination  of  blood  is  indicated  in 
septic  conditions  of  obscure  origin.  Certain  syph¬ 
ilitic  manifestations  so  closely  simulate  surgical 
conditions  as  to  call  for  a  Wassermann  test.  In 
patients  showing  marked  anemia,  except  in 
emergency,  it  is  safer  to  resort  to  blood  trans¬ 
fusion  from  a  tested  donor  just  before  operation, 
as  the  operative  coefficient  of  safety  is  thereby 
increased  and  convalescence  shortened. 

Acidosis  may  be  the  cause  of  death  in  many 
cases  of  septic  appendicitis  or  gall-bladder  con¬ 
ditions  rather  than  sepsis.  Variations  in  the 
alkalinity  of  the  blood  are  of  vastly  more  im¬ 
portance  than  temperature  or  pulse  variations. 
A  lessening  of  the  hydrogen-ion  concentration 
is  an  indication  of  the  inability  of  the  blood  to 


242 


THE  JOURNAL-LANCET 


carry  carbonic  acid.  This  results  in  diminished 
respiratory  stimulation  with  a  resultant  diminu- 
lion  of  lung  ventilation  and  an  inability  to  estab¬ 
lish  a  normal  equilibrium  of  the  blood. 

Any  abnormal  vaginal  or  other  secretions 
should  be  examined  as  possible  sources  of  focal 
infection. 

In  abdominal  operations  the  motility  of  the 
alimentary  canal  may  be  determined  by  means 
of  the  charcoal  or  carmine  test  and  an  x-ray 
examination  of  the  entire  tract  made  following 
a  barium  meal.  If  two  carmine  capsules  are 
taken  at  breakfast,  an  enema  taken  at  bedtime 
should  remove  the  last  trace  of  red  color,  or, 
at  the  longest,  the  carmine  should  disappear  in 
twenty-four  hours  if  the  intestinal  motility  is 
near  normal.  In  cases  of  sluggish  motility  this 
may  be  greatly  improved  by  the  use  of  mineral 
oil,  agar,  or  bran. 

The  preoperative  preparation  of  the  gastro¬ 
intestinal  tract  no  longer  consists  in  starving  and 
purging  the  patient  or  the  giving  of  repeated  ex¬ 
hausting  enemas.  Regular  diet  is  given  the  day 
before  operation,  an  ounce  of  castor  oil  given  at 
noon  the  day  before  the  operation,  followed  by 
an  enema  in  the  morning  will  take  care  of  any 
intestinal  stasis  and  will  usually  take  effect  in 
time  to  permit  the  patient  to  have  an  uninter¬ 
rupted  sleep.  It  is  very  important  that  the  pa¬ 
tient  should  have  ample  sleep  and  rest  before 
operation. 

Special  conditions  call  for  special  treatment. 
In  patients  with  low  blood  pressure  the  feeding 
of  nourishing  and  easily  digestible  food,  copious 
drinking  of  fluids  (water  and  milk),  fresh  air, 
and  regulated  exercise  help  to  increase  blood  vol¬ 
ume  before  operation.  In  case  of  high  blood 
pressure  rest  in  bed,  a  low  protein  diet,  and  with¬ 
drawal  of  tea  and  coffee,  and  giving  fruit  to 
stimulate  intestinal  motility,  as  well  as  to  change 
the  intestinal  flora,  will  be  found  of  value. 

Prophylaxis  against  acidosis  consists  in  carbo¬ 
hydrate  feeding,  together  with  the  use  of  sodium 
bicarbonate.  Earrar  maintains  that  a  solution 
of  glucose  given  intravenously  during  an  oper¬ 
ation  at  the  rate  of  8  gm.  glucose  per  kilogram 
of  body  weight,  each  hour  of  the  operation,  will 
lessen  the  acidosis  incident  to  operation  by  pro¬ 
moting  metabolism,  preventing  or  diminishing 
the  vomiting,  and  promoting  diuresis.  The  sub¬ 
ject  of  acidosis  naturally  calls  for  a  brief  con¬ 
sideration  of  the  preparation  of  diabetic  patients, 
before  operation,  in  order  to  avoid  a  variety  of 
possible  postoperative  complications.  In  diabetes 
an  acid  intoxication,  or  ketosis,  is  the  foremost 


among  the  possibilities  of  interfering  symptoms. 
The  existence  of  the  ketosis  and  the  degree  of 
depletion  of  the  alkali  reserve  of  the  blood  can 
now  be  ascertained  with  scientific  precision  by 
clinically  available  methods. 

Alkalis  are  no  longer  used  to  the  same  extent 
as  before.  Treatment  is  directed  toward  the 
averting  rather  than  combating  of  ketosis  by  pre¬ 
venting  the  formation  of  ketone  substances.  As 
they  are  now  su])posed  to  arise  from  the  incom¬ 
plete  catabolism  of  fats,  owing  to  the  inadequate 
combustion  of  carbohydrates  by  the  diabetic,  the 
first  aim  should  be  to  decrease  the  fat  intake 
to  a  minimum  and  attempt  to  raise  the  antiketo¬ 
genic  power  of  the  organism.  Oatmeal,  levulose, 
and  alcohol,  by  favoring  the  combustion  of  the 
ketones,  should,  therefore,  be  given  before  oper¬ 
ating  on  a  diabetic  patient.  In  these  patients  the 
choice  of  anesthetic  plays  an  important  part. 
Chloroform  and  ether,  because  of  their  lipin- 
solvent  properties,  should  not  be  employed  be¬ 
cause  of  the  increased  danger  of  a  resultant  post¬ 
anesthetic  acidosis.  Local  anesthetics  are  usu¬ 
ally  quite  satisfactory,  but,  because  of  their  lia¬ 
bility  to  produce  shock,  they  are  not  so  safe  as 
nitrous  oxide  in  expert  hands.  Jeanbrau  and  his 
co-workers  tested  the  urine  of  thirty-five  patients 
before,  and  for  three  days  after,  major  oper¬ 
ations  under  various  forms  of  anesthesia.  The 
findings  show  that  acidosis  followed  in  all  the 
cases  except  those  in  which  spinal  anesthesia 
with  procaine  had  been  employed.  The  latter 
anesthetic,  it  is  said,  should,  therefore,  be  pre¬ 
ferred  in  cases  of  unstable  balance  and  also 
when  kidney  or  liver  functioning  is  substandard. 

From  the  standpoint  of  the  patient,  the  surgeon 
alone  merits  much  consideration,  and  his  co¬ 
worker  and  helper,  the  anesthetist,  is  seldom 
given  a  thought  until  the  administration  of  the 
anesthetic  is  commenced.  Unfortunately,  in 
many  of  our  hospitals  the  administration  of  the 
anesthetic  is  left  in  the  hands  of  the  inexperienced 
interne  or  improperly  qualified  surgical  nurse. 
In  order  to  be  of  the  greatest  possible  assistance 
to  the  surgeon,  as  well  as  best  to  safeguard  the 
patient’s  welfare,  the  anesthetist  must  be  a  per¬ 
son  who  is  well  trained  in  the  administration 
of  the  particular  form  of  anesthesia  used.  Pre¬ 
ferably,  he  should  be  a  trained  physician  with 
experience  in  giving  anesthetics.  Nitrous  oxide 
and  gas-oxygen  anesthesia  should  never  be  used, 
except  by  an  individual  who  has  had  special 
training  in  their  use.  The  nurse,  with  her  in¬ 
secure  foundation  in  physiology,  pathology,  and 
medicine,  cannot  be  expected  to  assimilate  in  the 
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proper  degree  the  modern  details  of  the  subject 
of  anesthesia. 

The  East  has  its  anesthesia  in  the  majority 
of  cases  conducted  by  specialists  in  this  line, 
and  many  of  our  Western  states  are  now  in  the 
process  of  transition  to  a  higher  standard.  This 
hopeful  change  as  regards  the  standard  of  anes¬ 
thesia  is  brought  about,  as  a  rule,  by  the  demand 
of  the  public  and  the  general  physician  who  re¬ 
fers  the  case  to  the  surgeon.  It  is  noteworthy 
that  in  communities  where  the  professional  anes¬ 
thetist  has  been  operating  long  enough  to  have 
gained  recognition  of  his  work,  the  public  is  be¬ 
ginning  to  discuss  the  anesthesia,  as  well  as  the 
operation  itself.  This  is  a  significant  fact,  inas¬ 
much  as  those  who  know  about  better  anesthesia, 
will  demand  it,  and  are  usually  willing  to  go  to 
considerable  trouble  to  get  it. 

The  anesthetist  who  is  properly  qualified  knows 
that  team-work  between  the  surgeon  and  the 
anesthetist  is  essential.  He  not  merely  admin¬ 
isters  the  anesthetic,  but  his  duty  is  also  to  help 
prepare  the  patient  for  operation.  This  means 
that  he  must  confer  with  the  surgeon  as  to  the 
patient’s  condition,  and,  preferably,  conduct  an 
examination  of  the  patient  himself  at  least  the 
day  before  the  operation.  In  this  way  he  is  en¬ 
abled  properly  to  direct  the  pre-anesthetic  prep¬ 
aration  according  to  the  requirements  of  the  pa¬ 
tient  from  surgical,  physical,  and  mental  stand¬ 
points.  In  order  that  this  may  be  properly  ac¬ 
complished  it  is  necessary  that  the  patient  spend 
a  day  or  more  in  the  hospital  preceding  the  oper¬ 
ation.  This  enables  the  patient  to  become  ac¬ 
quainted  with  the  hospital  and  nurses  in  attend¬ 
ance,  as  well  as  the  anesthetist,  and  it  helps  to 
overcome  the  fear  and  mental  anguish  that  usu¬ 
ally  are  present  in  some  degree.  This  is  espec¬ 
ially  true  in  children  with  whom  suggestion  plays 
such  an  important  part.  The  gaining  of  con¬ 
fidence  before  anesthesia  always  leads  to  a  more 
quiet  induction. 

Whether  or  not  a  sedative  should  be  admin¬ 
istered  before  operation  is  still  an  open  question 
with  many.  Most  men  agree  that  the  giving  of 
a  hypodermic  of  grain  of  morphine  and  1/150 
grain  of  atropine  sulphate  is  of  value.  This  is 
particularly  true  in  inhalation  anesthetics,  as  here 
anesthesia  comes  on  sooner  and  with  less  excite¬ 
ment.  It  has  also  been  established  clinically  by 
Dr.  T.  Drysdale  Buchanan,  of  New  York,  that 
with  the  open  drop  ether  method,  morphine  and 
atropine  decrease  nausea  and  vomiting  by  more 
than  50  per  cent.  This,  undoubtedly,  applies  to 
other  general  inhalation  anesthetics. 


The  choice  of  anesthetic  should  be  determined 
by  the  condition  of  the  patient,  the  kind  of  oper¬ 
ation,  and  the  experience  of  the  anesthetist. 
Ether,  unquestionably,  is  the  safest  inhalation 
anesthetic  in  inexperienced  hands ;  nitrous  oxide 
and  oxygen  in  experienced  hands  is  said  to  be 
the  safest.  Gas  and  oxygen  apparently  is  used 
very  successfully  by  some  men,  but  surgeons 
have  to  be  taught  to  work  with  this  particular 
form  of  anesthesia  to  obtain  good  results. 

The  statistics  compiled  by  the  Committee  on 
Anesthesia  of  the  American  Medical  Association 
for  the  years  1905-1912  in  which  are  recorded 
over  half  a  million  administrations,  show  that 
sequences  and  combinations  of  anesthetics  are 
safer  and  better  than  any  one  agent  used  alone. 
Thus,  when  oxygen  is  used  instead  of  air  with 
any  general  inhalation  anesthetic,  it  adds  to  the 
immediate  safety  of  the  patient,  as  well  as  to 
his  subsequent  comfort.  The  same  is  true  if  the 
anesthetic  used  is  heated  to  the  temperature  of 
the  body. 

Magnesium  sulphate  is  another  agent  whose 
anesthetic  properties  in  the  form  of  a  synergist 
are  now  being  given  a  trial.  Magnesium  sulphate 
used  with  morphine  synergizes  the  action  of 
nitrous  oxide  and  oxygen,  and  if  used  with  ether 
it  will  reduce  the  amount  required  by  from  one- 
third  to  one-half  with  no  decrease  in  efficiency. 
This  aids  materially  in  reducing  the  degree  of 
postoperative  nausea,  vomiting,  and  general  de¬ 
pression.  It  is  said  not  to  have  any  deleterious 
effect  on  any  of  the  organs  of  the  body,  and 
when  used  as  a  synergist  it  has  no  toxic  effect  ^ 
on  the  respiratory  center.  It  prolongs  the  action 
of  morphine  by  holding  the  drug  in  contact  with 
the  tissues  longer,  but  with  ether  and  nitrous 
oxide  and  oxygen  it  acts  by  deepening  or  in¬ 
creasing  the  effect  rather  than  by  prolonging 
it.  A  more  general  knowledge  of  the  application 
of  magnesium  sulphate  in  anesthesia  is  desirable. 

The  mental  attitude  of  the  patient  should  never 
be  overlooked  in  preparing  an  individual  for  op¬ 
eration.  Worry  and  fear  unquestionably  serve 
to  lower  the  powers  of  resistance  to  shock  and 
infection.  A  frank  discussion  of  the  case,  except 
in  highly  neurotic  individuals,  can  do  no  harm 
and,  indeed,  is  necessary  in  order  to  obtain  a 
legal  consent.  Gruesome  descriptions  of  oper¬ 
ative  procedures  must  be  avoided,  but  a:  brief, 
clear  description  of  what  is  to  be  done  is  de¬ 
sirable.  The  patient  must  not  be  left  with  the 
impression  that  the  operation  is  entirely  without 
danger.  It  is  safer  and  better  to  say  that  the 
danger  is  very  slight  or  remote  in  the  average 
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case,  and  greatly  outweighed  by  the  benefits  to 
be  obtained.  Aside  from  this,  all  reference  to 
operation  should  be  carefully  avoided  and  all 
efforts  made  to  keep  the  atmosphere  and  en¬ 
vironment  of  the  patient  as  cheerful,  diverting 
and  encouraging  as  possible. 

SUMMARY 

1.  A  thorough  going  physical  examination 
should  always  be  made  before  undertaking  any 
operation  requiring  general  anesthesia. 

2.  Clinically  available  laboratory  methods  for 
the  examination  of  blood  and  various  secretions 
and  excretions  should  not  be  neglected  before 
operations. 

3.  Prophylactic  measures  to  correct  special 
conditions,  like  acidosis,  too  high  or  too  low  blood 
pressure,  gastro-intestinal  stasis,  foci  of  infec¬ 
tion,  like  diseased  teeth  or  tonsils,  etc.,  should 
be  instituted. 

4.  Patients  should  not  be  starved  or  unduly 
purged  before  operation,  and  proper  rest  is  very 
important. 

5.  The  choice  of  anesthetist  and  anesthetic 
used  must  be  given  due  consideration.  Good 
team-work  between  surgeon  and  anesthetist  is 
very  necessary. 

6.  The  personality  of  the  patient  should  be 
studied  and  an  effort  made  to  secure  a  normal 
mental  condition. 
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DISCUSSION 

Dr.  DeWayne  Townsend  (Belgrade,  Minn.):  I 
wish  to  lend  a  little  emphasis  to  some  of  the  points 
Dr.  Hendrickson  brought  out.  Use  all  the  available 
means  at  hand  to  find  the  thing  that  ails  the  pa¬ 
tient  in  addition  to  the  surgical  diagnosis;  for  in¬ 
stance,  Has  the  patient  anemia?  If  so,  it  is  better 
to  wait  until  some  measure  of  strength  is  restored. 

I  am  located  twenty  miles  from  a  hospital,  and  I 
have  operated  on  more  than  one  patient  in  the 
country  on  a  kitchen  table.  I  remember  one  night 
when  a  small  flashlight  was  all  we  had  under  which 


to  operate  on  a  child’s  ruptnfcd  appendix,  but  it 
sufficed.  Such  facilities  as  we  have  at  our  command 
must  be  used  in  emergencies,  even  though  they  are 
most  limited. 

The  subject  of  this  paper  is  “Preoperative  Consid¬ 
erations.”  Those  considerations  most  certainly  do 
affect  the  patient’s  chances  of  recovery;  for  in¬ 
stance,  the  patient  may  have  acute  appendicitis  and 
with  it  certain  organic  or  systemic  diseases  that 
might  make  the  operation  extremely  dangerous,  as 
tuberculosis.  I  do  not  not  know  what  may  have 
been  the  experience  of  others  in  operating  on  pa¬ 
tients  with  acute  pulmonary  tuberculosis.  I  operated 
on  one  young  man  who  had  had  hemorrhages  with 
a  temperature  of  103°  or  103.5°  in  the  afternoon 
for  a  period  of  about  three  months,  when  finally 
his  temperature  came  down  to  normal.  A  short 
time  after  that  he  developed  acute  appendicitis,  and 
we  operated  with  fear  and  trembling,  but  he  never 
had  the  slightest  reaction  due  to  the  operation. 

Perhaps  the  most  common  complications  we  have 
in  the  way  of  accident  surgery  are  hemorrhage  and 
shock.  Of  course,  in  case  of  shock  we  never  operate 
if  possible  to  avoid  it,  simply  putting  the  patient 
at  rest  and  applying  heat. 

There  is  one  factor  the  essayist  left  out,  and  that 
is  obesity.  In  the  case  of  a  man  whose  abdomen  is 
very  thick  we  dread  to  go  in,  and  we  try  to  find  out 
what  is  wrong.  However,  my  experience  with  fat 
people  does  not  discourage  me  in  going  ahead  with 
any  necessary  operative  procedure. 

There  is  one  condition  in  regard  to  which  I  de¬ 
sire  information:  that  known  as  status  lymphaticus. 
I  have  never  yet  seen  such  a  case  diagnosed  except 
post  mortem.  I  wonder  if  it  is  possible  to  make 
the  diagnosis  ante  mortem.  How  do  we  diagnose 
that  condition?  I  had  hoped  I  would  learn  here 
how  to  diagnose  status  lymphaticus  before  the  case 
comes  to  necropsy. 

As  to  the  administration  of  morphine  preceding 
the  operative  procedure:  I  think  it  is  a  very  excel¬ 
lent  thing  to  combine  it  wdth  atropine  because  this 
undoubtedly  limits  the  amount  of  secretion  to  the 
throat  and  makes  the  anesthesia  easier.  The  nar¬ 
cotic  quites  the  patient  and  relieves  him  of  con¬ 
siderable  mental  distress  before  going  to  sleep  under 
the  anesthetic.  However,  there  is  considerable  re¬ 
action  to  morphine.  Some  people  are  ery  sensi¬ 
tive  to  the  drug,  and  I  think  it  ought  to  be  admin¬ 
istered  an  hour  or  an  hour  and  a'  half  before  the 
anesthetic  is  started.  Sometimes  it  is  given  only 
ten  or  fifteen  minutes  before  the  patient  goes  under 
the  anesthesia,  which  of  course  is  wrong. 

Dr.  Victor  A.  Mason  (Marshfield,  Wis.):  I  believe 
there  is  not  enough  real  study  put  on  patients  be¬ 
fore  they  are  operated  on.  One  of  the  chief  causes 
of  insufficient  preliminary  study  of  our  patients  is 
the  fact  that  many  surgeons  are  situated  the  same 
as  I  am.  The  doctor  will  call  up  perhaps  early  in 
the  morning  saying  that  he  is  sending  or  bringing 
a  patient  with  appendicitis  or  with  something  else. 
When  he  arrives  he  wants  the  patient  operated  on 
as  soon  as  possible,  in  order  that  he  may  know  the 
results  and  get  away  as  quickly  as  he  can.  That 
is  a  mistake,  but  it  is  one  that  is  very  hard  to  get 
around,  and  the  solution  of  the  problem  will  de- 
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pend  on  how  soon  all  surgeons  reverse  this  method 
and  allow  sufficient  time  so  that  the  one  who  is 
going  to  do  the  work  will  have  an  opportunity  to 
examine  the  patient. 

The  method  of  using  morphine  with  magnesium 
sulphate  is  in  my  opinion  very  good.  I  have  used 
it  since  last  year,  and  I  am  satisfied  that  we  have 
less  abdominal  distension  and  restlessness  after  us¬ 
ing  magnesium  sulphate  with  morphine. 

I  was  glad  to  hear  so  much  stress  placed  on  the 
laboratory  side  of  the  paper.  I  think  all  these 
patients,  and  especially  kidney  and  prostate  cases, 
should  have  a  preliminary  blood  chemistry  test  be¬ 
sides  the  other  necessary  tests.  The  mortality  in 
patients  with  diminished  renal  function  is  much 
higher,  and  this  factor  tends  to  lessen  the  good 
work  that  could  be  done  by  surgical  methods  and 
proper  preliminary  measures  to  get  the  patient  in 
better  shape. 

Dr.  Hendrickson  (closing) :  I  do  not  feel  qualified 
to  discuss  the  point  brought  up  by  Dr.  Townsend, 
the  ante-mortem  diagnosis  of  status  lymphaticus. 

Dr.  Townsend  mentioned  a  point  in  connection 
with  the  use  of  morphine  which  I  think  is  rather 
important.  Frequently  morphine  is  administered 
only  fifteen  minutes  before  the  anesthetic  is  com¬ 


menced,  with  the  result  that  the  patient  does  not 
react  well,  and  the  anesthetist  wonders  what  is  the 
matter  with  the  anesthetic,  whereas  the  sedative 
given  is  responsible  for  the  reaction. 

Possibly  another  point  has  been  left  out  which 
might  be  comforting  to  the  surgeon  and  anesthetist 
and  also  to  the  patient,  and  that  is  the  question  of 
blood  pressure  at  the  time  of  operation.  I  did  not 
mention  shock.  We  know  that  there  is  a  circula¬ 
tory  depression  after  trauma.  Whether  tlie  eti¬ 
ological  factor  is  that  of  hemorrhage,  over-anesthe¬ 
tization,  toxemia,  pain,  or  one  or  several, of  these 
combined,  does  not  matter.  The  point  is  that  we 
get  a  circulatory  depression.  The  sphygmomano¬ 
meter  will  tell  us.  To  put  a  band  around  the  pa¬ 
tient’s  arm  can  do  no  harm.  If  we  find  that  there 
is  a  drop  in  the  blood  pressure  and  an  increase  in 
the  pulse  rate,  or  if  there  is  an  increase  in  the  pulse 
rate  without  a  corresponding  increase  in  the  blood 
pressure,  we  should  be  on  our  guard.  If  the  in¬ 
crease  in  the  blood  pressure  amounts  to  25  per  cent 
with  a  decrease  in  the  pulse  rate  of  about  25  per 
cent,  or  if  the  increase  of  pulse  rate  is  about  25 
per  cent  with  a  decrease  in  blood  pressure  of  about 
25  per  cent,  we  know  we  are  approaching  danger. 
In  these  cases  it  is  questionable  whether  or  not  we 
should  operate. 


PERITONEAL  ADHESIONS* 

By  Thorvald  Petersen,  M.D. 

MINNEAPOLIS/  MINNESOTA 


One  of  the  most  potent  factors  in  surgery  of 
the  abdomen  relates  to  peritoneal  adhesions  for 
the  following  reasons : 

They  lead  to  a  large  number  of  constipations, 
to  an  extremely  important  percentage  of  the  ob¬ 
scure  dyspepsias,  and  to  various  local  areas  of 
pain  and  tenderness  not  accounted  for,  but  for 
want  of  a  better  explanation,  called  gastric 
neurosis,  and  frequently  enough  to  acute  disaster 
to  warrant  a  serious  consideration  of  their  etio¬ 
logy  and  treatment.  In  post-mortem  work  we 
find  peritoneal  adhesions  at  some  point  in  pretty 
much  every  abdomen,  in  adults  at  least. 

I  believe  the  chief  causes  of  adhesions  are  the 
following : 

Neglected  acute  surgical  abdomens,  especially 
perforations,  gangrene  and  obstructions.  Here 
nature  in  most  instances  builds  up  protective 
adhesions.  During  the  surgical  procedure  in  these 
cases  trauma  becomes  a  necessary  evil,  predis¬ 
posing  to  more  adhesions.  All  infections,  wheth¬ 
er  acute  or  chronic,  predispose  to  adhesions. 
Exposure  of  abdominal  contents  to  heat,  cold, 
foreign  bodies,  chemical  agents,  and  Rontgen 

•Presented  before  the  Staff  of  Fairview  Hospital,  Minne¬ 
apolis. 


rays  tends  to  form  adhesions.  Defective  circu¬ 
lation  of  lymph  is  a  very  important  factor.  “Ad¬ 
hesions  for  the  most  part  undergo  absorption 
by  the  lymphatics  under  ordinary  physiological 
conditions,  but  where  there  has  been  much  dis¬ 
turbance  of  tissues  infective  or  traumatic  the 
connective  tissue  replaces  the  reparative  lymph, 
and  the  adhesions  remain  permanent”.  Impaired 
innervation  is  perhaps  a  factor  of  not  so  little 
importance  in  the  formation  of  adhesions.  There 
'S  also  apparently  a  personal  susceptibility — some 
peritoneums  do  not  form  adhesions  of  any  con¬ 
sequence  even  under  marked  provocations  ;  there 
seems  to  be  a  natural  immunity,  while,  on  the 
other  hand,  in  some  peritoneums  they  appear 
despite  all  precautions  (susceptibility.) 

The  pathology  of  adhesions  is  that  of  any 
inflammation,  the  changes  which  occur  when  a 
tissue  is  injured  including  invasion  of  bacteria. 
There  are  no  pathognomonic  symptoms  of  ad¬ 
hesions  but  the  following  are  suggestive : 

Pain  in  the  abdomen  increased  by  exertion  and 
dull,  burning,  pulling,  gnawing  sensations.  Con¬ 
stipation,  dyspepsia,  and  gas  in  the  bowels. 
Nervousness,  inability  to  sleep,  and  the  symptoms 
usually  spoken  of  as  gastric  neurosis.  Distant 
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reflex  disturbances,  especially  cardiac  irregulari¬ 
ties.  Chronic  course  in  spite  of  treatment,  and 
not  much  emaciation.  Melancholia  and  depres¬ 
sion  are  common  when  the  adhesions  are  in  the 
region  of  the  bile  tract,  probably  due  to  biliary 
stasis. 

The  more  definite  objective  findings  in  ad¬ 
hesions  are : — 

Definite  fixation  of  organs  out  of  their  normal 
positions  and  limitation  of  the  normal  gliding 
of  the  viscera.  Angulation  of  the  intestine,  and 
filling  defects  not  accounted  for  by  other  path¬ 
ology;  sluggish  peristalsis  and  strictures  not  ac¬ 
counted  for  otherwise. 

The  treatment  of  adhesions  should  be  pre¬ 
ventive,  and  I  believe  they  can  be  almost  elim¬ 
inated  by  early  diagnosis  and  immediate  oper¬ 
ation  in  all  acute  abdomens,  before  suppuration, 
perforation,  gangrene,  and  obstruction  occur. 
This  will  eliminate  trauma  in  competent  hands 
to  a  minimum ;  all  sorts  of  drains,  and  to  a  large 
extent  the  packing  off  of  the  abdominal  contents, 
and  sponging  will  be  reduced  to  insignifi¬ 
cant  factors.  Gentle  handling  of  the  intestine 
and  limiting  manipulation  to  pathological  areas 
are  also  important  factors.  Mauling  around  cre¬ 
ates  pathology  as  we  go  along,  and  cannot  be 
too  strongly  condemned.  Exposure  of  abdominal 
contents  to  air,  heat,  cold,  and  chemical  agents  v 
is  also  bad  practice,  and  leads  to  adhesion,  the 
same  as  any  other  foreign  body  would. 

I  realize  that  frequently  the  doctor  is  not 
called  early  enough  and  cannot  be  held  responsi¬ 
ble  in  those  cases  for  what  has  occurred.  There 
are,  however,  too  many  cases  where  too  long 
watchful  waiting  and  too  many  tests  are  insisted 
upon  and  valuable  time  is  lost  in  definite  acute 
surgical  abdomens. 

Until  the  people  get  educated  to  call  their 
physician  early,  and  he  trains  himself  to  recog¬ 
nize  the  acute  surgical  abdomen,  it  will  be  neces¬ 
sary  for  the  surgeon  to  consider  the  matter  of 


separating  peritoneal  adhesions  when  they  are 
found  to  give  trouble  and  to  prevent  their  re¬ 
currence. 

Adhesions  should  be  liberated  only  when  they 
give  trouble  as  there  is  marked  tendency  to  re¬ 
form.  Numerous  reports  of  success  with  aristol 
film  has  been  reported,  which  forms  a  mechan¬ 
ical  obstacle  on  account  of  the  lymphcoagulum 
engaging  the  aristol  in  its  mesh.  The  Cargile 
membrane  forms  the  same  kind  of  a  mechanical 
obstacle  to  adhesions  but  has  the  advantage  of 
being  rapidly  absorbed.  Lubricating  adhesion 
areas  is  favored  by  some  surgeons  on  the  ground 
that  peristalsis  keeps  oiled  tissues  moving  too 
freely  to  allow  adhesions  to  form.  Solutions 
of  sodium  citrate  and  sodium  chloride  have  also 
been  poured  into  the  peritoneal  cavity  with  the 
idea  of  preventing  adhesions. 

I  believe  specially  prepared  membrane  and 
lymph-coagulum  with  aristol  or  other  chemicals, 
as  well  as  chemical  solutions,  are  useless  for  the 
prevention  of  adhesions,  and  that  they  really  act 
as  foreign  bodies  and  are  causes  of  adhesions, 
the  same  as  any  other  foreign  material. 

When  adhesions  have  been  permitted  to  occur 
and  give  trouble,  then  the  rational  treatment 
consists  in  covering  denuded  areas  with  peri¬ 
toneum,  suturing  part  of  the  mesentery  or  omen¬ 
tum  between  the  two  surfaces,  holding  the  raw 
surfaces  away  from  each  other  by  shortening  the 
normal  supports  of  the  organ,  or  suturing  it  or 
its  supports  to  some  other  peritoneal  surface. 
Short-circuiting  operations  often  give  relief. 
Postural  treatment  aids  considerably  in  the  pre¬ 
vention  of  adhesions  especially  in  the  region  of 
the  bile  tract.  Omental  grafts  to  cover  raw 
surfaces,  and  fat  from  the  abdominal  wall  in 
obese  patients  can  often  be  used  to  advantage. 
The  actual  cautery  is  a  useful  preventive  agent. 
Thorough  asepsis  and  all  possible  avoidance  of 
trauma  and  exposure  to  air  are  the  main  con¬ 
siderations. 


SOME  EVERY-DAY  PROBLEMS  IN  PROCTOLOGY* 

By  W.  a.  Fansler.  A.M..  M.D. 


MINNEAPOLIS, 

It  is  the  purpose  of  this  paper  to  cover  in 
a  general  way  some  of  my  own  experiences  and 
beliefs  in  regard  to  a  few  of  the  more  common 
rectal  affections.  These  opinions  may  not  coin¬ 
cide  in  every  case  with  those  of  others,  and  it 

*Presentecl  at  the  monthly  meeting  of  the  Swedish 
Hospital  Staff,  Minneapolis,  Minn.,  Marcli  10,  1921. 


MINNESOTA 

is  possible  that  five  }ears  hence  I  may  wish 
to  retract  some  of  the  statements  I  shall  make 
tonight,  for  we  should  always  have  an  open  mind 
toward  any  changes  for  the  better. 

There  has  been  a  great  deal  of  misapprehension 
among  the  public  in  general  concerning  rectal 


THE  JOURNAL-LANCET 


247 


affections.  Any  pain  or  disturbance  in  this  re¬ 
gion  is  usually  regarded  as  “piles,”  and  self- 
medication  is  the  rule.  No  doubt  one  reason 
that  self-medication  is  so  prevalent,  is  that 
rectal  operations  have  the  reputation  of  being 
very  painful  and  also  that  they  are  frequently 
only  partially  successful.  This  belief  is,  of 
course  based  somewhat  on  fact,  for  rectal  work 
in  many  cases  has  been  done  poorly  and  without 
proper  regard  for  the  structures  involved.  This 
has  often  caused  a  great  deal  of  unnecessary 
pain  and  an  unfavorable  result.  There  is  no 
reason  for  severe  pain,  for,  although  sensation 
is  very  acute  in  this  region,  with  proper  regard 
for  anatomical  relations  and  unnecessary  trau¬ 
ma,  pain  should!  be  slight  and  the  end-results 
excellent.  If  the  patient  could  be  assured  of 
this  he  would  be  less  hesitant  to  have  the  oper¬ 
ation  done  and  would  not  wait  until  his  condi¬ 
tion  was  so  bad  that  he  was  simply  compelled 
to  be  operated  on.  In  turn,  this  would  make  the 
operative  procedure  more  simple  and  results 
better.  It  would  seem  then  that  it  is  our  duty 
as  physicians  to  give  enough  study  to  rectal  con¬ 
ditions  to  be  able  to  treat  them  properly.  Then 
we  should  teach  the  public  that  their  fear  of 
great  pain  and  poor  results  is  unfounded  and 
that  the  earlier  they  have  their  condition  cared 
for  the  better  for  all  concerned. 

There  are  usually  two  methods  of  treating  a 
given  condition,  medical  and  surgical.  Each  has 
its  own  place,  and  it  is  frequently  a  question 
which  to  advise.  Most  rectal  affections  are  not 
serious  from  the  point  of  view  of  life  and  death, 
but  are  serious  from  the  point  of  view  of  annoy¬ 
ance  and  discomfort  to  the  patient  and  the  loss 
of  time  from  his  daily  work.  When,  then, 
should  the  physician  advise  the  discontinuance 
of  palliative  medicinal  measures  and  advise  the 
use  of  the  more  radical  procedure  from  which 
permanent  results  can  be  expected? 

In  the  case  of  hemorrhoids  there  are  primarily 
three  conditions  which  indicate  that  the  more 
radical  procedure  is  advisable : 

1.  Persistent  or  recurrent  hemorrhage. 

2.  Frequent  prolapse  of  the  hemorrhoids. 

3.  Pain. 

Pain  in  simple  uncomplicated  hemorrhoids  is 
rather  unusual,  and,  if  present,  some  complica¬ 
tion  should  be  suspected.  A  dull  ache  is  not  so 
unusual,  but  sharp  pain  almost  always'  means 
that  a  thrombus  has  developed  in  an  external 
hemorrhoid,  or  that  an  internal  hemorrhoid  has 
prolapsed  and  become  strangulated.  These  con¬ 
ditions  are  easily  discerned  by  inspection,  and. 


if  neither  is  present,  you  may  be  sure  that  the 
pain  is  not  due  to  hemorrhoids  alone,  but  that 
some  other  condition  is  also  present. 

Persistent  or  recurrent  bleeding  or  protrusion 
indicates  that  the  hemorrhoidal  condition  is  at 
least  fairly  well  advanced.  There  may  be  periods 
of  remission  from  time  to  time,  but  the  general 
trend  of  the  condition  is  for  the  worse,  and  you 
may  be  sure  that,  sooner  or  later,  something  of 
a  radical  nature  will  have  to  be  done.  By  wait¬ 
ing  you  simply  have  a  more  aggravated  condition 
to  deal  with  and  an  older  patient  whose  recup¬ 
erative  and  healing  powers  are  less. 

The  next  question  is  the  choice  of  procedure. 
At  the  present  time  there  are  three  widely  em¬ 
ployed  methods,  namely:  the  clamp  and  cautery, 
the  ligature,  and  the  obliteration  of  the  hemorr¬ 
hoidal  vessels  by  electrolysis  or  interstitial  in¬ 
jections.  Personally,  I  am  not  an  exponent  of 
the  clamp  and  cautery  as  I  believe  that  it 
is  more  painful  than  the  other  methods  of  pro¬ 
cedure  and  that  it  is  impossible  to  do  an  ac¬ 
curate  anatomical  removal  of  all  hemorrhoidal 
tissue  by  this  method.  The  clamp  and  cautery 
or  ligature  have  the  advantage  that  the  entire 
procedure  can  be  accomplished  at  one  sitting  and 
the  cure  more  quickly  completed. 

Unfortunately,  the  method  of  obliteration  until 
recent  years  has  been  largely  in  the  hands  of 
quacks,  who,  armed  with  a  hypodermic  syringe 
and  a  bottle  of  solution,  guaranteed  to  “cure 
without  the  knife”  and  injected  all  who  came 
their  way.  Their  technic  was  often  bad  and 
their  judgment  worse,  and  the  result  was  that 
this  method  fell  into  disrepute,  which  it  does  not 
deserve.  It  is  my  opinion  that  it  requires  greater 
judgment  and  experience  to  get  good  results 
from  electrolysis  or  injection  than  it  does  to 
operate.  The  obliterative  method  has  the  ad¬ 
vantage  of  permitting  the  patient  to  pursue  his 
usual  occupation  and  does  not  necessitate  con¬ 
finement  to  the  hospital.  This  method  is  only 
suitable  for  internal  hemorrhoids,  but,  if  ex¬ 
ternal  ones  are  present,  they  may  be  operated  on 
under  local  anesthesia  at  the  physician’s  office. 
To  treat  a  case  properly  by  this  method  requires 
from  six  to  eight  weeks,  although  the  time  nia}/ 
be  shortened  if  the  patient  does  not  have  to  work. 
Where  speed  is  desired  I  usually  advise  the  pa¬ 
tient  to  go  to  the  hospital  and  be  operated  on. 

In  dealing  with  fissures  it  again  is  a  question 
of  operation  or  medication.  A  fissure  is  but  a 
crack,  but,  even  so,  the  chief  question  of  whether 
or  not  it  will  heal  without  operation  is  one  of 
drainage.  If  the  fissure  is  fairly  recent  and  there 
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is  no  sentinel  pile  or  tap  of  skin  at  its  lower 
end  which  prevents  complete  drainage  it  will 
freciuently  heal  by  the  use  of  local  application 
and  keeping  the  bowels  soft.  However,  the 
bowels  must  always  be  soft  for  one  hard  stool 
will  do  more  damage  than  nature  can  repair 
in  a  week’s  time.  Any  fissure  which  does  not 
heal  in  three  or  four  weeks  is  best  o])erated  on, 
and  sooner  if  the  pain  is  severe.  If  drainage 
is  retarded,  as  indicated  above,  ojieration  should 
be  done  at  once  as  local  applications  are  useless. 
Incision  or  excision  with  removal  of  excess  skin 
and  tags  is  my  choice  of  procedure. 

The  majority  of  fistulse  consist  of  one  tract 
and  are  relatively  simple,  yet  there  is  probably 
no  ty})e  of  case  which  is  so  freciuently  operated  on 
unsucess fully.  Almost  all  fistulse  have  their  be¬ 
ginning!  as  an  abscess,  and  any  abscess  about 
the  rectum  should  be  thoroughly  drained  the 
moment  it  is  discovered.  Waiting  to  see  if  it 
will  disajipear  under  medicinal  measures  is  worse 
than  useless.  They  only  increase  in  size,  caus¬ 
ing  destruction  of  a  larger  area  of  tissue.  Oc¬ 
casionally  it  is  true  that  the  swelling  may  sub¬ 
side  and  apparently  be  absorbed.  However,  this 
is  only  apparently  and  merely  means  that  the 
abscess  has  ruptured  internally  into  the  bowel 
instead  of  externally,  and  the  patient  will  have 
the  same  trouble  again.  Therefore  drain  these 
abscesses  at  once  while  a  minimum  of  damage 
has  been  done.  In  operating  on  a  fistula  re¬ 
member  that  practically  every  case  has  an  in¬ 
ternal  opening  into  the  bowel.  If  it  did  not  the 
fistula  would  quickly  heal,  as  any  other  simple 
sinus  does.  The  internal  opening  may  be  diffi¬ 
cult  to  find,  and  it  is  due  to  this  fact  alone  that 
operation  is  unsuccessful  in  many  of  these  cases. 
If  the  internal  opening  is  discovered  and  the 
tract  laid  open  from  end  to  end  100  per  cent 
of  cures  will  be  the  result. 

It  is  my  opinion  that  all  fistulse  should  be 
operated  on.  When  they  drain  there  is  little 
absorption,  but  during  the  frequent  occasions 
when  the  external  opening  is  healed  and  pus  is 
retained  the  system  undoubtedly  takes  it  up. 
There  is  an  impression  among  some  physicians 
that,,  because  of  the  scar  tissue  surrounding  the 
fistulous  tract,  there  is  no  absorption.  This  is 
not  true,  for  I  have  seen  numerous  patients  who 
for  years  would  have  joint  disturbance,  lumbago, 
etc.,  every  time  their  fistulae  were  closed  over. 
Another  reason  for  operating  is  that,  if  allowed 
to  go  on,  multiple  fistulse  may  result.  One  case 
of  over  sixty  external  openings  is  reported  in 
the  literature.  I  personally  had  one  case  with 


twelve  external  openings.  A  recent  case  illus¬ 
trates  this :  a  ])atient  came  in  with  a  fistula  which 
had  two  external  openings,  one  was  about  one 
inch  anterior  to  the  anus  and  had  been  ])resent 
for  ten  years.  The  second  was  on  the  right 
buttock  at  least  seven  inches  from  the  anus. 
This  man  had  been  advised  that  the  first  fistula 
would  cause  him  no  harm  as  it  had  a  firm  wall 
of  scar  tissue  around  it.  However,  after  ten 
years  the  second  opening  formed,  necessitating 
a  very  severe  oi)eration  with  a  long  dee])  wound 
and  prolonged  convalescence,  while  the  original 
fistula  could  easily  have  been  operated  on  at  the 
physician’s  office  under  local  anesthesia  and 
would  have  caused  a  disability  of  not  more  than 
two  or  three  days. 

There  are  a  few  general  rules  in  the  care  of 
rectal  cases  which  I  think  are  important,  e.spe- 
cially  from  the  point  of  view'  of  the  comfort 
of  the  ])atient.  In  the  first  place  it  is  to  be  re¬ 
membered  that  the  area  of  acute  sensation  is  the 
anus  and  anal  canal.  Above  the  junction  of 
the  anal  canal  and  the  rectum  there  is  practically 
no  sensation.  For  this  reason  care  should  be 
taken  to  do  as  little;  trauma  to  the  anal  region 
as  possible.  No  ligatures  should  be  used  in  this 
region  and  no  cauterization  should  be  done  here. 
Ties  and  cauterization  should  be  in  the  rectum 
itself  and  above  the  anal  canal.  Also  stitches 
in  this  region  are  usually  unnecessary  and  should 
seldom  be  employed,  and  they  increase  pain  and 
offer  a  nidus  for  later  infection.  Bleeding  in 
this  area  can  be  controlled  by  torsion  and  pres¬ 
sure  rendering  catgut  unnecessary.  Observation 
of  these  few'  operative  principles  will  do  much 
to  lessen  the  patient’s  after-pain.  Another  fruit¬ 
ful  cause  of  after-pain  is  the  use  of  the  rectal 
plug,  which  acts  as  a  foreign  body  and  excites 
painful  spasms  of  the  sphincter  and  levator  ani 
muscles.  If  it  is  desired  to  hold  the  raw  sur¬ 
faces  apart  this  can  be  satisfactorily  accom¬ 
plished  by  the  use  of  a  well-greased  piece  of 
rubber  tissue.  Gas  can  be  cared  for  by  the  use 
of  a  small  rubber  catheter,  so  that  there  is  really 
no  excuse  left  for  the  use  of  the  rectal  plug. 
Another  prevalent  custom  which  I  think  is  fund¬ 
amentally  w'l'ong  is  that  of  confining  the  bowels 
for  several  days  after  the  operation.  I  plan  to 
have  the  patient’s  bowels  move  within  twenty- 
four  to  thirty-six  hours.  To  accomplish  this 
and  insure  a  soft  stool  I  give  liquid  petrolatum 
by  mouth  immediately  following  the  operation 
and  an  oil  enema  the  next  morning.  If  the 
bowels  are  confined  for  several  days  a  hard  dry 
stool  forms  in  the  rectum,  and  the  passage  of 
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this  causes  excruciating  pain.  It  is  possible  that 
there  may  be  some  method  whereby  this  stool 
can  be  rendered  soft,  but  I  have  never  discovered 
it.  Occasionally  it  may  be  thoroughly  liquefied, 
but  more  often  there  are  hard  lumps,  which 
cause  great  discomfort.  The  remaining  thing 
which  I  find  useful  in  reducing  pain  is  the  hot 
sitz  bath  which  should  be  started  twenty-four 
hours  after  operation.  This  is  a  routine  at  St. 
Mark’s  Hospital  in  London,  and  I  make  it  so 
with  my  patients. 

I  have  tried,  briefly,  to  cover  the  high  lights 
of  some  of  our  more  common  rectal  affections 
and  to  state  some  of  the  general  principles  which 
I  believe  apply  in  these  cases.  In  closing  let 


me  make  what  might  be  termed  the  proctologist’s 
plea:  Never  prescribe  any  treatment  whatever 
for  a  rectal  case  without  an  adequate  examina¬ 
tion,  both  visual  and  manual.  I  have  only  to 
remind  you  that  in  the  past,  20  per  cent  of  cases 
of  rectal  carcinoma  gave  a  history  of  recent 
operation  for  hemorrhoids.  Within  the  past  year 
I  have  seen  three  cases  of  cancer  of  the  rectum 
which  within  six  months  had  been  operated  on  for 
hemorrhoids  and  valuable  time  lost.  Blood  from 
the  bowel  does  not  always  mean  hemorrhoids, 
and  the  absence  of  anemia,  loss  of  weight,  and 
cachexia  do  not  mean  that  a  cancer  may  not 
be  present. 


THE  CLINICAL  LABORATORY:  XL  BLOOD 

By  Walter  E.  King,  A.M.,  M.D. 

SAINT  PAUL,  MINNESOTA 


OTHER  DISEASES  AND  ABNORMAL  CONDITIONS  IN 

WHICH  ABNORMAL  FINDINGS  ARE  PRESENT 
AND  WHICH  MAY  BE  USED  AS  AIDS 
IN  DIAGNOSIS 

Eclampsia:  leucocytosis. 

Drug  Poisoning:  (quinine,  salicylates,  phen- 
acetine,  chloroform  and  ether  inhalations),  leu¬ 
cocytosis. 

Some  diseases  of  the  skin  (pemphigus,  blasto¬ 
mycosis,  scabies,  mycosis):  increase  of  eosino- 
philes. 

Some  diseases  of  ductless  glands:  lymphocy¬ 
tosis. 

Cirrhosis  of  the  liver:  lymphocytosis. 

Rachitis:  lymphocytosis. 

Bronchial  Asthma:  eosinophilia. 

Hookworm  disease,  trichinosis,  and  some  other 
intestinal  parasitic  diseases  (oxyuris,  ascaris, 
and  tenia)  :  eosinophilia. 

Chronic  Diseases  and  Hemorrhage: 

These  conditions  may  include  hemophilia,  in¬ 
festation  with  intestinal  parasites,  gastric  ulcer, 
hemorrhoids,  and  other  diseases  in  which  there 
is  a  more  or  less  constant  hemorrhage.  The 
characteristic  findings  are  slight  leukocytosis , 
diminished  number  of  erythrocytes,  increased 
number  of  blood  platelets,  occasionally  poly- 
chromatophilia. 

Poisoning: 

In  lead  poisoning  the  red  cells  and  hemoglobin 
decline ;  either  leukocytosis  or  a  slight  leukopenia 

*This  is  the  eleventh  of  a  series  of  articles  by  Dr.  King 
on  the  Clinical  Laboratory. 


may  be  found.  The  characteristic  blood  finding 
is  basophilic  stippling. 

Infections: 

Red  cells  may  be  markedly  reduced  in  certain 
infections,  such  as  those  in  which  streptococcus 
hemolyticus  is  present  and  the  malarial  plasmo- 
dium. 

Diseases  in  which  the  parasitic  etiological  fac¬ 
tors  are  found  in  the  blood. 

Malaria:  For  the  diagnosis  of  malaria  the 
blood  should  be  taken  shortly  after  a  chill.  The 
parasites  or  plasmodium  malaria:  are  found  in 
the  red  blood  cells  frequently  in  the  “signet  ring” 
form. 

Trypanosomiasis:  This  is  a  tropical  disease, 
known  as  the  “sleeping  sickness”  of  South 
Africa.  The  parasite  is  carried  by  the  tse-tse 
fly.  The  trypanosomes  may  easily  be  found  in 
the  peripheral  blood. 

Filariasis:  The  embryo  of  this  nematode  may 
be  found  in  the  circulating  blood. 

Relapsing  Fever:  Spirocheta  Duttoni  may  be 
found  in  the  blood  from  relapsing  fever  cases. 

In  certain  acute  specific  infectious  diseases 
caused  by  bacteria,  the  causative  organisms  may 
be  detected  on  blood  smears  in  given  cases.  Il¬ 
lustrations  are  bacterium  anthracis  in  anthrax 
and  streptococci,  in  severe  cases  of  septicemia. 

FINDINGS  IN  THE  MORE  IMPORTANT  BLOOD 
DISEASES 

The  Anemias: 

Anemias  are  usually  classified  as  primary,  the 
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causative  factors  of  which  are  not  known,  and 
as  secondary  in  which  certain  pathological 
changes  take  place  in  the  blood  as  the  result 
of  disease  processes.  The  term  anemia  implies 
a  general  impairment  in  the  hemoglobin,  the  red 
cells  and  sometimes  other  constituents  of  the 
blood. 

Pernicious  Anemia: 

This  disease  is  characterized  by  the  destruc¬ 
tion  of  the  red  cells  by  an  unknown  hemolytic 
factor.  The  etiology  of  this  disease  is  unknown. 
It  often  occurs  in  middle  life  and  it  is  char¬ 
acterized  by  an  insidious  onset,  the  symptoms 
appearing  so  gradually  that  the  true  clinical 
condition  is  manifested  relatively  late  in  the 
course  of  the  disease.  The  differential  diag¬ 
nosis  of  progressive  pernicious  anemia  from 
chlorosis  and  from  severe  secondary  anemias, 
is  important.  The  typical  pernicious  anemia 
blood  specimen  presents  a  microscopic  picture 
which  is  diagnostic. 

The  following  are  the  important  blood  changes  : 

Red  cells,  markedly  diminished  in  number 
from  750,000  to  3,500,000.  The  percentage  of 
hemoglobin  is  low,  but  the  hemoglobin  diminishes 
much  more  slowly  than  the  number  of  red  cells. 
The  color  index  is  high,  practically  always  one 
plus.  The  number  of  leukocytes  is  diminished, 
although  in  many  cases  a  lymphocytosis  is  found. 
Myelocytes  may  be  present.  The  resistance  of 
the  red  cells,  according  to  the  fragility  test,  is 
increased.  Poikilocytosis,  and  anisocytosis,  po¬ 
ly  chromatophilia  and  basophilic  stippling  are 
present,  nucleated  red  cells  may  be  found.  The 
presence  of  megaloblasts  and  poly  chromatophilia 
indicates  hyperactivity  of  the  bone  marrow. 
The  blood  platelets  are  diminished  in  number. 

Chlorosis: 

The  blood  findings  in  this  disease  in  com¬ 
parison  with  pernicious  anemia  are  as  follows : 
Reduction  of  the  red  cells  very  gradual,  a 
marked  reduction  in  number  is  not  character¬ 
istic  ;  the  red)  cell  count  may  run  3,000,000  to 
4,000,000.  Hemoglobin  is  markedly  low,  color 
index  is  always  low,  usually  from  0.5  to  0.7. 
Blood  platelets  are  sometimes  increased  in  num¬ 
ber.  Poikilocytosis  may  be  present.  On  the 
stained  film,  many  red  cells  show  large  pale 
areas ;  some  are  almost  devoid  of  hemoglobin. 
Anisocytosis  may  be  present,  nucleated  red  cells 
are  not  often  found.  Poly  chromatophilia  is  not 
marked.  The  differential  count  is  not  uniform, 
and  as  a  rule  the  leukocytes  give  no  clue  as  to 
the  condition. 

In  connection  with  the  blood  findings,  it  is 


of  course  important  to  note  that  chlorosis  is 
usually  found  between  the  ages  of  fifteen  and 
twenty-five;  although  recurrences  may  occur  in 
later  life. 

Secondary  Anemias: 

Secondary  anemias  occur  during  chronic  dis¬ 
eases,  during  pregnancy,  as  a  result  of  poisoning, 
after  hemorrhage  and  as  a  result  of  infections. 
The  red  cells  are  reduced  in  number,  the  hemo¬ 
globin  is  reduced,  in  mild  cases  no  other  changes 
are  noticed;  in  more  advanced  cases  a  greater 
reduction  of  erythrocytes  and  hemoglobin  is 
found.  Poikilocytes  and  anisocytes  usually  not 
present.  Poly  chromatophilia  may  be  present  in 
severe  cases.  Nucleated  reds  may  be  found, 
depending  upon  the  case.  The  changes  in  the 
leukocytes  are  variable,  if  present,  and  are  not 
diagnostic.  Eosinophiles  may  be  decreased  or 
absent. 

There  are  certain  other  anemias  found  with 
less  frequency,  as  follows : 

Von  Jaksch  Anemia:  This  is  a  condition  of 
infancy  and  early  childhood.  The  spleen  is  en¬ 
larged  ;  the  red  cells  are  markedly  diminished ; 
the  hemoglobin  is  diminished  but  not  in  propor¬ 
tion  to  the  reduction  of  red  cells,  therefore  the 
color  index  is  usually  one  plus.  Anisocytosis, 
polychromatophilia,  basophilic  stippling,  nu¬ 
cleated  red  cells,  megaloblasts  and  myelocytes 
may  be  found.  Leukocytosis  is  present. 

Banti’s  Disease:  In  this  condition  the  spleen 
is  enlarged  and  the  course  of  the  disease  is  more 
or  less  chronic.  The  red  cells  and  hemoglobin 
are  reduced;  the  resistance  of  the  red  cells  is 
increased  and  leukopenia  is  present. 

The  Leukemias : 

In  leukemia  there  are  certain  pathological 
changes  in  various  tissues  of  the  body.  The 
liver  and  spleen  become  enlarged  and  a  cellular 
hyperplasia  occurs  in  the  bone  marrow ;  the 
lymph  nodes  and  other  lymphatic  structures  are 
enlarged.  Several  theories  have  been  advanced 
in  regard  to  the  etiology  of  the  leukemias.  Vari¬ 
ous  conditions  of  leukemia  are  observed  follow¬ 
ing  intestinal  intoxication,  malaria,  syphilis,  tu¬ 
berculosis,  rachitis  and  other  infectious  diseases. 
In  spite  of  the  coincidence  of  leukemia  during 
or  following  such  diseases,  the  infectious  origin 
of  the  leukemias  is  not  taken  seriously  and  they 
are  now  regarded  as  primary  diseases  of  the 
blood  producing  organs. 

Chronic  Lymphatic  Leukemia: 

The  leucocyte  count  is  excessively  high,  aver¬ 
aging  above  100,000  per  c.m.  Differential  count 
shows  a  high  percentage  of  lymphocytes,  usually 
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ninety  per  cent  or  more  of  the  total  number  of 
leucocytes  consisting  of  lymphocytes.  Most  of 
these  are  small  lymphocytes,  but  in  some  cases 
lymphoblasts  may  be  found.  The  red  cells  may 
be  somewhat  reduced  in  number  and  in  some 
cases  the  blood  plates  may  be  increased.  In 
extreme  cases  the  blood  may  have  a  peculiar 
white  or  whitish  red  appearance,  owing  to  the 
great  increase  in  leucocytes. 

Acute  Lymphatic  Leukemia: 

The  results  of  blood  examination  do  not  differ 
from  those  found  in  chronic  lymphatic  leukemia 
except  that  on  account  of  the  sudden  onset  with 
symptoms  of  acute  condition  the  leucocyte  count 
increases  very  rapidly,  sometimes  up  to  500,000 
per  c.m.  Many  large  lymphocytes  are  present 
in  acute  cases. 

Nucleated  red  cells  may  occasionally  be  found. 

Chronic  Myelogenous  Leukemia: 

This  is  more  commonly  found  than  other 
forms  of  leukemias.  The  onset  of  the  disease 
is  gradual  and  one  of  the  first  indications  along 
with  the  appearance  of  abdominal  tumor  may  be 
a  creamy  white  condition  of  the  blood,  due  to 
leucocytosis.  The  leucocyte  count  is  high ;  some¬ 
times  reaching  1,000,000  per  c.m.  All  types  of 
the  leucocytes  may  be  increased  but  the  con¬ 
spicuous  feature  is  usually  the  presence  of  many 
myelocytes,  or  myeloblasts.  Basophiles  are  usu¬ 
ally  markedly  increased.  Nucleated  red  blood 
cells  may  be  found. 

Acute  Myelogenous  Leukemia: 

The  blood  findings  are  similar  to  those  of 
chronic  myelogenous  leukemia.  The  condition 
is  not  common  and  is  characterized  by  a  rather 
sudden  onset  and  rapid  course,  usually  with  fatal 
termination.  The  white  count  increases  rapidly ; 
myeloblasts  may  frequently  be  found ;  normo¬ 
blasts  and  sometimes  megaloblasts  are  present. 

Hodgkin’s  Disease  (Pseudoleukemia) : 

On  account  of  the  enlargement  of  the  super¬ 
ficial  lymphatic  glands  and  changes  in  the  blood 
picture,  this  disease  is  sometimes  confused  with 
leukemia.  The  condition  in  the  blood,  however, 
is  similar  to  that  found  in  a  secondary  anemia, 
with  the  additional  finding  of  a  leucocytosis  dur¬ 
ing  the  febrile  periods.  The  leucocytosis  rarely 
exceeds  15,000  to  20,000;  the  red  cells  are  re¬ 
duced  and  the  hemoglobin  is  diminished.  The 
results  of  the  differential  count  usually  shows  an 
increase  in  polynuclear  leucocytes  and  a  mild 
eosinophilia. 


BOOK  NOTICES 


The  Biology  of  Death.  Being  a  series  of  lectures 
delivered  at  the  Lowell  Institute  in  Boston  in 
December,  1920.  By  Raymond  Pearl.  Mono¬ 
graphs  on  experimental  biology.  Cloth,  price 
$2.50  net.  Pages  275,  with  64  illustrations.  Phil¬ 
adelphia:  J.  B.  Lippincott  Company,  1922. 

From  the  realm  of  experiment  and  research  in 
biology.  Pearl  calls  attention  to  the  immortality  of 
tissue,  the  viability  of  life  built  up  in  systems  as  an 
organic  unit.  The  table  of  death  rate,  biologically 
classified,  is  an  education  to  those  of  us  who  arc 
signing  death  certificates.  I  am  wondering  whether 
there  will  not  be  a  shift  from  the  respiratory  to 
the  circulatory  diseases  as  the  tables  go  on  through 
the  decades.  The  death  rate  according  to  the  em- 
bryological  layers  is  instructive.  The  break  in  struc¬ 
tures  arising  from  endoderm  is  strikingly  shown. 

The  chapter  on  inheritance  versus  environment 
as  the  dominant  factor  in  duration  or  longevity,  the 
use  of  the  drosophylla  melanogaster  to  drive  home 
the  argument  reads  like  a  romance. 

It  is  in  the  summary  of  the  results  that  the  phy¬ 
sician  may  obtain  the  most  practical,  as  well  as 
the  most  disquieting,  facts  for  healthy  readjust¬ 
ment  of  some  of  his  ideas  of  his  usefulness,  as  well 
as  his  daily  philosophy.  The  author’s  remarks  on 
public  health  should  be  idiomized  and  blazoned  in 
every  public  and  “social  service”  worker’s  mind.  The 
asymptotic  curves  of  population  of  the  United  States, 
France,  and  Serbia,  and  drosophylla  stand  out  in 
graphic  eloquence  to  the  possibility  of  the  bio¬ 
metrics  testifying  to  the  immutability  of  the  bio¬ 
logic  laws  of  fertility  and  mortality,  and  these  are 
dependent  on  the  supply  of  food. 

To  the  busy  doctor  who  has  to  put  up  with  all 
sorts  of  people  and  views  it  is  like  a  refreshing 
draught.  — Henry  L.  Ulrich,  M.D. 

International  Clinics.  A  quarterly  of  illustrated 
clinical  lectures  and  especially  prepared  articles. 
Edited  by  Henry  W.  Cattell,  M.  D.  Volumes 
II,  III,,  IV,  Series  33,  1923.  J.  B.  Lippincott 
Company,  Philadelphia  and  London. 

These  clinics  present  a  very  wide  range  of  ma¬ 
terial.  Each  is  of  vital  worth  and  has  thorough 
treatment.  In  medicine,  in  surgery,  general  or 
special  accurate  matter  is  given  and  with  scholarly 
treatment.  Diagnosis  and  treatment  of  disease  is 
given  the  larger  space.  Diseases  of  metabolism; 
infections;  allergic  diseases;  chorea;  diseases  of 
mind  and  will;  surgery;  and  endocrine  disorders 
each  has  the  appropriate  place  and  space. 

Some  of  the  topics  are  treated  by  symposia;  the 
bibliography  is  voluminous  and  worthy,  the  authors 
very  carefully  digest  current  articles  and  data. 

As  each  of  the  writers  is  an  authority  even  be¬ 
yond  his  topic  and  his  homeland,  our  appreciation 
could  not  be  other  than  hearty  and  general.  The 
pleasure  and  profit  of  their  perusal  has  been  great 
to  the  reviewer. 

Few  and  minor  are  the  errors  of  type. 

—Geo.  D.  Haggard,  M.D. 
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THE  MINNEAPOLIS  HEALTH 
EXPOSITION 

The  arrangements  for  the  opening  of  the 
Minneapolis  Health  Exposition  have  been  prac¬ 
tically  completed.  The  number'  of  exhibitions 
from  the  various  organizations  in  the  city  are 
outlined,  although  the  entire  space  of  the  Armory 
has  not  been  sold  out ;  there  are  two  or  three 
booths  which  are  still  open  for  commercial  ex¬ 
hibits,  however,  and  it  is  hoped  that  they  will 
be  occupied  before  the  Exposition  is  opened. 

This  undertaking  has  been  a  tremendous  one, 
and  has  called  for  numerous  meetings  to  which 
the  physicians  of  the  Hennejiin  County  Medical 
Society  have  generously  responded.  Not  only 
have  they  given  their  time  to  committee  work, 
but  they  have  given  an  enormous  amount  of  time, 
considered  in  hours,  in  going  about  among  the 
various  exhibitors  in  order  to  make  the  whole 
unit  complete.  The  University  of  Minnesota, 
with  its  various  activities,  will  occupy  the  largest 
space  in  the  Armory  building,  exhibiting  all 
phases  of  University  work,  and,  naturally,  the 
medical  work  of  the  University  will  be  featured. 

One  cannot  realize  unless  when  in  attendance 
on  the  committee  meetings  what  it  means  to  get 
up  such  a  show.  All  the  various  health  agencies 
and  activities  which  are  allied  to  medicine  or  to 
health  education  have  done  their  part  cheerfully 
and  willingly,  and  it  is  confidently  expected  that 
the  Exposition  will  open  with  a  grand  exhibition 


of  out-of-door  life,  provided,  of  course,  the 
weather  man  is  decent  and  willing  to  help  open 
the  Exposition.  The  Parade  Grounds  will  be 
occupied  on  Saturday  afternoon.  May  third,  with 
all  sorts  of  out-of-door  sports,  and  the  blare  of 
hands  will  be  heard  all  over  the  Parade.  It  is 
expected  that  this  out-of-door  exhibition  will  at¬ 
tract  a  great  many  visitors  to  the  Exposition 
who  have  not  understood  what  it  means,  not 
only  to  Minneapolis,  but  to  the  Northwest. 

The  physical  examination  of  patients  is  still 
one  of  the  interesting  features,  and  it  is  under¬ 
stood  that  this  will  he  carried  on  with  the  strictest 
attention  to  the  ethics  of  medicine.  It  is  no  ad¬ 
vertising  propaganda  or  anything  of  that  sort, 
nor  is  it  a  scheme  to  advance  a  certain  number 
of  doctors,  but  it  is  intended  to  advance  public 
health.  If  that  idea  is  kept  in  mind  there  will 
be  no  difference  in  opinion  as  to  the  value  of 
the  Exposition. 

The  daily  papers  have  been  very  cordial  in 
their  frequent  and  extended  references  to  the 
Exposition  and  its  aims,  and  each  of  the  Sunday 
issues  devoted  a  part  of  a  section  of  the  paper 
to  the  exhibitors  and  their  booths. 

Speakers  have  been  arranged  for.  One  or  two 
of  them  are  sent  out  by  the  American  Medical 
Association  and  others  who  are  known  nationally 
as  men  interested  in  public  health,  and  yet  their 
programs  are  not  to  be  so  technical  but  what 
they  will  be  generally  comprehended.  There  is 
to  be  a  time  limit  put  on  all  of  the  speakers  and 
all  of  the  activities  so  that  no  one  will  monopolize 
the  attention  of  the  audience,  whether  in  the 
Armory  hall  proper  or  in  the  Annex  where  the 
interesting  athletic  sports  are  exhibited  or  where 
the  moving-picture  shows  are  given  or  where  the 
contest  for  prizes  in  regard  to  public  health 
lueasLires  will  be  bestowed. 

There  has  been  a  very  gratifying  spirit  of 
co-operation  among  medical  men,  and  it  recalls 
to  mind  what  Kipling  says : 

“It  ain’t  the  individual 

Nor  the  army  as  a  whole. 

But  the  everlasting  team-work 

Of  every  blooming  soul.” 

“WHAT  DOCTOR  SHALL  WE  CALL?” 

This  must  be  a  question  which  is  frequently 
asked  by  the  layman,  and  sometimes  it  is  un¬ 
questionably  a  very  difficult  matter  to  decide. 
There  are  so  many  “doctors”  now  that  it  must 
be  a  very  embarrassing  thing,  sometimes,  to  know 
what  to  do ;  and,  while  it  is  presumed  that  the 
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majority  of  people  do  not  always  differentiate 
between  “doctors”  because  there  are  a  host  of 
men  who  call  themselves  “doctors”  and  who  use 
the  term  “doctor”  yet  who,  perhaps,  belong  to 
a  cult,  one  would  not  necessarily  call  a  chemist 
in  as  a  practising  physician,  and  yet  he  may  be 
known  as  a  “doctor” ;  or  a  physiologist  who 
teaches  physiology  and  is  entitled  to  put  “Dr.” 
in  front  of  his  name  and  yet  is  not  a  graduate 
in  medicine.  Recently  the  discussion  has  come 
up  as  to  whether  a  chiropodist  should  be  called 
a  doctor,  and  yet  he  does  use  the  term  with  the 
full  knowledge  that  he  is  practising  ethical  chir¬ 
opody.  True,  he  is  educated  largely  in  regard 
to  disorders  of  the  feet,  and  because  he  belongs 
to  a  national  or  a  state  organization  which  is 
formed  under  the  auspices  of  reputable  chir¬ 
opodists  he  attaches  the  title  “Dr.”  to  his  name ; 
but  many  physicians  object  to  his  taking  this 
privilege.  But  if  we  are  going  to  object  to  a 
class  of  people  known  as  chiropodists,  what  are 
we  going  to  do  with  the  multiplicity  of  people 
who  are  not  doctors  in  any  sense  of  the  word, 
the  chiropractors  for  instance,  who  do  not  hesi¬ 
tate  at  all  to  use  the  term  “doctor”  nor  do  the 
diploma-mill  men,  who  have  bought  their  diplo¬ 
mas — they  style  themselves  as  doctors.  No  won¬ 
der  the  public  is  uncertain. 

The  New  York  State  Department  of  Health 
has  recently  broadcasted,  by  radio,  some  infor¬ 
mation  on  this  subject,  and  it  cites  the  family 
who  is  moving  from  one  town  to  the  other,  or 
is  compelled  for  some  reason  to  seek  a  new 
medical  advisor.  Dr.  P.  B.  Brooks,  Deputy  Com¬ 
missioner  of  Health,  who  is  responsible  for  the 
advice  given,  says  that  this  question  may  be  a 
momentous  one.  “Life  and  health  are  possess¬ 
ions  too  precious  to  warrant  putting  them  in  the 
hands  of  incompetents.  It  is  not  always  easy  to 
make  a  wise  selection,  and  the  following  rules 
will  help  one  to  act  wisely : 

1.  Be  sure  the  physician  is  licensed. 

2.  Make  certain  he  is  a  doctor  of  medicine. 

3.  Avoid  the  sensationally  advertised  doctor. 

4.  Do  not  be  impressed  by  the  elaborateness 
of  offices. 

5.  Membership  in  a  society  indicates  he  is 
reputable. 

6.  Does  he  take  medical  journals? 

And,  finally,  having  chosen  your  doctor,  re¬ 
member  that  even  though  a  doctor,  he  is  still 
human  and  not  a  superman.  Do  not  expect  him 
to  do  the  impossible.  As  an  old  liveryman  used 
to  say  about  horses,  when  they  were  taken  to 
him  for  opinions  as  to  their  ph3^sical  soundness 


and  probable  temperamental  qualities :  ‘Doc,  you 
must  remember  there  ain’t  none  of  ’em  perfect.” 

Now,  this  is  good  advice  to  follow,  and  if  we 
could  only  get  it  capitalized  and  get  it  printed  in 
the  daily  press  it  would  help  people  very  ma¬ 
terially.  Then,  too,  it  should  be  considered,  when 
these  discussions  are  being  held,  that  public 
health  activities  sometimes  lead  to  a  conflict  be¬ 
tween  these  bodies  and  the  medical  profession, 
and  often  there  is  no  definite  demarkation  made 
between  the  legitimate  scope  of  the  public  health 
activities  and  the  rights  and  privileges  of  phy¬ 
sicians.  This  sometimes  causes  serious  trouble 
in  small  towns,  and  the  doctors  who  are  in  active 
practice  resent  the  efforts  of  the  man  who  is 
engaged  in  public  health  work  because  they  either 
attempt  a  diagnosis  or  suggest  a  line  of  treat¬ 
ment  that  may  not  be  in  harmony  with  the  phy¬ 
sician’s  idea.  Then  there  is  the  free  clinic,  which 
is  a  very  fertile  ground  for  the  development 
of  disaffection.  Some  of  the  troubles  that  are 
continually  springing  up  in  cities  are  through  the 
conducting  of  free  clinics  for  various  disorders 
and  thus  disturbing  the  physician’s  rights.  So 
there  are  many  things  to  investigate  when  a  new 
family  wants  a  doctor  in  a  new  town,  or  is  ob¬ 
liged  to  call  someone  else  for  good  and  sufficient 
reasons. 


NEWS  ITEMS 


Dr.  J.  C.  R.  Charest  has  moved  from  Minne¬ 
apolis  to  Murdock. 

Dr.  I.  H.  Dahl,  of  Thor,  Iowa,  has  moved 
to  Becker,  Minn. 

Dr.  F.  K.  Brandenberg  has  moved  from  New 
Richland  to  Crystal  Bay. 

Dr.  C.  M.  Niles  has  moved  from  Cathay, 
N.  D.,  to  Forest  Lake,  Minn. 

The  Eitel  Hospital  of  Minneapolis  graduated 
a  class  of  twenty-four  nurses  last  week. 

Another  death  from  smallpox  was  reported 
by  the  Minnesota  State  Board  of  Health  last 
week. 

Six  health  clinics  were  given  the  past  week 
in  Steele  County  by  the  County  Public  Health 
Association. 

Dr.  Charles  E.  Proshek,  formerly  of  New 
Prague,  has  located  in  Minneapolis,  with  offices 
in  the  La  Salle  Building. 
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Dr.  and  Mrs.  J.  A.  Evert,  of  St.  Anthony  Park, 
St.  I’aul,  have  returned  from  a  month’s  trip  to 
New  York  City  and  P)Oston. 

Dr.  Paul  W.  Giessler,  ofi  Minneapolis,  was 
married  this  week  to  Miss  Catherine  Hughes 
Boetler,  also  of  Minneapolis. 

About  one  hundred  women  are  taking  the 
annual  short  course  in  home  nursing  now  in  ses¬ 
sion  at  the  University  of  Minnesota. 

Dr.  Charles  E.  Barker,  who  was  President 
Taft’s  physician,  is  lecturing  on  health  subjects 
in  Duluth  before  schools,  civic  health  clubs,  etc. 

The  new  unit  of  the  Fairview  Hospital  of 
Minneapolis  was  completed  and  opened  last 
month.  The  hospital  now  has  a  capacity  of  225 
beds. 

Dr.  A.  A.  Rankin  has  moved  from  Waconia 
to  Brownton,  where  he  takes  over  the  practice 
of  Dr.  J.  O.  Engstand,  who  has  moved  to 
Bemidji. 

The  five  free  vaccination  stations  of  Duluth 
have  been  closed.  Twelve  or  thirteen  thousand 
people,  including  school  chidren,  were  vaccinated 
in  these  stations. 

Dr.  Joseph  Moss,  Pathologist  of  the  Medical 
College  of  the  University  of  North  Dakota,  was 
married  last  month  to  Mrs.  Fannie  Fishman,  of 
Grand  Forks,  N.  D. 

The  programs  of  Minneapolis  Clinic  Week 
and  the  Southern  Minnesota  Medical  Associa¬ 
tion,  and  an  editorial  on  the  Minneapolis  Health 
Exposition  appear  elsewhere  in  this  issue. 

Dr.  C.  L.  Bury,  of  Parker,  S.  D.,  has  taken 
over  the  hospital  formerly  conducted  by  Dr.  F. 
E.  Fyle  at  Geddes,*  S.  D.,  who  disappeared  last 
December  and  has  not  been  heard  from  since. 

The  South  Dakota  State  Medical  Association 
holds  its  annual  meeting  on  the  20th  and  21st 
of  this  month  at  Mitchell,  S.  D.  The  chief  part 
of  the  program  will  be  given  over  to  dry  clinics. 

Dr.  M.  M.  Williams,  of  Toronto,  Canada,  has 
been  appointed  head  of  the  Division  of  Child 
Hygiene  of  the  North  Dakota  Department  of 
Public  Health,  to  succeed  Dr.  L.  E.  Boutelle. 

National  Hospital  Day  (May  12)  will  be  gen¬ 
erally  observed  in  the  Northwest.  This  is  also 
the  104th  birthday  of  Florence  Nightingale, 
whose  fame  is  due  to  hospital  service  and  nurs¬ 
ing  accomplishment. 

Miss  Charlotte  M.  Hanson  has  been  appointed 
public  health  nurse  of  Rochester.  She  is  a  grad¬ 


uate  of  the  Northwestern  Hospital  Training 
School,  of  Minneapolis,  and  took  the  University 
course  in  public  nursing. 

Dr.  Charles  M.  Jackson,  Professor  of  Anatomy, 
University  of  Minnesota,  was  elected  a  member 
of  the  Executive  Committee  of  the  American 
Association  of  Anatomists  at  the  annual  meeting 
of  the  Association  last  month. 

The  U.  S.  Public  Health  Service  announced 
that  the  per  diem  cost  per  patient  in  the  U.  S. 
Marine  Hospitals  in  1923,  was  $4.08,  which  of 
course  is  much  less  than  the  cost  for  like  service 
in  private  or  public  civilian  hospitals. 

The  Minnesota  Public  Health  Association  has 
sent  two  nurses,  each  having  a  Ford  coupe,  fully 
equipped,  to  the  northern  part  of  the  state  to  do 
demonstration  work  in  the  rural  districts.  One 
of  the  autos  carries  a  moving  picture  outfit. 

At  the  annual  meeting  of  the  Stearns-Benton 
County  Medical  Society,  held  at  St.  Cloud  last 
month,  the  following  officers  were  elected :  Presi¬ 
dent,  Dr.  C.  B.  Lewis ;  vice-president.  Dr.  C. 
S.  Sutton;  secretary-treasurer.  Dr.  J.  N.  Libert, 
all  of  St.  Cloud. 

The  Mitchell  (S.  D.)  District  Medical  Society 
at  its  monthly  meeting  in  April  passed  a  resolu¬ 
tion  favoring  a  revision  of  the  State  fee  bill  in 
medical  compensation  cases,  and  the  delegates 
were  instructed  to  take  the  matter  up  at  the  State 
Association  meeting. 

The  South  Dakota  State  Medical  Association 
will  not  follow  this  year  its  long-established  cus¬ 
tom  of  having  a  meeting  of  the  Council  on  the 
day  or  evening  preceding  the  two  days  of  the 
scientific  section.  The  meeting  will  be  confined 
to  two  days,  May  20  to  21. 

The  42  eight-grade  pupils  of  the  Gorman 
School  of  St.  Paul  drank  57  bottles  of  milk 
each  school  day  in  the  month  of  March.  The 
size  of  the  bottles,  whether  pint,  quart,  or  gallon, 
is  not  stated  in  the  daily  paper  making  the  state¬ 
ment.  The  teacher  says  the  members  of  the 
class  are  unusually  healthy. 

The  American  Association  for  Thoracic  Sur¬ 
gery  will  meet  in  Rochester  on  June  5,  6,  and  7. 
Papers  will  be  presented  by  men  who  are  author¬ 
ities  in  their  particular  fields.  On  June  7  there 
will  be  an  operative  clinic  and  a  dry  clinic,  and 
on  June  5  in  the  evening  there  will  be  a  joint 
meeting  with  the  American  Society  of  Clinical 
Pathologists. 

The  Northwestern  Medical  Officers  Associa¬ 
tion  of  the  World  War  will  hold  a  meeting  in 
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Minneapolis  on  IMay  6  in  connection  with  Clinic 
Week.  Dinner  will  be  served  at  6 ;  30,  and  an 
entertainment  will  follow.  Every  medical  officer 
who  did  service  in  the  World  War  is  eligible 
to  membership  in  the  Association  and  is  urged 
to  attend  the  meeting. 

According  to  a  survey  of  309  families  in 
IMinneapolis,  made  by  the  Graduate  School  of 
the  University  of  Minnesota,  77  per  cent  of  the 
heads  of  families  read  with  interest  the  health 
articles  in  the  daily  press.  As  such  articles  are 
prepared,  at  least  in  most  papers,  by  able  medical 
men,  they  are  a  great  help  to  both  the  public 
and  the  medical  (profession. 

A  Mitchell  (S.  D.)  paper  makes  an  extended 
complimentary  notice  of  the  annual  report  of  the 
Bartron  Hospital  of  that  city,  especially  pointing 
out  the  value  of  such  an  institution  to  the  public. 
The  capacity  of  the  hospital  is  85  beds.  Marked 
physicial  improvements  have  been  made  during 
the  past  year,  and  the  Hospital  is  now  on  the 
accredited  list  of  the  American  College  of  Sur¬ 
geons.  Dr.  Hans  Goldbach,  of  Vienna,  has 
joined  the  staff  as  a  specialist  in  internal  med¬ 
icine  and  skin  diseases.  Dr.  Bartron  is  a  grad¬ 
uate  of  the  Medical  School  of  the  University 
of  Minnesota,  class  of  ’06. 

The  Sioux  Valley  Aledical  Association  will 
hold  its  summer  meeting,  which  is  its  annual 
meeting,  at  Sioux  Falls,  S.  D.,  the  second  week 
in  July.  The  Seventh  District  Medical  Society 
of  South  Dakota  will  be  the  hosts,  and  will  pro¬ 
vide  generous  entertainment.  Dr.  T.  A.  Stevens, 
of  Sioux  Falls,  is  chairman  of  the  Committee 
on  Clinics,  -  and  will  be  pleased  to  hear  from 
members  of  the  Association  who  will  present 
cases  before  the  meeting.  Dr.  G.  G.  Cottam,  of 
Sioux  Falls,  is  chairman  of  the  Committee  on 
Arrangements,  and  Dr.  R.  M.  Waters,  of  Sioux 
City,  Iowa,  is  Secretary  of  the  Association. 

Program  of  the  IMay  ^Meeting  of  the  Staffs 

OF  Lymanhurst  and  Parkview  Hospitals 

The  following  is  the  program  to  be  presented 
before  the  Staffs  of  the  Lymanhurst  and  Park- 
view  Hospitals  on  Tuesday  evening.  May  27,  at 
7:00  o’clock  at  the  Lymanhurst  School: 

Twenty  Years  Observation  of  Tuberculosis  Con¬ 
trol.  By  Dr.  E.  L.  T uohy.  President  of  the  St.  Louis 
County  Tuberculosis  Commission,  Duluth,  Minn. 

Report  of  von  Pirquet  Tests  in  1,500  Children 
in  a  Minnesota  Rural  Community.  By  Dr.  S. 
A.  Slater,  Superintendent,  Southwestern  Minne¬ 
sota  Sanatorium,  Worthington,  Minnesota. 

All  persons  interested  in  tuberculosis  work  are 
cordially  invited  to  attend  this  meeting. 


Program  of  the  Southern  Minnesota 
Medical  Association 

The  Association  will  hold  its  annual  meeting 
this  year  at  Mankato,  in  a  one-day  session,  on 
Monday,  May  19. 

Morning  Session  8:00  a.  m. 

Held  at  Elk’s  Hall 

1.  Radium  in  Benign  Conditions  of  the  Nose  and 

Throat,  Dr.  Laura  A.  Lane,  Minneapolis, 

2.  Laryngeal  Obstruction  in  Acute  Infectious  Dis¬ 

ease,  Dr.  S.  W.  Adler,  Winona. 

3.  Intussusception  in  Infancy,  Dr.  W.  B.  Grise, 

Austin. 

4.  The  Role  of  Diet  in  the  Treatment  of  Dis¬ 

orders  of  Older  Children,  Dr.  Frederic  W. 
Schlutz,  Minneapolis. 

5.  Hypertension:  An  Index  to  Toxemia  of  Preg¬ 

nancy,  Dr.  R.  D.  Mussey,  and  Dr.  L.  M. 
Randall,  Rochester. 

6.  Some  New  Problems  in  Obstetries,  Dr.  W.  H. 

Condit,  Minneapolis. 

7.  Factors  in  Operability  of  Acute  Appendicitis, 

Dr.  W.  P.  Finney,  Rochester. 

8.  Pre-operative  and  Post-operative  Care  of  Sur¬ 

gical  Patients,  Dr.  A.  E.  Sohmer,  Mankato. 

9.  Treatment  of  Nasal  Deformities,  Dr.  G.  B. 

New,  Rochester. 

10.  Osteochondral  Grafts  to  Skull,  Dr.  A.  M. 

Hanson,  Faribault. 

Luncheon  12:15  P.  m. 

Afternoon  Session  1:45  P.  M. 

Held  at  Elk’s  Hall 

11.  Foreign  Bodies  in  the  Esophagus  and  Air  Pass¬ 

ages,  Dr.  P.  P.  Vinson,  Rochester. 

12.  Pneumonia  and  Its  Treatment  with  Pneu- 

mococous  Antigen,  Dr.  D.  B.  Pritchard, 
Winona. 

13.  Clinical  Aspects  of  Coronary  Sclerosis,  Dr.  F. 

A.  Willius,  Rochester. 

14.  Hip  Fractures,  Dr.  A.  G.  Liedloff,  Mankato. 

15.  Injuries  of  the  Carpal  Bones,  Dr.  Emil  S.  Geist, 

Minneapolis. 

16.  Treatment  of  Burns,  Dr.  Arthur  Collins,  Duluth. 

17.  The  Value  of  Proctology  in  General  Practice, 

Dr.  L.  A.  Buie,  Rochester. 

18.  X-Ray  Theraphy  on  Some  Common  Skin  Dis¬ 

eases,  Dr.  A.  J.  Wentworth,  Mankato. 

19.  Surgical  Treatment  Non-Tubereular  Pulmonary 

Suppuration,  Dr.  C.  A.  Hedblom,  Rochester. 

20.  Role  of  Iodine  in  Prevention  of  Goitre,  Dr. 

Henry  S.  Plummer,  Rochester. 

Evening  Session  8:00  p.  m. 

At  Masonic  Temple 
Presidential  Address 

1.  A  Quarter  Century  in  the  Medical  Profession, 

Dr.  F.  P.  Strathern,  St.  Peter. 

2.  Reconstructive  Surgery,  Dr.  Dean  Lewis, 

Chicago. 

3.  Australia,  Dr.  W.  J.  Mayo,  Rochester. 
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Program  of  Minneapolis  Clinic  Week 

May  6,  7,  8,  and  9,  1924 

Program  for  Dry  Clinics 

Tuesday  and  Wednesday,  May  6  and  7,  Conducted 
at  the  Unitarian  Church,  Eighth  St.  and  La  Salle 
Ave.,  one  block  from  Radisson  Hotel. 

Demonstrations  twenty  minutes 

Tuesday,  May  6th,  9  a.  m. 

Dr.  James  H.  Johnson,  Chairman 

Retroperitoneal  Tumors.  Lantern  slide  demon¬ 
stration,  Dr.  Stephen  Baxter. 

Present-day  Treatment  of  Diabetes;  Severe  symp¬ 
toms  from  Movable  Kidney.  Differential  Diag¬ 
nosis:  Presentation  of  cases,  Dr.  Moses  Baron. 

Demonstration  of  Ambulatory  Types  of  Idiopathic 
Pernicious  Anemia,  Dr.  J.  P.  Schneider. 

Acrodynia  and  Some  Common  Forms  of  Infectious 
Skin  Diseases.  Demonstration  of  cases.  Dr. 
F.  C.  Rodda  and  Dr.  John  Butler, 

Tuesday,  2  p.  m. 

Dr.  a.  a.  Zierold,  Chairman 

Pre-operative  Treatment  for  Hypertrophy  of  the 
Prostate.  Demonstration  of  cases,  Dr.  G.  T. 
Thomas. 

Diseases  of  Pancreas  and  Diabetes.  Demonstration 
of  cases,  Dr.  J.  G.  Cross. 

Sacroiliac  Spine.  Fracture  of  Spine  without  Paraly¬ 
sis,  Drs.  Geist  and  Henry. 

Functional  Nervous  Diseases  in  Childhood.  Pre¬ 
sentation  of  cases.  Dr.  E.  J.  Huenekens. 

Medical  Work  of  the  U.  S.  Veterans’  Bureau,  Dr. 
H.  L.  Williams. 

Wednesday,  May  7th,  9  a.  m. 

Dr.  R.  C.  Webb,  Chairman 

Case  Illustrations  of  Results  in  Diabetes,  Dr.  D. 
McCarthy. 

Surgery  of  the  Upper  Abdomen  under  Local  Anes¬ 
thesia.  Demonstration  of  cases.  Dr.  Stanley 
Maxeiner. 

Toxemia  of  Pregnancy  Signalized  by  Nausea  and 
Vomiting,  Dr.  R.  T.  LaVake. 

Sequelae  of  Head  Injuries  with  Case  Demonstration, 
Dr.  J.  C.  Michael. 

Demonstration  of  Cases  Operated  on  for  Salpingi¬ 
tis.  Demonstration  of  Case  of  Membranous 
Pericolitis.  Lantern  slides.  Dr.  A.  E.  Benjamin. 
Wednesday,  May  7th,  2  p.  m. 

Dr.  James  M.  Hayes,  Chairman 

Dementia  Precox.  Posterior  Spinal  Paralysis.  Dr. 
W.  A.  Jones. 

Present-day  Treatment  of  Diabetes  in  Children 
Presentation  of  Cases,  Dr.  N.  O.  Pearce. 

Intra-ocular  Tumors.  Demonstration,  Dr.  Walter 
Camp. 

Demonstration  of  Routine  Treatment  of  Fractures 
and  Standardized  Equipment,  Drs.  Wilcox  and 
White. 

AT  GOLD  ROOM  OF  RADISSON  HOTEL 
Thursday,  May  8th,  2  p.  m. 

Dr.  George  R.  Dunn,  Chairman 

Some  Problems  Associated  with  Plastic  Surgery, 
Demonstration  of  cases.  Dr.  R.  E.  Farr. 


Plastic  Nasal  Surgery.  Demonstration  and  presen¬ 
tation  of  cases.  Dr.  J.  D.  Lewis. 

Hypophyseal  Tumors,  Dr.  J.  F.  Corbett. 

Brain  Tumors.  Lantern  slide  demonstration  with 
case  histories.  Dr.  A.  S.  Hamilton. 

Friday,  May  9th,  2  p.  m. 

Dr.  Willard  D.  White,  Chairman 

Pyelitis  and  Pregnancy.  Value  of  Ruben’s  Test  in 
Sterility,  Dr.  F.  L.  Adair. 

Surgery  of  the  Stomach  and  Rectum.  Presentation 
of  cases.  Dr.  A.  C.  Strachauer. 

Unusual  Case  of  Splenic  Anemia — Splenectomy. 
Presentation  of  case.  Dr.  E.  D.  Anderson. 

Tumors  Complicating  Pregnancy.  Demonstration  of 
cases.  Dr.  J.  C.  Litzenberg. 


Tentative  Program  for  Hospital  Clinics 

ABBOTT  HOSPITAL 
Thursday,  May  8th 

9:00-10:00  a.  m. — Medical  Bedside  Clinic:  Spleen, 
liver,  and  blood  disease.  Dr.  J.  P.  Schneider. 
10:00-11 :00  a.  m. — Medical  Clinic.  Dr.  J.  F.  Avery. 

9:00  A.  M. — Operative  Clinic.  Rectal,  Dr.  W.  A. 

Fansler.  , 

9 :00-10  :00  a.  m. — Surgical  Clinic.  Dr.  A.  W.  Abbott. 
10:00-11 :00  a.  m. — Surgical  Clinic.  Dr.  Jas.  A.  Johnson. 

Friday,  May  9th 

10:00-11:00  a.  m. — Medical  Clinic.  Dr.  J.  F.  Avery. 
9:00-10:00  a.  m. — Medical  Clinic.  Dr.  George  Douglas 
Head. 

9:00-10:00  a.  m. — Surgical  Clinic.  Dr.  A.  C.  Strachauer, 
10 :00  A.  M.  12  :00  m. — Pediatrics.  Dr.  N.  O.  Pearce. 
10:00  A.  M.  12:00  m. — Pediatrics.  Dr,  Rood  Taylor. 

10 :00  A.  M.  12 :00  m. — Pediatrics.  Dr.  R.  C.  Rodda. 
10:00  A.  M.  12:00  m. — Pediatrics.  Dr.  E.  F.  Robb. 

DEACONESS  HOSPITAL 
Thursday,  May  8th 

8:00  A.  M. — Surgical  Clinic.  Dr.  Daniel  A.  MacDonald. 
9 :00  A.  M. — Surgical  Clinic.  Dr.  C.  A.  Witham. 

EITEL  HOSPITAL 
Thursday,  May  8th 

9 :00  A.  M. — Surgical  Clinics.  Dr.  Geo.  G.  Eitel. 

9 :00  A.  M. — Surgical  Clinics.  Dr.  E.  C.  Robitshek. 

Friday,  May  9th 

9 :00  A.  M. — Urology ;  Diagnosis  and  Surgery.  Dr. 
Gilbert  J.  Thomas. 

FAIRVIEW  HOSPITAL 
Thursday,  May  8th 

8:00  A.  M. — Diagnostic  and  Surgical  Clinic.  Dr.  Ivar 
Sivertsen. 

Friday,  May  9th 

9:00  A.  M. -12:00  m. — Diagnostic  and  Surgical  Clinic. 
Dr.  N.  H.  Sheldrup. 

Medical  Clinic.  Dr.  F.  H.  Hacking. 

MINNEAPOLIS  GENERAL  HOSPITAL 
Thursday,  May  8th 

8:00-11:00  a.  m. — General  Surgery.  Dr.  Richard  R. 
Cranmer.  “B” 

Surgical  Clinic.  Dr.  Edward  Moren.  “B” 
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Surgical  Clinic,  Operative.  Dr.  Stanley  R.  Max- 
einer.  “B” 

8:00-10:30  a.  m. — Gynecology  and  Obstetrics.  “B” 

I.  Hysterectomy — Fibroid  of  Uterus;  2.  Opera¬ 
tion  for  Displacement  of  Uterus;  3.  Pelvic  Con¬ 
genital  Deformities  in  Female.  Dr.  A.  E.  Ben¬ 
jamin.  “B” 

10:00  A.  M.  12:00  M. — Pediatrics:  Infant  Feeding.  Dr. 

E.  J.  Huenekens. 

Clinic  Room  :  Gynecology  “B” ; 

Genito-Urinary  Clinic,  Operative.  Dr.  Oscar  Owre. 
Friday,  May  9th 

8 :00-ll  :00  a.  m. — Operative  Clinic.  Dr.  J.  F.  Corbett.  “A.” 
Operative  Clinic.  Dr.  Archa  E.  Wilcox.  “A” 
Operative  Clinic.  Dr.  A.  A.  Zierold.  “A” 
Operative  Clinic.  Dr.  Frederick  Olson.  “A” 

8 :00-10 :00  a.  m. — Gynecology  and  Obstetrics.  Dr.  F. 
L.  Adair.  “A” 

Gynecology  and  Obstetrics,  Operative.  Dr.  Jalmar 

F.  Simons.  “A” 

Gynecology,  Operative.  Dr.  R.  T.  LaVake,  “A” 
10:30  A.  M.  12:00  m. — Clinic  Room  “A”  Gynecology 
and  Obstetrics. 

Eye,  Ear,  Nose  and  Throat,  Operative  Clinics.  Dr. 

J.  D.  Lewis. 

NEW  ASBURY  HOSPITAL 
(9th  Ave.  So.  and  15th  St.) 

Thursday,  May  8th 

10 :00  A.  M. — Surgical  Clinic :  Cholecystectomy,  Local 
Anesthesia.  Dr.  Louis  Dunn. 

Friday,  May  9th 

10 :00  A.  M. — Hysterectomy,  Local  Anesthesia.  Dr. 
Louis  Dunn. 

9:00  A.  M. — Clinical  Hematology:  (1)  Anemia  of  Preg¬ 
nancy;  Pernicious  Anemia;  Simple  anemia;  (2) 
Polycythemia  Vera  (Osier’s  Disease)  ;  (3)  Purpura 
Hemorrhagica.  Dr.  F.  H.  F.  Schaaf. 

NORTHWESTERN  HOSPITAL 
Thursday,  May  8th 

9:00  A.  M. — Surgical.  Dr.  Arthur  T.  Mann. 

8:00  A.  M. -12:00  m. — Eye,  Ear,  Nose,  and  Throat.  Drs. 
Horace  Newhart,  Walter  E.  Camp,  and  Erling  W. 
Hansen. 

Friday,  May  9th 

9:00  A.  M. — Surgical.  Dr.  Arthur  T.  Mann. 

8:00  A.  M. — Eye,  Ear,  Nose,  and  Throat  Clinic,  Sur¬ 
gical.  Dr.  G.  Elmer  Strout. 

ST.  BARNABAS  HOSPITAL 
Thursday,  May  8th 

9:00  A.  M. -12:00  m. — General  Surgery.  Dr.  John  O. 
Taft. 

9 :00  A.  M. — Eye,  Ear,  Nose,  and  Throat.  Dr.  G. 
Elmer  Strout. 

Gynecology.  Dr.  Jalmar  H.  Simons. 

8:30  A.  M. — Surgical  Clinic.  Dr.  Clyde  A.  Undine. 
Friday,  May  9th 

9:00  A.  M. -12:00  m. — General  Surgerv.  Dr.  John  O. 
Taft. 

ST.  MARY’S  HOSPITAL 
Thursday,  May  8th 

8:30  A.  M. — Surgical  Clinic  (novocaine  anesthesia).  Dr. 
A.  A.  Laurent. 


9:00  A.  M. — Surgical  Clinic.  Dr.  Archa  E.  Wilcox. 

9 :00  A.  M. — Surgical  Clinic.  Demonstration  of  oper¬ 
ations  under  local  anesthesia.  Dr.  Robert  Em¬ 
met  Farr. 

Friday,  May  9th 

9 :00  A.  M. — Surgical  Clinic.  Demonstration  of  cases 
under  local  anesthesia.  Dr.  Robert  Emmett  Farr. 

SWEDISH  HOSPITAL 
Thursday,  May  8th 

10:00  A.  M. — Radium  Therapy.  Dr.  Charles  R.  Drake. 
THOMAS  HOSPITAL 
Thursday,  May  8th 

10:00  A.  m.-12:00  m. — Diagnosis  and  Treatment  of  Pul¬ 
monary  Tuberculosis.  Dr.  Walter  J.  Marcley. 

UNIVERSITY  HOSPITAL 
Thursday,  May  8th 

9:00-10:30  a.  m. — Surgery.  Dr.  A.  L.  Cameron,  Room  1. 
Urology.  Dr.  F.  R.  Wright,  Room  2. 

Obstetrics  and  Gynecology.  Dr.  J.  C.  Litzenberg, 
Wards. 

10:30  A.  M. -12:00  m. — Surgery.  Dr.  A.  C.  Strachauer, 
Room  1. 

Gynecology.  Dr.  H.  M.  N.  Wynne,  Room  2. 
2:00-4:30  p.  m. — Pediatrics.  Dr.  F.  W.  Schlutz,  Wards. 
Medicine.  Dr.  S.  M.  White,  Wards. 

Friday,  May  9th 

9:00-10:30  a.  m. — Operative  Gynecology.  Dr.  T.  W. 
Weum. 

9:00-10:30  a.  m. — Surgery.  Dr.  A.  A.  Law,  Room  1. 

9 :00-10 :30  a.  m. — Ophthalmology.  Operative  Clinic. 
Dr.  W.  R.  Murray. 

10:30  A.  M.-12 :00  m. — Ophthalmology  and  Otolarnygo- 
logy.  Dr.  Howard  S.  Clark,  Room  2. 

2:00-4:30  p.  m. — Pediatrics.  Dr.  F.  J.  Rodda,  Wards. 
Medicine.  Dr.  A.  H.  Beard,  Wards. 

UNIVERSITY  DISPENSARY 
Thursday,  May  8th 

10:00  A.  M. — Neurological  Clinic.  Dr.  J.  C.  Michael. 
Obstetrical  and  Gynecological  Diagnosis.  Dr. 

R.  T.  LaVake. 

Friday,  May  9th 

1:00  A.  m.-2:30  p.  m. — Diseases  of  the  Heart.  Dr. 
Thomas  Ziskin. 

U.  S.  VETERAN’S  BUREAU,  Dist.  No.  10 
At  Keith-Plaza  Bldg.,  1700  Hennepin  Ave. 

10:00  A.  M.-12 :00  m. — Cardiac  Diagnosis.  Dr.  Thomas 
Ziskin. 

Tuberculosis  (Diseases  of  the  Chest),  Dr.  Frank 
H.  Hacking. 

Eye,  Ear,  Nose,  and  Throat.  Dr.  John  W.  Lee. 
X-ray  Demonstrations  (Pulmonary  Tuberculosis). 
Dr.  W.  A.  Monnich. 

Diagnosis  of  Gastro-Intcstinal  Diseases.  Dr.  W. 

S.  Anderson. 

Physiotherapy:  Treatment,  Indications,  and  Lim¬ 
itations.  Dr.  J.  M.  Hayes. 

Nervous  and  Mental  Diseases:  (1)  Encephalitis 
with  Parkinsonian  Syndrome;  (2)  Pituitary  Disease 
with  Obesity;  (3)  Hematomyelia  with  Progressive 
Degenerations.  Dr.  A.  G.  Dumas 


THE  JOURNAL-LANCET 


258 

U.  S.  VETERANS’  HOSPITAL  No.  68 
(Asbury  Hospital — 9th  Ave.  and  9th  St.  So.) 
Friday,  May  9th 

10:00  A.  m.-12:00  m. — Surgical  Tuberculosis:  Local 
Anesthesia  in  Tuberculosis. 

Bone  Surgery  in  Tuberculosis.  Surgery  in  Pneu¬ 
mo-thorax  and  Pneumo-peritoneum.  Dr.  Stanley 
R.  Maxeiner. 

Pulmonary  Tuberculosis.  Dr.  Alexander  Josewich. 
Tuberculous  Laryngitis.  Tonsillectomies  under 
local  anesthesia:  Method,  Dissection  and  Sluder. 
Dr.  J.  F.  Curtin. 

Laboratory  Findings  in  Tuberculosis.  Insulin  Treat¬ 
ment  for  Diabetes.  Dr.  Floyd  Grave. 

X-ray  Demonstrations.  Dr.  W.  A.  Monnich. 
Physiotherapy  Demonstrations.  Dr.  F.  A.  Cochran. 

EXECUTIVE  COMMITTEE 

W.  A.  JONES,  M.D.,  Chairman 
G.  ELMER  STROUT,  M.D.,  Secretary 
N.  O.  PEARCE,  M.D., 

C.  B.  WRIGHT,  M.D. 

A.  A.  ZIEROLD,  M.D. 

DR.  W.  A.  JONES. 

Chairman  of  the  Executive  Committee, 
Clinical  Section  of  the  Hennepin 

County  Medical  Society. 
DR.  G.  ELMER  STROUT, 

Secretary-Treasurer. 


Minneapolis  Health  Exposition 
May  3-10 

Under  the  Auspices  of  the  Hennepin  County  Med¬ 
ical  Society. 


Static  Machine  Wanted 

Mica  preferred.  Give  price  and  condition  of  ma¬ 
chine.  Address  86,  care  of  this  office. 

Good  Opening  for  a  Physician 

In  a  Minnesota  City  of  over  8,000  population. 
Good  hospital  facilities.  Address  81,  care  of  this 
office. 

Temporary  Work  Wanted 

By  a  competent  physician  licensed  in  Minnesota 
and  North  Dakota.  Can  give  the  best  of  references. 
Ten  years  experience;  available  at  once.  Address 
79,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  LaSalle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Good  Location  for  a  Physician 

Doctor’s  office  on  prominent  corner  over  drug¬ 
store  in  new  residential  district  of  St.  Paul.  Price 
of  office  and  reception-room  furniture  about  $500. 
Address  85,  care  of  this  office. 

Practice  for  Sale  in  Minnesota 

In  town  of  5,000,  county-seat.  Railroad  town. 
Only  four  other  active  physicians.  For  price  of 
equipment  only.  Must  act  quickly.  Reason  for  sell¬ 
ing  sickness.  Scandinavian  physician  preferred.  Ad¬ 
dress  83,  care  of  this  office. 


Physician’s  Office  in  Minneapolis  for  Rent  for 
Morning  Hours 

I  will  rent  my  office  in  the  LaSalle  Building  for 
the  morning  hours  at  a  very  reasonable  rental. 
Please  call  at  341  La  Salle  Building. 

Fine  South  Dakota  Practice  for  Sale 
Unopposed  practice  of  $8,000  in  town  of  600  in 
rich  farming  country  in  Eastern  South  Dakota. 
$2,000  for  office  outfit  and  introduction.  Address 
78,  care  of  this  office. 

Physician  Wanted 

To  take  over  a  practice  in  a  good  South  Dakota 
town  in  a  large  territory.  Good  man  can  earn 
$10,000  a  year.  Excellent  opportunity  for  a  young 
man.  No  investment  required.  Give  qualifications 
and  references  in  first  letter.  Address  80,  care  of 
this  office. 

Physician  Wanted  in  North  Dakota 
A  young  man  preferred.  For  Center,  N.  D.,  the 
County-seat  of  Oliver  County.  No  doctor  now  in 
County.  Center  has  three  churches  and  two  banks. 
It  is  an  up-to-date  town.  As  health  officer  the 
doctor  receives  $25  a  month.  Address  Robert  Dunn, 
Center,  N.  D. 

Physician  Wanted 

In  a  town  of  800  population  in  southeastern  part 
of  North  Dakota.  A  big  territory  and  a  prosperous 
country.  Mostly  all  Germans  with  a  few  Hollanders 
around.  Doctor  must  be  able  to  speak  German. 
Give  reference  in  first  letter.  A  very  good  opening 
for  the  right  kind  of  a  man.  Address  Nick  Renner, 
Jr.,  Strasburg,  N.  D. 

Minnesota  Practice  for  Sale 
Will  sell  my  practice  as  I  am  taking  up  special 
work.  The  practice  is  young  yet,  but  without 
doing  my  own  surgery  I  made  over  $5,000  last 
year  and  collected  94  per  cent.  Practice  ought  to 
run  $7,000  or  upwards  next  year  on  account  of  a 
new  railroad  being  built  into  the  town.  Am  anxious 
to  close  the  deal  at  once.  Address  76,  care  of  this 
office. 

Assistantship  Wanted 

Assistantship  to  a  good  busy  surgeon  or  general 
practitioner  is  wanted  by  a  recent  Rush  graduate. 
Have  had  nine  months  work  in  emergency  industrial 
surgery  while  at  school  and  fifteen  months  of  one 
of  best  interneshipes.  Can  speak  Norweigian,  and 
am  in  very  good  health,  capable,  and  willing  to  work 
hard.  Am  confident  that  I  can  satisfy  as  to  charac¬ 
ter,  personality,  and  ability.  I  desire  a  position  with 
a  good  future  in  a  thriving  city.  Address  77,  care  of 
this  office. 

Small  Minnesota  Hospital  for  Sale 
A  small  up-to-date  hospital  with  surgeon’s  living' 
quarters  and  offices  on  first  floor  and  with  hospital 
equipment,  consisting  of  8  hospital  beds,  operating- 
table,  stand,  sterilizer,  chairs,  and  other  appliances, 
on  the  second  floor.  This  hospital  is  located  in  a 
small  town  surrounded  by  good  dairy  farms  and  a 
well-known  summer  resort  only  57  miles  from  Min¬ 
neapolis  on  the  Soo  Line.  Property  can  be  bought 
at  a  great  sacrifice  and  on  satisfactory  terms.  Com¬ 
petition  easy.  Telephone  Geneva  6203  or  write  607 
La  Salle  Building,  Minneapolis. 
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THE  TREATMENT  OP  LYE  AND  ACID  BURNS  OF  THE  ESOPHAGUS’*' 

By  Fritz  A.  Haberlin,  M.D. 

REMER,  MINNESOTA 


While  taking  a  year’s  postgraduate  course  as 
assistant  to  Professor  C.  Roux,  of  Lausanne, 
Switzerland,  the  foremost  pupil  of  the  late  Swiss 
surgeon.  Professor  Theod.  Kocher,  famous  in 
this  country  for  his  Y-shaped  gastro-enterostomy, 
I  saw  two  cases  of  acid  and  lye  poisoning.  Pro¬ 
fessor  Roux  presented  these  cases  to  the  students 
and  showed  such  a  simple  and  efficient  treatment 
in  contrast  to  the  usual  treatment  which  has  gen¬ 
erally  resulted  in  strictures  of  the  esophagus, 
that  I  became  interested  and  resolved  to  publish 
his  results.  This  was  published  in  the  Schwei- 
zerische  medizinische  IVochenschrift  in  the  fall 
of  1919,  in  the  form  of  a  thesis.  When  Dr. 
Rishmiller  asked  me  to  bring  a  contribution  to 
the  meeting  of  the  surgical  staff  of  the  Soo  Line, 
I  was  glad  to  find  an  occasion  to  spread  the 
knowledge  of  Professor  Roux’s  method  also  in 
this  country  for  the  benefit  of  these  unfortunate 
patients. 

This  treatment  consists  in  the  immediate  and 
permanent  tubage  of  the  esophagus  after  the  acci¬ 
dent.  The  advantages  are  the  following:  The 
sound  permits  a  thorough  stomach  lavage,  prevent¬ 
ing  a  long  stay  of  the  corrosive  substance.  If  these 
substances  are  also  toxic,  for  example,  phenol, 
we  prevent  a  prolonged  absorption  and  thus  an 
intoxication ;  if  the  substances  are  purely  caustic, 
the  chances  are  better  that  the  burns  are  only 
superficial,  and  perforation  of  the  stomach  and 
perhaps  cicatricial  stenosis  of  the  pylorus  may 
be  discarded.  A  second  advantage  of  the  per- 

♦Presented  before  the  fifteenth  annual  meeting  of  the 
Soo  Surgical  Association  held  at  Minot,  North  Dakota. 


manent  tube  lies  in  the  possibility  to  nourish  the 
patient  right  from  the  start,  thus  sustaining  his 
strength  for  some  possible  serious  operation  later 
on.  An  important  point  is  that  this  treatment 
does  not  need  a  special  instrument  or  a  spec¬ 
ialist  ;  but  the  main  point  consists  in  the  fact 
that  in  all  cases  treated  by  the  permanent  stomach 
tube  we  have  never  observed  a  subsequent  cica¬ 
tricial  stenosis  of  the  esophagus. 

Since  1913  Professor  Roux  has  employed  this 
treatment  in  the  surgical  clinic  of  Lausanne.  The 
aim  of  this  paper  is  to  convince  you  of  the  sim¬ 
plicity,  the  little  danger,  and  the  excellent  results 
obtained  with  this  method.  The  appreciation  of 
this  treatment  consists  essentially  in  the  com¬ 
parison  with  other  methods,  treating  the  sequela 
of  these  burns — cicatricial  stenosis. 

We  shall  first  describe  the  technic  used;  then 
we  shall  discuss  the  results  of  several  existing 
methods,  their  danger,  their  efficiency,  and  their 
durability;  and  we  shall  close  our  study  with 
the  hypothesis  on  the  action  of  permanent  tubage, 
confirmed  by  some  experimental  work  on  dogs. 

On  December  18,  1913,  a  case  of  fresh  lye 
burn  of  the  esophagus  entered  the  hospital. 
Professor  Roux  introduced  a  stomach  tube  and 
left  it  in  place.  He  presented  the  patient  four 
weeks  later  to  the  county  medical  society  and 
expressed  his  idea  as  follows  :  “After  swallowing 
the  caustic,  the  esophagus  is  so  sore  that  the 
patient  dreads  to  take  food.  The  rest,  the  spasm, 
the  reactional  infiltration,  the  shape  of  the  canal, 
the  circular  disposition  of  the  cicatricial  tissue 
in  the  submucosa ;  all  this  works  together  to  make 
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the  esophageal  stricture  a  worse  imitation  of  the 
urethral  stricture.” 

Since  then  Professor  Roux  has  used  this 
method  six  times,  and  always  with  the  same  suc¬ 
cess, — sufficient  nutrition  and  no  cicatricial  sten¬ 
osis  of  the  esophagus. 

We  proceed  in  the  following  manner;  We 
choose  an  esophageal  sound  made  of  soft  rubber 
(Nelaton),  the  diameter  being  from  8  to  11  mm. ; 
for  infants  one  may  use  two  rubber  catheters 
sewed  together  in  order  to  obtain  the  necessary 
length.  Then  we  grease  the  sound  thoroughly 
and  introduce  it  through  the  nose ;  the  tube 
easily  glides  into  the  esophagus  and  down  into 
the  stomach,  if  the  esophagus  is  not  contracted 
by  violent  spasm.  In  the  latter  case  it  is  safer 
to  put  the  patient  to  sleep.  Then  we  wash  out 
the  stomach  thoroughly  and  fix  the  tube  to  the 
cheek  with  adhesive  plaster  and  leave  it  in  place 
for  about  three  weeks.  Evidently  this  is  a  rather 
disagreeable  condition,  but  in  a  few  days  the 
patient  tolerates  the  sound  without  pain  or  dis¬ 
comfort. 

Abbreviated  case  reports  are  as  follows :  All 
patients  presented  about  the  same  status ;  burn 
marks  in  the  mouth  and  pharynx ;  intense  dys¬ 
phagia  ;  burning  pain  in  mouth,  esophagus,  and 
stomach ;  vomiting  of  bloody  brown  masses,  and 
symptoms  of  shock ;  small,  rapid  pulse ;  and 
slight  cyanosis. 

Case  1. — Man,  aged  45,  swallowed  on  December 
17,  1913,  a  large  mouthful  of  lye.  Vomited  several 
times  bloody  masses. 

Treatment;  Introduction  of  permanent  sound 
through  the  nose.  Course:  Slight  elevated  tempera¬ 
ture;  nourishment  through  the  sound. 

December  31  he  swallowed  liquid  alongside  the 
sound. 

January  17,  swallowed  bread  alongside  the  sound. 
Sound  was  then  removed. 

January  19,  left  the  hospital. 

November  12,  1919,  the  patient  writes  that  he  eats 
everything.  During  1919  he  was  controlled  by  the 
passage  of  a  No.  46  tube,  which  failed  to  disclose 
any  stricture. 

Case  2. — A  girl,  aged  22,  swallowed  on  May  2, 
1917,  a  mouthful  of  ammonium  hydrochloride.  Sev¬ 
eral  vomitings. 

Treatment:  Introduction  of  permanent  tube 

through  the  nose;  stomach  washed  out.  First  week; 
temperature  varies  between  99°-101.° 

On  May  20  the  patient  swallowed  dry  bread 
alongside  the  sound  and  the  sound  was  then  re¬ 
moved. 

The  patient  left  the  hospital  on  May  23  after  the 
passage  of  No.  42  French. 

The  patient  died  nine  months  later  in  another 
hospital  from  chloroform  anesthesia.  Before  this 
operation  a  large  esophageal  sound  had  been  passed 
without  difficulty. 


Case  3. — By  mistake  Miss  E.  C.,  aged  21,  took 
twice  the  dose  of  a  corrosive  salt  (sorrel  salt?).  She 
felt  at  once  burning  pain  in  the  mouth  and  stomach; 
a  reverse  dysphagia  ensued,  and  during  the  night 
she  had  chills  and  vomited  black  masses.  On  ex¬ 
amination  (Professor  Barraud)  several  red  and 
necrotic  burn  marks  are  seen  on  the  soft  palate, 
tonsils,  and  epiglottis.  Patient  has  a  hoarse  voice 
and  stridulous  respiration. 

January  7.  Introduction  of  permanent  tube 
through  the  nose  under  general  anesthesia.  Stom¬ 
ach  lavage  yielded  blood  and  black  masses. 

January.  13.  Two  vomitings  of  fresh  blood; 
temperature  101,°  pulse  120  to  150. 

January  14.  Liquid  food  was  given  through  the 
tube.  Then  the  patient  made  rapid  progress  and 
soon  swallowed  alongside  the  sound.  But  on  Feb¬ 
ruary  8  she  commenced  to  vomit  one.' half  hour 
after  meals;  which  continued  also  after  removal  of 
tlie  tube  on  February  18.  The  diagnosis  of  cicatri¬ 
cial  stenosis  of  the  pylorus  was  confirmed  by  the 
A'-ray,  and  Gastro-enterostoniy  was  done  on  Febru¬ 
ary  21. 

The  patient  left  the  hospital  on  May  8,  having 
gained  ten  pounds  in  weight.  She  swallowed  all 
food  without  difficulty  and  the  largest  sounds  ])ass 
without  pain. 

A  year  and  a  half  later  the  patient  wrote  that 
she  had  no  trouble  and  could  eat  everything.  No 
sound  has  been  passed  since  she  left  the  hospital. 

Case  4. — A  woman,  aged  25,  tried  to  commit 
suicide  on  July  21,  1918,  by  drinking  some  HCl. 
Several  vomitings.  Introduction  of  permanent  tube 
and  stomach  lavage  which  brought  forth  some 
bloody  material. 

July  23,  temperature  100.6°;  pulse,  110.  General 
condition,  bad.  Several  vomitings.  During  the  night 
the  patient  removed  the  tube  which  was  again  re¬ 
placed.  July  26.  Still  some  vomiting.  General 
condition  somewhat  better.  July  30.  No  vomiting, 
pulse  and  temperature,  normal.  Patient  drinks 
alongside  the  sound,  and  on  August  8  eats.  Sound 
was  removed  on  August  16.  The  patient  swallowed 
without  difficulty,  left  the  hospital  on  September 
9  after  passage  of  a  No.  43  esophageal  sound.  After 
one  year  the  patient  wrote  that  she  ate  everything 
without  difficulty  or  pain.  Sound  not  passed  since 
she  left  the  hospital. 

Case  5. — On  June  12,  1919,  a  girl,  aged  20,  drank 
several  swallows  of  concentrated  nitric  acid.  Bloody 
vomitings.  Locally,  severe  burns  and  profound 
shock.  Introduction  of  permanent  tube  without 
anesthesia;  stomach  washed  out. 

On  July  16  the  patient  swallowed  liquid  food 
and  on  August  4  dry  bread  alongside  the  sound. 
Sound  was  then  removed.  The  patient  lost  only 
one  pound  during  the  whole  treatment. 

On  August  31  she  left  the  hospital  after  passage 
of  a  No.  48  sound. 

Several  months  later  I  saw  her  at  the  hospital. 
She  ate  everything  without  difficulty;  and  a  No.  48 
sound  passed  easily  into  the  stomach. 

Case  6. — On  May  11,  1920,  the  patient  drank  30  c.c. 
of  concentrated  lysol  (tentamen).  One  hour  later 
introduction  of  permanent  tube  through  the  nose; 
stomach  lavage  yielded  lysol  and  blood. 
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May  11-14:  Patient  swallowed  liquids  alongside 
the  sound.  Temperature  about  101.° 

May  15-17:  Patient  is  unable  to  swallow  anything. 

May  21:  I’atient  swallowed  dry  bread  alongside 
the  sound;  sound  removed. 

The  patient  left  the  hospital  in  good  general  con¬ 
dition;  no  trouble  in  swallowing  food  of  any  kind. 
Three  weeks  later  a  large  sound  was  passed  with¬ 
out  difficulty. 

Before  we  conclude  about  the  value  of  this 
prophylactic  treatment  of  this  cicatricial  stenosis 
of  the  esophagus,  it  seems  wise  to  submit  our 
observations  to  a  thorough  and  detailed  discus¬ 
sion.  First  we  have  to  answer  the  following 
questions :  Had  we  really  to  deal  with  burns 
of  the  esophagus?  The  anamnesis  alone  is  not 
sufficient  to  substantiate  the  diagnosis.  Often 
people  show  us  liquids  or  powders  which  they 
did  not  take  at  all,  either  by  error  or  to  conceal 
a  crime  (our  3rd  case).  On  the  other  hand  the 
patients  are  used  to  aggravate  facts,  especially 
after  an  emotion  following  a  poisoning  of  this 
kind.  The  quantity  of  poison  increases  pro¬ 
portionally  their  fright.  The  patient  often  noticed 
the  error  at  the  last  moment ;  they  spit  out  all 
of  the  poison,  without  swallowing  one  drop ;  and 
they  come  to  the  doctor  with  burn  marks  in  the 
mouth  and  often  with  dysphagia  caused  by  a 
spasm  at  the  entrance  of  the  esophagus.  In  all 
these  cases  we  have  to  use  our  judgment  and 
compare  the  anamnesis  with  the  clinical  data, 
which  are  very  characteristic.  Immediately  after 
the  accident  follows  an  acute  painful  phase  with 
intense  dysphagia,  bloody  vomiting,  often  gastro¬ 
intestinal  troubles  and  symptoms  of  shock.  In 
our  six  cases  the  clinical  findings  were  exceed¬ 
ingly  clear,  and  the  subsequent  stomach  lavage, 
which  yielded  in  every  instance  brown  and  bloody 
m.asses,  confirmed  our  diagnosis  of  burn  of  the 
esophagus  and  stomach. 

Rut  our  discussion  has  to  go  still  further.  Are 
all  burns  followed  by  cicatricial  stenosis?  The 
statistics  of  von  Hacker  give  us  the  best  in¬ 
formation.  Von  Hacker  found  as  the  conse¬ 
quence  of  burns  with  alkali  25  per  cent  fatal 
cases,  50  per  cent  serious  strictures,  and  25  per 
cent  mild  strictures,  very  rarely  absence  of  stric¬ 
ture.  For  the  acid  burns  he  found  50  per  cent 
fatal  cases,  33  per  cent  severe  strictures,  and  17 
per  cent  mild,  rarely  no  strictures.  Similar 
statistics  by  Quenu  and  Petit  reveal  that  in  59 
cases  of  burns  by  alkali  and  acids  at  post-mortem 
examination  only  3  cases  were  free  from  esopha¬ 
geal  lesions.  Those  two  statistical  reports  are 
very  valuable  for  our  study,  because  they  show 
the  enormous  percentage,  of  cicatricial  stenosis 


after  burns.  But,  even  if  the  prognosis  were 
more  favorable,  we  could  not  change  our  stand¬ 
point  because  of  the  impossibility  to  foresee 
whether  or  not  a  stricture  will  ensue,  and  the 
permanent  tube  is  by  far  the  best  and  safest 
treatment  because  it  is  prophylactic. 

As  a  summary  we  can  say  that  we  obtained 
in  six  cases  of  esophageal  burns  complete  cures. 

Is  this  cure  permanent?  Our  remotest  case 
dates  back  to  1913,  the  others  two  to  four  years. 
In  the  literature  we  find  a  few  case  reports 
where  the  stenosis  appeared  very  late,  for  ex¬ 
ample,  Guisez  cites  two  cases  of  tardy  stenosis, 
45  and  15  years,  respectively,  after  the  accident. 
But  these  are  exceedingly  rare  cases,  and  we  can 
avoid  all  trouble,  advising  our  patients  to  return 
at  once  if  they  get  any  signs  of  dysphagia ;  in 
other  words,  we  shall  always  have  favorable  cases 
of  slight  strictures  which  are  easily  treated  by 
simple  dilatation. 

If  we  compare  these  results  with  the  statistics 
of  a  few  who  have  been  treated  for  cicatricial 
stenosis,  we  shall  see  at  once  the  great  advantage. 
Dr.  Guisez,  of  Paris,  cites  ^0  cases  treated  by 
various  methods  by  progressive  dilatation,  esopha- 
goscopic  dilatation  combined  with  esophagotomy, 
circular  electrolysis,  and  retrograde  dilatation 
through  a  gastrostomy  wound.  Of  these  *10  cases 
35  were  cured ;  5  died  during  the  treatment ;  and 
2  of  the  cured  ones  died  later  on  account  of 
recurrent  stricture.  Of  these  35  cured  cases  13 
had  to  dilate  the  esophagus  continually  every 
week.  Dr.  Sargnon,  of  Lyon,  cites  31  cases  with 
5  fatalities.  These  results  are  still  very  satis¬ 
factory  in  consideration  of  the  gravity  of  the 
cases  and  the  fact  that  the  fatal  issue  was  caused 
only  rarely  as  a  direct  consequence  of  the  treat¬ 
ment  or  its  failure.  These  patients  have,  as  a 
rule,  a  high  mortality  on  account  of  partial  starv¬ 
ing,  and  the  safest  is,  like  everywhere,  the  pro¬ 
phylaxis.  In  the  surgical  clinic  of  Lausanne  we 
treated  13  cicatricial  strictures  by  various  meth¬ 
ods.  We  had  two  fatal  results;  11  cases  were 
cured,  and  7  of  these  kept  up  the  weekly  passage 
of  a  sound  and  are  still  cured,  and  3  have  partial 
recidivation  because  they  stopped  the  dilatations. 
The  eleventh  is  the  famous  case  of  the  first 
esophagoplasty  performed  by  Professor  Roux  in 
1906.  I  had  the  satisfaction  of  seeing  the  pa¬ 
tient,  a  young  man,  twelve  years  after  the  op¬ 
eration.  He  eats  everything  without  difficulty 
and  one  can  observe  the  food  gliding  down  the 
intestinal  tract  beneath  the  skin. 

The  comparison  of  the  results  is  therefore  ex¬ 
tremely  favorable  to  the  prophylactic  treatment 


262 


THE  JOURNAL-LANCET 


of  fresh  burns.  It  is  still  more  favorable  if  we 
compare  some  secondary  points,  first  of  all,  its 
simplicity.  The  results  of  Drs.  Guisez  and  Sarg- 
non  are  those  of  the  best  specialists  in  France. 
Their  various  treatments  are  exclusively  reserved 
for  the  specialist.  They  require  expert  handling 
and  particular  and  expensive  instrumentation; 
and  the  danger  or  the  efficiency  of  the  treatment 
depends  in  a  large  measure  upon  the  skill  of  the 
operator.  Our  treatment,  on  the  contrary,  is 
so  simple  that  any  doctor  can  easily  perform  it 
without  danger  to  the  patient  and  with  equally 
good  results.  Another  point,  especially  appre¬ 
ciated  by  the  patient,  is  the  shortness  of  the 
treatment,  which  on  the  average  does  not  exceed 
one  month.  The  stenosis  calls  for  an  intensive 
treatment  for  many  months  and,  as  a  rule,  is 
interminable,  for  most  of  the  patients  have  to 
undergo  weekly  dilatations  to  keep  up  a  per¬ 
manent  cure. 

What  objection  will  be  put  forward  to  this 
treatment?  I  think  all  agree  as  to  the  advantage 
of  introducing  a  stomach  tube  and  doing  a  thor¬ 
ough  stomach  lavage.  The  chief  objection  will 
be  directed  against  the  maintenance  of  a  per¬ 
manent  tube  in  the  esophagus.  I  reviewed,  there¬ 
fore,  the  medical  literature  in  search  of  publica¬ 
tions  about  the  permanent  tubage  of  the  esopha¬ 
gus.  Dessault  was  the  first  to  use  it  and  to  ad¬ 
vocate  it  in  the  folowing  conditions :  wounds  of 
the  pharynx,  tetanus,  and  paralysis  of  the  eso¬ 
phagus  and  lyssa.  In  1799  Boyer  maintained  a 
permanent  tube  in  the  esophagus  for  five  months 
without  inconvenience.  In  1881  Krishaber,  of 
Paris,  published  four  cases  of  permanent  tubage 
in  cancerous  strictures.  He  concluded  that  the 
esophagus  tolerates  a  sound  indefinitely  if  it  is 
introduced  through  the  nose.  Krishaber  advo¬ 
cated  also  the  use  of  the  permanent  tube  for  all 
operations  on  the  esophagus,  the  tongue,  and  the 
palate.  These  indications  have  been  adopted  by 
many  surgeons.  Balacsco  and  Cohn  have  com¬ 
piled  326  cases  of  external  esophagotomy  after 
which  the  permanent  tube  had  been  used  to  a 
great  extent  to  prevent  post-operative  strictures. 
The  authors  insist  on  the  fact  that  the  permanent 
tubes  never  gave  rise  to  any  trouble  except  in 
young  children.  Then  follow  many  publications 
about  the  use  of  the  permanent  tube  in  cancerous 
strictures  by  the  French  Lannelongue,  Gangolphe, 
Kirmisson;  the  English  authors  Durham,  Croft, 
and  Symonds ;  the  American  surgeons  Chappel 
and  Mixter;  and  the  German  surgeons  Leyden 
and  Schule.  Symonds  was  the  first  to  draw  at¬ 
tention  to  a  complication  which  he  noticed  in  two 


cases ;  a  decubital  ulcer  behind  the  cricoid  car¬ 
tilage.  The  cause  of  this  complication  was  the 
use  of  the  hard  English  sounds,  instead  of  the 
soft  india  rubber  “Nelaton”  tubes  which  the 
French  used  without  any  complication.  Morell 
Mackenzie,  Symonds,  and  Leyden-Renvers  be¬ 
gan,  therefore,  to  use  short  tubes  with  a  funnel- 
shaped  upper  end,  which  prevented  the  tube  from 
gliding  too  far  down ;  in  this  way  they  avoided 
all  contact'  with  the  cricoid  cartilage  and  have 
reported  very  good  results  in  cancerous  strictures. 

I  found  only  two  case  reports  for  permanent 
tubage  of  fresh  burns  :  one  from  Gersuny  (Wien, 
med.  Wochenschrift,  1887)  and  another  from 
Bonhofif  {Deutsche  med.  Wochenschrift,  1919) 
with  very  satisfactory  results  in  both  cases, 
though  the  tube  had  to  be  removed  and  replaced 
two  or  three  times  on  account  of  laryngeal  irri¬ 
tation  with  stridor,  necessitating  in  Gersuny’s 
case  a  tracheotomy.  Both  cases  were  in  young 
children,  who  as  a  fact  do  not  tolerate  the  per¬ 
manent  tube  as  well  as  adults. 

I  have  spoken  about  this  complication,  because 
knowing  it  means  preventing  it.  Use  a  medium¬ 
sized,  soft,  rubber  tube,  observe  the  patient  in 
order  to  remove  the  tube  as  soon  as  dyspnea 
appears,  replacing  it  after  one  to  two  days,  re¬ 
moving  it  again  if  necessary.  In  the  cited  case 
of  Bonhotf  this  was  done  twice  without  bad  in¬ 
fluence  on  the  result,  which  after  one  year  was 
still  a  complete  cure.  Since  my  complete  publi¬ 
cation  in  the  Schweizer  med.  Wochenschrift 
in  1919  there  have  been  many  favorable  reports 
in  the  European  medical  literature.  Unfortun¬ 
ately  I  have  had  no  opportunity  to  compile  and 
present  them. 

How  can  we  explain  this  favorable  action  of 
the  permanent  tube?  It  seems  inadmissible  to 
think  of  a  purely  mechanical  action  because  after 
the  removal  of  the  tube  the  esophagus  has  not 
the  size  of  the  sound,  but  really  the  normal  lu¬ 
men.  The  fundamental  studies  of  the  pathology 
of  cicatricial  stenosis  by  von  Hacker  show  that 
we  have  to  distinguish  between  two  different 
forms  of  stenosis, — the  valvular  and  the  tubular 
type.  The  valvular  strictures  are  formed  by  a 
local  agglutination  of  the  folds  of  the  mucosa, 
and  the  epithelization  binds  them  definitely. 
The  action  of  the  permanent  tube  (parting  the 
folds)  is  evident  and  needs  no  further  explan¬ 
ation. 

The  genesis  of  the  tubular  strictures  is  com¬ 
pletely  different.  They  are  due  to  the  formation 
of  scar  tissue  in  the  esophageal  wall,  after 
the  bum  is  in  a  state  of  permanent  spasm  (as 
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I  found  it  always  in  my  experimental  work  on 
the  dog)  thus  presenting  a  considerably  smaller 
surface  than  normal.  As  nature  furnishes  just 
the  cptantum  sufficit  of  material  of  reparation  to 
cover  the  defects,  the  result  is  forcibly  a  narrow 
stricture,  especially  after  the  retraction  of  the 
circular  scar  tissue.  If  we  introduce  immediately 
after  the  accident  a  permanent  tube  the  spasm 
does  not  last,  (the  patient  swallows  soon  along¬ 
side  the  sound),  the  esophageal  wall  relaxes,  and 
the  cicatrization  takes  place  in  a  normally  wide 
esophagus,  leaving  always  a  sufficient  lumen. 

If  these  tubular  strictures  are  really  due  to 
spasm  (which  is  easily  prevented  by  the  per¬ 
manent  tube)  we  ought  to  be  able  to  remove 
the  sound  as  soon  as  the  spasm  does  not  appear 
any  longer.  How  long  after  the  accident  does 
the  spasm  subside?  The  pathologic  study  of  the 
burns  shows  that  the  acute  process  follows  two 
different  types.  The  first  is  exclusively  a  necrotic 
process,  and  the  eschars  separate  by  muscular 
contractions  like  the  placenta  from  the  uterine 
wall.  The  second  and  the  more  frequent  type, 
is  characterized  by  a  reactional  demarcation. 
Both  types  are  often  combined  with  inflammatory 
processes,  which  prolong  the  acute  stage — every 
inflammation  of  the  esophagus  produces  spasm¬ 
odic  contractions  of  the  wall  (Guisez).  This 
reasoning  forbids  to  determine  an  exact  date 
after  which  the  sound  may  be  safely  removed. 
How  can  we  judge  then  of  the  opportunity  of 
the  removal  of  the  tube?  In  Professor  Roux’s 
clinic  we  used  a  very  simple  measure.  If  the 
patient  was  able  to  swallow  dry  bread  alongside 
the  sound  without  pain,  we  presumed  that  there 
was  no  serious  inflammatory  condition  existing; 
if,  on  the  contrary,  inflammation  was  still  present 
the  bread  irritated  the  inflamed  wall  which  pro¬ 
duced  a  spasmodic  contracture  around  the  tube ; 
and  the  patient  on  account  of  pain  could  not 
swallow. 

Our  conclusions  are  summed  up  in  this  sent¬ 
ence  :  We  recommend  the  permanent  stomach 
tube  in  all  fresh  burns  of  the  esophagus ;  a 
medium-sized  Nelaton  sound  introduced  through 
the  nose  and  left  in  place  until  the  patient  eats 
and  swallows  dry  bread  alongside  the  sound. 

DISCUSSION 

Dr.  George  F.  Thompson  (Chicago,  Ill):  I  have 
had  no  experience  in  the  treatment  of  lye  and  acid 
burns  of  the  esophagus  by  this  method,  or  by  any 
other  method  for  that  matter.  My  experience  has 
been  confined  to  the  treatment  of  cicatrical  stenosis 
developing  later,  and  to  neoplasms,  etc.  From 
analogy,  comparing  the  esophagus  with  the  urethra, 

I  may  say  that  I  have  always  left  a  permanent 


catheter  in  the  urethra  for  some  time  after  injury 
due  to  fracture  of  the  pelvis  where  the  urethra  has 
been  lacerated.  In  none  of  these  cases  have  I  seen 
any  untoward  results;  in  fact,  so  far  as  I  know  they 
all  healed  without  any  stricture.  I  remember  an 
especially  bad  case  in  a  man  who  is  still  at  the 
County  Hospital  as  an  employe.  About  twenty 
years  ago,  this  man  came  in  with  a  severe  injury 
of  the  urethra  following  fracture  of  the  pelvis;  and 
in  addition  the  internes  in  attempting  to  introduce 
a  catheter  or  sound  inflicted  a  good  deal  of  trauma 
on  the  urethra.  I  did  a  perineal  section,  but  failing 
to  locate  the  upper  end  of  the  urethra,  went  into 
the  bladder  and  passed  a  catheter  down  and  out 
through  the  distal  portion.  He  had  a  destruction 
not  only  directly  from  the  accident,  but  also  from 
the  instrumentation,  probably  of  one  or  two  cm. 
of  urethra.  It  suppurated  after  that  even  and  we 
left  the  tube  in,  and  that  man  has  never  had  any 
trouble  since.  He  has  a  perfectly  normal  urethra, 
without  cicatrization. 

I  think  the  pathology  is  accurately  described  by 
the  essayist;  that  is,  spasm  of  the  hollow  organ  is 
avoided  by  the  permanent  retention  of  the  catheter 
or  sound,  which  temporarily  causes  a  paralysis  and 
a  relaxation  of  the  organ,  giving  it  a  better  chance 
to  heal,  much  as  one  would  immobilize  a  joint  in 
order  to  obtain  the  least  possible  cicatrization. 

In  regard  to  the  later  treatment  of  this  condition, 
at  the  present  time  I  am  treating  two  patients  by 
the  use  of  a  threaded  and  graduated  bougie,  which 
I  think  is  the  most  satisfactory  late  treatment.  Also 
in  one  case  I  had  a  stomach  tube  in  for  a  week, 
since  which  time  the  patient  has  never  had  any 
difficulty. 

Dr.  Alfred  M.  Ridgway  (Annandale,  Minn.);  This 
most  interesting  and  instructive  paper  has  brought 
to  my  mind  the  case  of  a  young  woman  who  had 
a  goiter  and  complained  of  inability  to  swallovv 
anything  except  liquids.  I  supposed  that  the  con¬ 
dition  w'as  due  to  the  pressure  of  the  goiter.  On 
operating  I  found  that  a  portion  of  the  mass  had 
passed  between  the  esophagus  and  trachea,  shutting 
off  the  opening  into  the  esophagus.  Its  removal  re¬ 
quired  extensive  dissection  and  produced  much 
trauma  to  the  esophagus.  For  some  time  after¬ 
wards  the  patient  had  some  relief  from  this  stric¬ 
ture,  but  in  the  healing  process  cicatricial  tis.sue 
developed  and  formed  a  decided  stricture  of  the 
esophagus.  The  patient  then  complained  of  being 
unable  to  take  any  food,  even  soup.  So  I  attempted 
to  pass  an  esophageal  dilator,  and  found  it  almost 
impossible  to  pass  the  smallest  size  through  the 
stricture,  but  I  did  succeed  and  continued  dilating 
and  finally  succeeded  in  getting  the  lumen  enlarged 
to  fully  three-quarters  of  an  inch  in  diameter.  This 
relieved  her  so  much  that  she  gained  in  flesh, 
strength,  and  color,  and  improved  wonderfully.  In 
a  few  months  she  came  back  with  the  same  com¬ 
plaint,  and  I  found  that  the  constriction  had  again 
closed.  That  was  five  years  ago.  I  went  through 
the  same  procedure,  dilating  the  esophagus,  and  I 
have  since  loaned  her  a  dilator  which  she  uses 
three  or  four  times  a  week  and  gets  along  nicely. 

Dr.  Archibald  D.  McCannel  (Minot,  N.  Dak.); 
The  full  value  of  this  method  of  treatment  can  be 
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appreciated  only  by  those  of  us  who  have  treated 
strictures  of  the  esophagus,  following  the  swallow¬ 
ing  of  caustics  and  acids. 

The  fundamental  principle  of  this  treatment  is 
physiological  rest  of  the  esophagus.  This  point  is 
especially  interesting  to  me  as  I  have  recently  pub¬ 
lished  a  paper  calling  attention  to  the  necessity 
of  physiological  rest  of  the  esophagus  following 
trauma  after  the  removal  of  foreign  bodies. 

Two  cases  of  very  large  foreign  bodies  in  the 
esophagus,  in  which  rupture  of  the  esophagus  was 
feared  on  account  of  the  severe  adenitis  following 
removal,  responded  to  this  treatment;  namely,  no 
food  by  mouth  for  seven  days  (rectal  feeding), 
and  atropin  to  dry  secretions. 

Dr.  Haberlin  (closing):  Since  I  have  been  in 
America  I  have  had  one  unfortunate  experience.  It 
was  a  l3'Sol  burn  in  an  individual  who  attempted 


suicide.  Two  hours  later  I  saw  the  patient,  intro¬ 
duced  the  tube  through  the  nose,  and  washed  out 
the  stomach  but  the  man  died  from  shock. 

A  permanent  tube  does  not  reduce  the  immediate 
mortality  rate,  but  what  it  should  prevent  is  cica¬ 
tricial  stenosis.  I  have  seen  many  cases  treated 
for  cicatricial  stenosis,  and  it  is  certainly  a  dis¬ 
agreeable  treatment.  The  esophagoscopic  treatment 
is  successful  in  expert  hands.  I  have  seen  doctors 
in  Europe  doing  it  just  as  easy  as  we  would  insert 
a  catheter  into  a  bladder.  Even  under  the  care 
of  those  doctors  it  requires  many  months  to  con¬ 
trol  such  strictures.  When  we  got  through  dilating 
a  stricture  we  always  left  the  sound  in  place  for 
twenty-four  to  forty-eight  hours  because  we  found 
that  this  softened  the  stricture  and  the  patient  re¬ 
ceived  much  more  benefit  than  from  simple  dilata¬ 
tions. 


SOME  COMMON  CAUSES  OP  ACUTE  ABDOMINAL  PAIN* 

By  Alfred  M.  Ridgway,  M.D. 

ANNANDALE,  MINNESOTA 


About  25  per  cent  of  all  diseases  of  the  ab¬ 
domen  are  incorrectly  diagnosed  in  spite  of  all 
the  latest  methods  and  trained  experts.  It  be¬ 
hooves  us  as  general  practitioners  to  keep  before 
us  a  picture  of  the  anatomical  structures  and 
relations  of  the  different  parts  of  the  abdomen  so 
that  we  may  be  better  able  to  eliminate  certain 
conditions  that  are  frequently  confusing  in  mak¬ 
ing  a  diagnosis. 

When  I  graduated  from'  the  University  of 
Minnesota  Medical  School,  in  1890,  we  were 
taught  a  great  many  things  that  are  obsolete  to¬ 
day.  One  of  our  leading  surgeons  said  a  few 
weeks  ago,  while  talking  on  medical  education, 
‘Tn  the  early  days  we  were  filled  full  of  ignorance 
and  then  graduated  and  turned  loose  on  the 
public  to  dig  out  an  existence.”  I  take  exception 
to  his  broad  statement.  I  admit  we  have  changed 
some  of  our  conceptions'  and  learned  a  great 
many  new  things  in  the  last  thirty  years,  but  I 
am  glad  to  say  that  our  masters  in  medicine  in 
the  nineteenth  century  constructed  a  firm  found¬ 
ation  to  build  upon.  When  we  look  at  the  perfect 
drawings  in  Gray’s  Anatomy,  and  the  cuts  in 
Hamilton’s  and  Wyeth’s  Surgery,  we  see  how 
perfect  such  drawings  of  the  different  kinds  of 
fractures  and  dislocations  are.  All  this  was  done 
before  the  day  of  the  x-ray.  We  must  admit 
that  the  teaching,  learning,  and  training  in  these 
old  schools  were  good,  as  those  men  had  to  de¬ 
pend  entirely  on  their  physical  findings  at  the 

*PresentecI  before  the  fifteenth  annual  meeting  of  the 
Soo  Surgical  Association  held  at  Minot,  North  Dakota. 


bedside.  How  often  we  are  called  in  consultation 
and  find  that  the  error  in  diagnosis  is  due  to  an 
incomplete  physical  examination.  Too  many  of 
us  are  apt  to  make  a  “snap  diagnosis,”  especially 
if  we  are  overworked  and  tired,  which  is  very 
unfortunate  and  frequently  disastrous  for  our 
patient. 

One  of  the  common  mistakes  in  diagnosis  is 
in  diseases  of  the  abdomen,  which  if  diagnosed 
early  and  correctly  would  be  of  vital  importance. 
A  few  hours  delay  at  times  may  cause  all  kinds 
of  complications  and  perhaps  the  death  of  the 
patient.  Most  of  the  patients  who  come  to  us  for 
abdominal  troubles  complain  of  pain  which  may 
be  local  or  general,  mild  or  severe.  Most  ab¬ 
dominal  pains  are  at  first  local,  such  as  are  found 
in  acute  appendicitis,  renal  or  biliary  colic,  hernia, 
intestinal  obstruction  from  any  cause,  ectopic 
pregnancy,  or  perhaps  an  ulcer  of  the  stomach 
or  duodenum  or  bowels.  The  pain  from  the 
stomach  or  duodenum  is  in  the  epigastrium, 
sometimes  radiating  to  the  back,  sides,  and 
through  the  abdomen.  It  does  not  come  on  im¬ 
mediately  after  eating,  as  a  rule,  but  within  one- 
half  to  two  hours  afterwards,  and  is  described 
by  the  patients  as  being  aching,  cutting,  or  boring 
in  character.  At  times  it  is  so  severe  that  one 
must  resort  to  the  use  of  morphine.  Perforation 
is  one  of  the  most  serious  and  common  compli¬ 
cations.  If  it  should  occur  on  the  anterior  sur¬ 
face  of  the  stomach  or  duodenum,  the  pain  is 
very  severe — severe  enough  at  times  to  produce 
sudden  death  from  shock.  If  the  perforation  is 
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on  the  posterior  surface  of  the  stomach  or  duo¬ 
denum  with  protective  adhesions,  then  we  get 
localized  peritonitis  with  the  formation  of  a  sub- 
phrenic  abscess,  which  may  approach  the  surface 
beneath  the  right  costal  margin  at  the  umbilicus, 
or  rupture  into  any  of  the  cavities  of  the  ab¬ 
domen. 

We  often  find  severe  pains  in  the  abdomen  in 
the  beginning  of  Pott’s  disease,  and  some  of  the 
patients  have  had  their  appendix  removed. 

Pyelonephrosis  is  another  condition  which,  if  on 
the  right  side,  is  very  suggestive  of  appendicitis 
with  pain,  nausea,  vomiting,  fever,  and  muscle 
spasm.  This  is  not  a  case  for  a  “snap  diagnosis.” 

The  pain  produced  by  the  passage  of  a  hepatic 
or  renal  stone  is  usually  paroxysmal  in  character, 
coming  on  very  suddenly  lasting  an  indefinite 
time,  and  usually  terminating  abruptly.  The  pain 
that  we  find  in  acute  appendicitis  usually  comes 
on  more  gradually  and,  within  a  few  hours  of 
its  beginning,  we  have  nausea,  perhaps  vomiting, 
and  muscular  spasms  in  the  region  of  the  ap¬ 
pendix. 

Another  quite  common  cause  of  abdominal 
pain  is  the  onset  of  acute  lobar  pneumonia.  I 
have  several  times  been  called  in  consultation 
to  decide  the  advisability  of  an  operation  when 
the  case  was  acute  lobar  pneumonia.  We  always 
find  more  or  less  pain  in  tuberculous  peritonitis. 
The  pain  is  usually  dull  in  character,  more  of  a 
heavy  uncomfortable  feeling  than  a  real  pain. 
The  chief  points  to  be  observed  in  arriving  at  a 
diagnosis  of  tuberculous  peritonitis  are :  the  chron- 
icity  of  the  trouble,  the  presence  of  fluid  in  the 
peritoneal  cavity,  the  thickened  folds  or  masses 
of  peritoneum  that  can  be  felt  as  tumors  in  the 
abdomen  and  other  tuberculous  findings.  This 
condition  may  be  confusing  in  certain  cases,  on 
account  of  having  neoplasms  in  the  gastric  or 
intestinal  walls. 

Intestinal  colic  is  due  to  many  causes.  The 
pains  are  always  paroxysmal  and  usually  recur¬ 
rent.  They  vary  in  degree,  from  very  mild  to 
very  agonizing.  Painter’s  colic  is  perhaps  the 
most  common.  The  history  will  help  us  very 
materially  in  arriving  at  a  conclusion. 

Another  common  cause  of  abdominal  pain  is 
intestinal  obstruction,  partial  or  complete.  I  have 
seen  a  great  many  cases  due  to  adhesions,  either 
following  abdominal  operations  or  due  to  re¬ 
peated  attacks  of  chronic  appendicitis.  Some  of 
the  common  causes  are  tumors  in  the  walls  of 
the  intestines,  pressure  from  without,  intestinal 
parasites,  especially  round  worms  in  children, 
gall-stones,  fecal  impaction,  volvulus,  intussus¬ 


ception,  or  Meckel’s  diverticulum.  Where  we 
have  a  complete  obstruction,  by  observing  the  ab¬ 
domen,  if  the  patient  is  not  too  fleshy,  we  can 
see  the  peristaltic  waves  carried  down  to  the 
point  of  obstruction.  This  I  have  seen  in  many 
cases.  Gastric  crisis  in  tabes  may  cause  general 
abdominal  pain,  but  the  absence  of  knee-jerk  and 
other  symptoms  will  aid  us  in  diagnosis. 

I  wish  to  call  attention  to  two  perplexing  cases. 
The  first  was  a  woman  of  thirty  years,  whom 
I  saw  with  her  attending  physician,  who  had 
diagnosed  her  case  as  appendicitis.  She  had 
severe  pain  in  the  abdomen  at  times,  and  a  slight 
discomfort  all  the  time,  which  caused  her  to  be 
confined  to  bed  considerably.  From;  the  history 
of  the  case  and  the  examination  I  found  that  it 
did  not  line  up  for  appendicitis.  I  recommended 
that  she  be  sent  to  Minneapolis  for  an  examin¬ 
ation  and  diagnosis.  She  was  kept  in  a  hospital 
for  several  days,  and  in  the  report  they  informed 
me  that  she  had  an  impacted  stone  in  each  ureter 
at  the  junction  of  the  upper  and  the  middle  third. 
They  catheterized  the  ureters  and  dislodged  the 
stones,  which  were  then  passed  off.  She  made 
an  uninterrupted  recovery  and  has  enjoyed  per¬ 
fect  health  since.  I  saw  the  radiograph,  which 
was  very  interesting  and  instructive  to  me.  It 
showed  the  size  and  location  of  the  stones  per¬ 
fectly  and  made  an  impression  I  shall  always 
remember. 

The  second  case  was  a  man  of  forty  years  of 
age,  who  was  taken  seriously  ill  while  in  Minne¬ 
apolis.  He  took  the  first  train  home  and  called 
his  physician  who  saw  him  in  less  than  three 
hours  after  he  was  taken  sick.  This  case  was 
diagnosed  as  renal  colic  and  so  treated  for  three 
days.  At  the  end  of  that  time  I  was  called  in 
consultation  and  found  the  patient  suffering  from 
a  general  peritonitis.  He  was  very  septic,  deliri¬ 
ous,  had  intermitting  pulse  and  dry  tongue,  and 
he  died  at  three  o’clock  the  next  morning.  A 
post-mortem  examination  was  made  by  his  phy¬ 
sician  and  myself,  and  we  found  that  he  had  a 
ruptured  appendix  and  a  large  appendiceal  ab¬ 
scess,  which  extended  down  to  and  behind  the 
right  ureter.  The  ureter  was  incorporated  within 
the  inflammatory  mass  of  the  appendix,  which 
accounted  for  the  renal  symptoms. 

I  have  mentioned  these  two  cases  to  show  how 
easy  it  is  to  make  a  serious  mistake  unless  one  is 
extremely  careful  in  making  the  examination.  I 
sometimes  feel  that  we  physicians  lose  sight  of 
the  importance  of  a  thorough  examination.  In 
these  cases  much  time,  pain,  and  perhaps  a  life 
could  have  been  saved  by  an  early  and  correct 
diagnosis. 
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As  a  result  of  many  errors  in  diagnosis  of  ap¬ 
pendicitis,  several  of  the  larger  hospitals  in  the 
Jfast  have  established  the  rule  that  no  appen¬ 
dectomy  shall  be  performed  unless  an  ;r-ray  ex¬ 
amination  has  been  made. 

DISCUSSION 

Dr.  George  F.  Thompson  (Chicago,  111.):  Dr. 
Ridgway’s  paper  is  very  opportune.  All  of  us  have 
had  experience  with  a  wrong  diagnosis  in  acute 
abdominal  lesions. 

Generally,  pain  is  the  chief  symptom,  and  it  is 
practically  always  a  reflex  pain.  The  pain  of  cer¬ 
tain  abdominal  pathological  lesions  is'  of  course 
due  to  muscular  spasm,  such  as  is  due  to  passage  of 
a  stone  down  the  ureter,  the  passage  of  a  gall¬ 
stone,  or  the  colic  that  occurs  in  obstruction  with 
spasm  of  the  bowel, — muscular  spasm  with  suflicient 
force  behind  it  so  that  the  bowel  becomes  dis¬ 
tended.  It  is  the  distention  of  the  tube  with  its 
muscular  fibers  that  causes  the  pain,  as  is  the  case 
in  the  pain  of  acute  gastric  ulcer.  A  great  deal 
of  the  pain  is  of  a  reflex  character;  that  is,  the 
organs  themselves  are  not  sensitive.  After  one  has 
opened  the  abdomen  one  can  handle  the  stomach, 
bowels  and  liver,  cut  the  organ,  burn  it,  or  tear  it 
without  any  sensation  to  the  patient.  The  parietal 
peritoneum  is  a  part  of  the  abdominal  wall,  and 
the  sense  of  pain  is  limited  to  its  superficial  layer. 
The  pain  is  due  to  an  impulse  to  the  reflex  arc. 
Illustrations  of  this  fact  are  too  numerous  to  men¬ 
tion.  The  one  instance  the  essayist  cites  as  an  ex¬ 
ample  is  the  pain  of  appendicitis.  "When  we  have 
an  inflammation  of  the  appendix  pain  is  usually  first 
felt  generally  over  the  abdomen  and  then  becomes 
localized  more  or  less  in  the  region  of  the  appendix. 
Accompanying  that  symptom  of  reflex  pain  we  also 
have  the  motor  reflex;  that  is,  we  get  the  rigidity 
over  the  right  lower  abdomen,  and  with  general¬ 
ized  p'eritonitis  we  get  it  elsewhere.  With  diffuse 
peritonitis  the  pain  extends  over  the  abdomen  gen¬ 
erally. 

Going  a  little  farther  along  this  line,  Dr.  Ridg- 
way  mentioned  that  lobar  pneumonia,  especially 
a  right  lobar  pneumonia,  is  accompanied  by  ab¬ 
dominal  pain  and  also  sometimes  by  quite  marked 
rigidity  which,  of  course,  is  reflex.  In  one  case 
the  diaphragmatic  pleurisy  turned  out  to  be  on  the 
left  side  with  pain  extending  up  the  side  of  the 
neck.  Later  the  pain  localized  in  the  right  and  left 
flanks  with  a  great  deal  of  rigidity  on  the  right 
costal  margin,  when  the  diagnosis  was  made,  the 
day  before,  of  perforating  ulcer  of  the  stomach, 
and  later  when  the  pain  moved  around  a  little  bit 
to  the  flank,  and  the  man  was  brought  into  the  hos¬ 
pital.  Because  of  albumin  in  the  urine  a  dignosis 
of  pyelitis  or  perinephritis  was  made.  Later  we 
determined  that  he  had  pneumonia.  Those  are  re¬ 
flex  pains,  referred  to  the  area  supplied  by  sensory 
nerves  originating  in  the  same  or  a  near-by  segment 
of  the  spinal  cord. 

The  peculiar  part  of  referred  and  reflex  pain, 
so  called,  is  that  such  pains  are  referred  to  a  certain 
region  necessarily.  Under  normal  conditions  the 
sensations  that  may  arise  in  the  alimentary  tract 


and  other  organs  of  the  abdominal  cavity  do  not 
make  any  impression  on  a  person  except  in  a  neu¬ 
rotic  individual.  Neurotics  will  describe  sensations 
that  ordinary  people  never  feel.  When  a  patho¬ 
logical  condition  arises  then  the  impulses  that  orig¬ 
inate  in  that  region,  as,  for  instance,  the  appendix, 
are  transmitted  to  the  cord  where  in  the  region 
adjacent  to  that  particular  center  they  set  up  an 
area  of  irritation,  so  that  the  cord,  up  and  down, 
becomes  more  or  less  irritable,  and  as  the  organism 
is  accustomed  to  referring  sensations  coming  into 
the  cord  to  peripheral  influences,  as  from  the  skin, 
naturally  they  are  referred  back  to  the  skin  as  being 
the  source  of  the  irritation.  That  is  why  we  have 
abdominal  hyperesthesia.  Hyperesthesia  causes  the 
sensation  of  pain.  We  can  press  on  the  appendix, 
squeeze  it,  and  not  hurt  the  patient.  The  only  way 
the  patient  can  be  hurt  is  by  direct  injury  to  the 
parietal  peritoneum.  Manipulation  of  the  appendix 
does  not  affect  the  parietal  peritoneum,  or  if  we 
press  back  far  enough  we  cause  pain  in  the 
mesentery.  It  has  been  demonstrated  that  this  is 
a  referred  pain;  that  is,  the  impulse  from  the  ap¬ 
pendix  is  referred  to  a  certain  region  in  the  body 
as  a  painful  sensation.  It  does  not  make  any  differ¬ 
ence  what  part  of  the  abdomen  the  appendix  is  in, 
we  are  going  to  get  the  pain  and  rigidity  in  the 
same  place. 

A  week  ago  I  operated  on  a  girl  ten  years  of  age 
for  appendicitis,  and  she  was  markedly  tender  and 
rigid  as  low  down  as  McBurney’s  point  and  even 
lower.  Her  appendix  was  found  at  operation  to  be 
located  high  up  beneath  the  liver  at  which  point 
she  has  been  neither  sensitive  nor  rigid.  "Very 
frequently  in  looking  for  an  appendix  we  have  found 
it  in  an  entirely  wrong  location,  but  the  early  pain, 
tenderness,  and  rigidity  were  located  over  Mc¬ 
Burney’s  point. 

With  reference  to  acute  perforation  of  a  gastric 
ulcer  I  do  not  think  any  person  will  make  a  mistake 
the  second  time  except  under  unusual  circumstances. 
The  pain  is  usually  so  severe  and  agonizing  and 
causes  such  early  rigidity  of  the  upper  abdomen 
that,  as  a  rule,  the  diagnosis  is  easy.  One  or  two 
mistakes  will  suffice  to  put  a  person  on  his  guard. 
When  the  escaped  gastric  contents  trickle  down 
outside  the  colon  mistakes  are  easily  made,  and 
we  operate  for  appendicitis.  The  same  is  true  of 
the  i)ain  of  ectopic  pregnancy.  When  we  make 
one  or  two  mistakes  there  we  do  not  make  another 
one  except  in  the  atypical  cases.  In  acute  rupture 
of  the  tube,  the  pain,  its  nature,  and  the  circum¬ 
stances  under  which  it  occurs  are  so  characteristic 
that,  as  a  rule,  one  will  not  fall  down. 

An  interesting  point  in  the  report  of  the  essayist 
is  in  regard  to  kidney  stones.  This  is  one  of  the 
most  frequent  sources  of  error  in  operating  for  ap¬ 
pendicitis  under  a  wrong  diagnosis,  especially  in 
young  women.  In  the  last  few  years  I  have  seen 
a  dozen  young  women  who  had  been  operated  on 
for  appendicitis  when  the  symptoms  were  due  to 
a  kidney  stone.  I  plead  guilty,  for  I  also  operated 
for  appendicitis  in  the  case  of  a  young  women  who 
had  a  stone  in  the  right  ureter  with  symptoms 
simulating  those  of  appendicitis.  There  is  always 
something  about  the  history  that  is  a  little  sugges- 
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tive,  or  at  least  the  development  of  the  appendicitis 
is  not  characteristic  if  one  carefully  goes  into  the 
history  and  there  may  be  soine  history  of  urinary 
disturbances,  though  it  may  not  be  characteristic 
of  renal  stone.  In  August,  1921,  I  operated  on  a 
man  thirty  years  of  age  for  supposedly  acute  ap¬ 
pendicitis.  He  had  been  seen  by  my  associate.  Dr. 
McMullen,  for  what  he  thought  was  renal  colic, 
but  the  Doctor  had  never  been  able  to  submit  the 
patient  to  an  .r-ray  examination.  At  the  time  men¬ 
tioned  the  patient  suffered  another  attack  which 
the  Doctor  thought  was  the  same  thing,  but  which 
I  thought  was  a  typical  attack  of  appendicitis,  re¬ 
membering,  too,  what  Dr.  McMullen  had  found  when 
he  was  at  the  hospital  and  I  found  blood  and  pus 
cells  in  the  urine.  A  leucocyte  count  was  made 
which  showed  12,000  to  14,000,  but  his  symptoms 
were  so  typical  that  I  thought  I  would  operate. 
On  opening  the  abdomen  I  pulled  out  the  colon 
with  a  perfectly  normal  appendix,  but  found  he 
had  an  annular  carcinoma  of  the  ascending  colon. 
I  did  a  resection  and  lateral  implantation,  since  he 
has  been  perfectly  well,  has  no  more  attacks.  The 
blood  and  pus  all  cleared  up. 

Another  type  of  cases  in  which  we  are  misled 
is  a  retrocecal  appendix  involvement  contiguous  to 
the  ureter.  There  we  may  have  blood  and  pus  in 
the  urine. 

The  whole  subject  of  abdominal  pain  is  one  that 
has  been  discussed  for  many  years,  yet  we  are  very 
far  from  being  able  to  make  an  accurate  diagnosis 
in  a  considerable  number  of  cases  even  with  the 
improved  methods  at  our  disposal. 

I  do  not  know  whether  any  of  you  have  had  'ex¬ 
perience  with  pneumoperitoneum.  A  doctor  whom 
I  saw  for  the  first  time  a  few  days  ago,  had  what 
appeared  to  be  an  enlarged  spleen.  His  trouble  had 
begun  with  a  left-sided  diaphragmatic  pleurisy.  He 
had  pain  on  deep  respiration,  and  when  I  first  ex¬ 
amined  him  he  apparently  had  a  little  fluid  in  the 
pleural  cavity,  but  there  was  respiratory  excursion. 
We  could  not  determine  whether  it  was  the  spleen, 
but  it  felt  almost  too  large  for  a  spleen.  We  had 
him  ,r-rayed;  then  air  was  introduced  into  the  ab¬ 
dominal  cavity,  and  it  brought  out  beautifully  the 
enormously  enlarged  spleen.  When  I  operated  I 
found  that  the  trouble  was  not  in  the  spleen.  The 
organ  was  three  times  its  normal  size,  but  this  we 
think  was  due  to  the  extension  of  a  retroperitoneal 
sarcoma,  which  had  pushed  the  spleen  forward  and 
downward,  and  it  was  enlarged  by  stasis  produced 
by  pressure  on  the  blood  vessels.  If  you  have  not 
had  a  chance  to  do  any  work  with  pneumoperitone¬ 
um  it  is  very  interesting,  and  you  can  bring  out 
some  very  striking  illustrations  of  intra-abdominal 
conditions. 

Dr.  Carl  von  Neupert,  Jr.  (Stevens  Point,  Wis.): 
I  wish  to  report  an  extremely  interesting  case.  It 
was  the  second  case  of  the  kind  that  I  have  had. 

A  woman,  aged  63,  whom  I  attended  for  inflam¬ 
mation  of  the  gall-bladder  last  March.  She  was 
sick  three  weeks,  got  over  the  attack  nicely,  and 
was  practically  without  symptoms  until  a  week  ago 
last  Saturday.  She  had  partaken  of  a  rich  meal, 
commenced  to  vomit,  and  the  following  day  rigidity 
and  pain  over  the  abdomen  developed.  There  was 


no  rigidity  or  pain  in  the  region  of  the  gall-bladder, 
but  there  was  considerable  pain  over  the  region 
of  the  appendix.  I  advised  her  to  go  to  the  hos¬ 
pital  that  I  might  watch  the  case.  She  refused  to 
do  anything  and  begged  me  to  give  her  a  hypo¬ 
dermic  of  morphine,  which  I  did  contrary  to  my 
rule  in  abdominal  cases.  The  following  day  she  had 
vomited  greenish  material  and  continued  to  vomit 
for  several  days.  I  finally  induced  her  to  go  to 
the  hospital  for  high  enemas.  At  the  beginning 
of  the  second  day  I  thought  she  had  intestinal  ob¬ 
struction.  Due  to  the  washing  out  of  the  stomach 
and  to  the  fact  that  all  food  and  even  water  was 
withheld  the  vomiting  let  up,  and  she  was  apparently 
easy  until  late  Tuesday  evening  when  she  com¬ 
menced  to  vomit  fecal  material.  Operation  was  re¬ 
fused  until  Wednesday  morning  when  the  relatives 
realized  nothing  else  could  be  done.  I  operated  and 
found  an  impacted  gall-stone  in  the  small  bowel, 
but  just  exactly  where  it  was  located  in  the  small 
bowel  I  did  not  take  time  to  find  out,  but  because 
of  the  fact  that  I  had  to  deal  with  several  feet  of 
bowel  I  take  it  that  it  was  three  or  four  feet  down 
anyway.  The  stone  was  as  large  as  a  good-sized 
egg. 

Operation:  Removal  of  stone  by  incising  intestine 
and  closing  in  usual  manner. 

She  had  a  pretty  stormy  convalescence,  suffering 
from  ileus.  When  I  left  home  there  had  been 
several  bowel  movements,  and  she  had  not  vomited 
for  two  days. 

The  case  is  interesting  because  stone  in  the  bowel 
is  very  unusual.  Ten  years  ago  I  operated  in**'such 
a  case,  and  the  patient  died  the  next  day.  This 
operation  was  done  on  the  tenth  day  after  the  onset 
of  symptoms  and  only  by  urgent  request  of  attend¬ 
ing  physician  and  relatives. 

This  patient  was,  on  February  25,  1923,  in  apparent 
good  health. 

Dr.  William  F.  Sihler  (Devils  Lake,  No.  Dak.): 
We  have  heard  Dr.  Ridgway  speak  very  thoroughly 
on  the  various  conditions  that  might  be  found  with¬ 
in  the  abdomen  to  cause  pain  and  a  very  thorough 
explanation  of  physical  examinations  necessary  to 
make,  a  diagnosis.  I  think  that,  hand  in  hand  with 
thorough  physical  examination  should  go  a  very 
thorough  history-taking.  This  is  as  essential  as 
physical  examination,  and,  in  some  cases,  more  so. 
In  viewing  the  various  conditions  in  the  abdomen, 
there  is  none  that  does  not  have  characteristic 
symptoms  that  will  give  us  a  lead  as  to  the  true 
condition.  In  starting  with  gastric  and  duodenal 
ulcer  we  know  that  there  are  characteristic  symp¬ 
toms  early  in  this  disease  that  will  lead  us  to  think 
of  this  condition.  It  may  be  only  pain  after  eating 
and  vomiting,  coming  on  only  once  or  twice  a  year 
with  intervals  of  perfect  health.  In  gall-bladder 
trouble  we  get  somewhere  in  the  history  symptoms 
of  sudden  pains  in  this  area  and  possibly  indefinite 
symptoms  of  indigestion,  possibly  a  slight  jaundice 
at  some  time  with  light-colored  stools.  In  obstruc¬ 
tion  of  the  bowel,  if  we  are  careful  in  our  question¬ 
ing,  we  will  find  a  characteristic  feature  of  the  pain 
in  the  beginning  is  that  it  comes  on  gradually,  works 
up  to  crisis,  and  gradually  fades  away.  This  fea¬ 
ture  is  always  present,  but  may  require  a  little 
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questioning  to  bring  it  out.  In  appendicitis,  with 
the  general  abdominal  pain  localizing  in  the  right 
side  after  a  few  hours,  with  accompanying  tender¬ 
ness  and  perhaps  increased  resistance  on  the  right 
side.  In  ectopic  pregnancy,  to  have  a  sudden  onset 
of  pain  in  the  lower  abdomen  with  some  weakness 
which  may  amount  to  real  fainting,  with  or  without 
disturbance  of  menstruation.  In  renal  or  ureteral 
calculus,  it  is  at  some  time  a  severe  cutting  pain 
in  the  side  extending  down  into  bladder  with  per¬ 
haps  disturbance  of  urination,  either  in  frequency 
or  suppression  at  the  time  or  a  small  amount  of 
blood. 

The  point  I  wish  to  make  is  that  there  is  no 
pathological  condition  in  the  abdomen,  coming  on 
in  an  acute  condition,  that  does  not  have  some  symp¬ 
tom  that  is  characteristic  of  that  condition.  It 
may  be  a  symptom  that  has  not  been  noticed  by 
the  patient,  but  it  can  always  be  elicited,  either  from 
the  patient  or  relatives,  if  the  proper  line  of  ques¬ 
tioning  is  followed.  Even  in  conditions  where  one 
or  more  organs  are  involved  and  where  the  condi¬ 
tion  has  become  more  or  less  chronic,  it  is  just  as 
important  and  just  as  helpful  to  go  back  and  elicit 
the  symptoms  produced  in  the  early  stages  of  the 
trouble.  It  is  important  to  get  the  previous  history 
as  thorough  as  possible  because  we  know  certain 
conditions,  such  as  chronic  dysenteries,  typhoid 
fever,  gonorrhea,  and  many  other  conditions,  may 
assist  us  very  materially  in  making  a  diagnosis. 

Dr.  John  H.  Rishmiller  (Alinneapolis,  Minn.): 
There  are  two  main  etiological  factors, — rupture  of 
gastric  ulcer  and  suppurating  appendicitis, — in  the 
question  of  subphrenic  or  subdiaphragmatic  abscess. 
The  history  of  surgery  shows  that  the  diagnosis 
of  subdiaphragmatic  abscess  is  nearly  always  made 
when  we  are  operating  for  another  lesion,  and,  as 
a  corollary,  I  desire  to  report  one  case  in  extenso. 

Mr.  R.  B.,  aged  51;  American;  married  six  years; 
no  children.  A  bridge  carpenter  for  Minneapolis, 
Northfield  &  Southern  Railway. 

Tonsil  trouble  since  childhood,  but  not  so  much 
lately.  Typhoid  when  fourteen  years  old.  Had 
mumps  and  measles  when  a  child.  Thirty  years 
ago  was  in  hospital  at  Shreveport,  La.  for  malaria. 
Was  in  hospital  in  Portage  la  Prairie,  Manitoba, 
for  rheumatism  in  January  and  February,  1907,  and 
had  tonsil  trouble  at  that  time.  Eight  years  ago 
he  first  noticed,  or  developed,  pain  across  the  ab¬ 
domen,  lasting  few  days.  Used  Antiphlogistine,  and 
had  no  physician.  This  condition  left  soreness  over 
the  appendix  region.  Seven  years  ago  he  had  con¬ 
siderable  tonsil  trouble.  Last  September,  while 
working  as  lumberman  in  Minnesota,  he  was  taken 
with  pain  across  the  abdomen,  when  the  company 
doctor  saw  him,  who  gave  him  medicine.  He  was 
off  from  work  one  day,  but  right  side  was  sore  for 
a  few  days  longer. 

Gave  history  that  he  had  been  turned  down  for 
both  the  Spanish-American  and  Boer  wars  on  ac¬ 
count  of  cardiac  lesion. 

May  12,  1919,  after  he  had  gone  to  bed,  soreness 
started  across  the  abdomen,  the  most  severe  pain 
he  has  ever  had.  Dr.  Alvin  C.  Tanner  first  saw 
him  on  May  16,  in  the  forenoon.  He  entered  the 
hospital  on  May  16,  in  the  afternoon. 


Physical  findings:  Some  muscular  rigidity  over  the 
right  side  of  the  abdomen.  Has  large,  plainly  per¬ 
ceptible,  painful  mass  on  the  right  side  of  the  ab¬ 
domen,  close  to  the  outer  abdominal  wall.  The 
leucocyte  count  was  10,300,  which  likely  indicates 
abscess.  Runs  a  temperature  which  never  reaches 
normal. 

Teeth:  lower,  has  two  on  bridge  and  two  gold 
crowned;  has  eight  other  teeth;  several  are  loose, 
due  to  pyorrhea:  upper,  has  three  small  bridges 
and  four  gold  crowned;  all  told,  has  fourteen  teeth 
in  upper  jaw.  Has  no  diseased  tonsils. 

May  17:  Large  mass  over  appendix  region.  Full 
tub-bath.  S.  S.  enema.  Ice-cap  over  appendix. 
Seniisolid  diet. 

May  18:  Leucocyte  count,  11,100. 

May  19:  Had  ^r-ray  of  teeth.  Leucocyte  count 
and  temperature  higher  than  they  have  been.  Feels 
comfortable. 

May  20:  Examined  .r-ray  films  with  Dentist 
Nilsson.  Five  abscessed  teeth  should  be  extracted. 

May  22:  Operated  under  ether,  assisted  by  Dr. 
Tanner.  A  four-inch  outside  right  rectus  incision 
was  made  with  center  over  enlargement.  A  dense 
mass,  surrounded  by  indurated  adhesions,  was  found 
surrounding  the  cecum  and  appendix.  The  omen¬ 
tum  was  involved  in  the  inflammatory  mass.  No 
appendix  was  recognizable.  The  mass  was  firmly 
and  densely  adherent  to  the  right  side  of  the  abdom¬ 
inal  wall,  and  was  not  of  recent  origin.  Blunt  dis¬ 
section  with  gauze  over  finger  was  commenced  from 
below  upward,  working  between  the  mass  and  the 
posterior  abdominal  wall.  The  omentum  was  li¬ 
gated  and  removed.  A  small  stump  of  appendix, 
two  inches  long,  was  finally  recognized,  surrounded 
by  questionable  pus  formation,  dissected  from  its 
adjacent  structures  towards  cecum,  ligated  at  root 
and  removed.  The  terminal  part  of  appendix  was 
detected  beneath  the  cecum,  which,  ou  removal,  re¬ 
vealed  the  escape  of  creamy-white  pus.  The  post¬ 
erior  wall  of  the  cecum  was  of  very  low  vitality, 
as  were  all  other  tissues  involved  in  the  inflamma¬ 
tory  mass.  In  the  dissection,  effort  was  constantly 
made  to  keep  away  from  the  intestinal  wall.  Three 
large  drains  of  gauze  and  gutta  percha  were  inserted; 
lower  into  the  pelvis,  middle  to  root  of  appendix, 
and  upper,  back  of  the  cecum.  Attention  was  paid 
to  place  the  cecum  and  omentum  snugly  towards 
the  drainage  tubes.  The  peritoneum  and  internal 
oblique  were  closed  with  ten-day  chromic  catgut 
blanket  suture,  allowing  drainage  tubes  to  project 
through  the  lower  extremity  of  the  abdominal 
wound.  Same  for  external  fascia  and  skin.  Bulky 
dry  gauze  dressing  was  applied  and  held  in  place 
by  abdominal  binder.  Posterior  lower  left  rear 
tooth  extracted  by  Dr.  Tanner. 

Comment:  The  appendix  was  found  in  two  dis* 
tinct  pieces;  the  center  evidently  had  ruptured  sev¬ 
eral  years  ago,  separating  the  distal  from  its  proxi¬ 
mal  part,  leaving  the  distal  part  abscessed  and  the 
proximal  part  in  an  infected  condition  as  found  at 
operation. 

The  patient  was  placed  in  Fowler’s  position,  and 
Murphy’s  installation  of  normal  salt  per  rectum 
was  instituted,  giving  two  quarts  the  first  twelve 
hours. 
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May  24:  Temperature,  normal.  Considerable 
bowel  matter  on  dressings, — fecal  fistula.  Complete 
change  of  dressing  twice  daily.  Removed  pelvic 
drain.  Turn  patient  on  abdomen  for  thorough  drain. 
S.  S.  enema.  Gets  I.  Q.  &  S. 

May  28:  Removed  middle  drainage  tube.  Turned 
patient  on  abdomen.  S.  S.  enema,  1  pint,  every 
afternoon;  Hinkle  to-night. 

June  1,  A.  M.:  Removed  upper  and  last  abdominal 
drain.  Remnant  of  skin  suture  removed  and  upper 
part  of  wound  has  firmly  healed.  Patient  has  been 
running  a  temperature  of  102°  with  profuse  per¬ 
spiration,  with  no  decline  of  the  leucocyte  count, 
in  fact,  the  temperature  and  leucocytosis  remained 
about  the  same  after  the  operation  as  before  it. 
The  seat  of  the  real  trouble  has  not  been  removed. 

June  1:  10:00  p.  m.:  Had  been  dressed  at  6:00;  had 
chill  at  8:00,  lasting  fifteen  minutes.  Pulse,  imper¬ 
ceptible.  Cold  sweat.  Delirious.  Condition  desper¬ 
ate.  Camphorated  oil,  1  c.c.  hypodermic;  repeat 
in  one  hour. 

An  abscess  had  been  ruptured,  with  discharge  of 
a  large  amount  of  grayish,  creamy  pus.  This  was 
followed  by  profound  shock  from  the  sudden  evacu¬ 
ation  of  a  large  abscess,  a  subphrenic  abscess.  This 
was  plainly  a  case  where  abscessed  appendix  was 
followed  by  extension  of  infection,  posterior  to  the 
ascending  colon,  which  finally  terminated  into  a  sub- 
phrenic  abscess. 

June  2,  1.00  p.  m.:  Cold  clammy  sweat.  Complete 
change  of  dressing.  Pressure  between  wound  and 
ribs  exudes  considerable  pus.  Ordered  to  drink  a 
glass  of  water  every  hour.  Turned  on  abdomen 
for  drainage. 

June  3,  10:00  a.  m.:  Complete  change  of  dressing. 
Considerable  pus  discharge.  To  turn  on  abdomen 
for  drainage.  S.  S.  enema,  one  pint,  this  p.  M. 
Temperature,  normal.  Condition  remarkably  im¬ 
proved  over  what  it  was  two  days  ago,  and  he  will 
recover. 

The  fecal  fistula  was  anticipated,  and,  as  they 
nearly  all  heal,  discontinued  to  discharge  as  soon 
as  drainage  tube  wound  healed. 

June  21:  Wound  smaller,  but  still  considerable 
discharge  due  to  patient  walking  about  hospital. 
Left  hospital  for  home. 

August  8:  Has  been  in  country  three  weeks; 
weighed  168  pounds  when  going  and  now  weighs 
181. 

June  11,  1921:  Has  no  ventral  hernia,  except  weak 
in  lower  half.  Perfectly  well,  and  working  daily. 

Dr.  John  V.  R.  Lyman  (Eau  Claire,  Wis.):  There 
is  one  pain  in  the  acute  abdomen  that  was  over¬ 
looked  in  the  paper,  and  that  is  hemorrhagic  pancre¬ 
atitis.  I  have  had  two  cases  in  the  last  year.  In 
one  case  the  patient  was  operated  on  early  and 
recovered;  the  other  gave  symptoms  and  history 
of  gall-stone  attacks.  The  first  time  I  saw  the 
patient  he  had  had  attacks  over  a'  period  of  several 
years.  I  advised  him  to  go  to  the  hospital,  but 
he  refused.  Within  the  next  twenty-four  hours  I 
called  again  to  see  the  patient  and  found  that  he 


was  having  emesis  of  blood  and  hemorrhagic  stools, 
and  I  again  urged  that  he  go  to  the  hospital,  which 
he  did,  but  he  died  in  half  an  hour.  Post-mortem 
examination  revealed  hemorrhagic  pancreatitis. 

Dr.  Herbebt  H.  Leibold  (Parkers  Prairie,  Minn.): 
There  are  two  other  conditions  which  should  be 
taken  into  consideration.  One  of  these  was  im¬ 
pressed  on  me  recently.  A  man  brought  a  little 
boy  to  the  hospital  and  said  he  thought  he  had 
appendicitis.  I  examined  the  boy  and  found  that 
he  was  rigid  all  over  the  abdomen;  temperature, 
101°;  pulse,  120. 

According  to  our  method  of  treatment  the  boy 
should  have  been  operated  on  within  the  first 
twenty-four  hours  to  give  him  a  fairly  safe  opera¬ 
tion  in  case  an  acute  appendicitis  existed.  I  can¬ 
not  tell  the  reason  why,  but  the  boy’s  abdomen  did 
not  feel  right.  I  did  not  think  he  had  appendicitis. 
I  asked  the  boy  what  food  had  been  partaken  of, 
but  could  get  no  definite  information.  I  kept  him 
in  the  hospital,  gave  him  a  high  enema  and  a  big 
dose  of  castor  oil,  and  in  twelve  hours  he  was  all 
right;  the  rigidity  and  pain  disappeared.  They  took 
the  boy  home  and  brought  him  back  in  two  days  in 
the  same  condition.  They  said  they  kept  him  in 
the  house  and  he  had  not  been  out,  but  he  ate 
some  more  Roquefort  cheese  and  the  same  condi¬ 
tion  developed.  .He  was  all  doubled  up  with  pain. 
We  succeeded  in  clearing  up  the  condition,  and  there 
was  no  appendicitis  about  it. 

The  other  condition  referred  to  is  intussuscep¬ 
tion.  In  case  of  acute  abdominal  pain,  especially  in 
children,  intussusception  can  be  very  easily  mis¬ 
taken  for  some  of  these  conditions,  and  it  should 
always  be  considered. 

Dr.  DeWayne  Townsend  (Belgrade,  Minn.):  I 
was  recently  called  to  see  a  child  who  had  diarrhea 
with  green  stools.  When  I  saw  him  he  was  suffer¬ 
ing  from  extreme  distention.  Palpation  revealed 
an  indefinite  mass  in  the  region  of  the  splenic  flex¬ 
ure  of  the  colon.  Rectal  examination  did  not  show 
anything.  About  twelve  hours  before  I  was  called 
the  baby  had  passed  blood  and  bloody  mucus,  and 
I  made  a  diagnosis  of  intussusception.  The  baby 
was  having  paroxysms  of  pain  characteristic  of 
that  condition.  Just  because  I  wanted  to  do  every¬ 
thing  that  possibly  might  do  good  I  began  to  give 
the  child  high  enemas,  but  got  nothing  except  bloody 
mucus,  no  gas  or  fecal  material.  After  three  hours 
spent  in  trying  to  dilate  the  colon  in  that  way  I 
took  the  child  to  the  hospital  and  while  the  operat¬ 
ing-room  was  being  prepared  I  again  attempted  to 
dilate  the  colon,  and  it  so  happened  that  I  suc¬ 
ceeded.  Under  the  pressure  of  four  of  five  enemas 
I  finally  got  a  little  gas;  then  there  was  a  mighty 
gush  of  bloody  mucus  and  a  little  fecal  matter.  We 
did  not  operate,  but  put  the  patient  to  bed  and 
kept  him  quiet,  when  fecal  matter,  very  foul,  began 
to  come  profusely,  and  the  baby  recovered  in  short 
order.  I  have  no  doubt  there  was  an  acute  intus¬ 
susception,  which  I  reduced  by  enemas. 
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THE  EARLY  TREATMENT  OF  INJURIES  TO  THE  EYEBALL* 


By  Lyman  A.  Copps,  M.D.,  F.A.C.S. 


MARSHFIELD,  WISCONSIN 


In  all  branches  of  industrial  surgery  the  two  Beneath  the  epithelium  is  a  fairly  tough  homo¬ 
principal  objects  in  the  treatment  of  a  case  are,  geneous  or  glass  membrane.  Bowman  s  membiane, 
first,  to  obtain  a  result  which  gives  a  minimum  which  is  quite  impervious  to  infection  when 
amount  of  permanent  disability,  and,  second,  to  unbroken.  It  also  will  regenerate  quickly  if  un¬ 
get  the  patient  back  on  his  job  as  soon  as  pos-  hindered.  Next  is  the  substantia  propria  cornece, 
sible.  Perhaps  in  no  class  of  wounds  is  the  which  is  made  up  of  lamellae  of  transpaient 
proper  first  treatment  more  important  for  the  collagenous  fibrillae,  between  which  are  fixed  cells 
attainment  of  the  above  objects  than  in  wounds  or  corpuscles  and  wandering  leucocytes.  This 
to  the  eyeball,  and  for  that  reason  it  is  better  substance  is  much  less  resistant  to  infection  than 
that  every  eye  wound,  even  to  the  simple  foreign  the  two  overlying  layers.  Then  comes  another 
body  in  the  conjunctival  sac,  be  treated  from  very  tough  glass  membrane,  Desceniet  s  mem- 
the  first  by  an  eye  specialist.  However,  many  brane,  and  a  layer  of  endothelial  cells.  Dis¬ 
eases  are  necessarily  first  seen  by  the  general  cemet’s  membrane  is  very  elastic  and  will  resist 
surgeon,  so  it  is  imperative  that  he  be  able  to  necrosis  long  after  all  the  other  layers  have  been 
render  intelligent  treatment  and  that  he  also  have  destroyed. 

a  realization  of  possible  later  complications  of  If  the  foreign  body  is  embedded  in  the  epithe- 
even  the  simplest  injury.  hum,  and  it  is  removed  without  injuiing  Bow- 

By  far  the  most  common  form  of  trauma  to  man’s  membrane,  infection  will  rarely  take  place, 
the  eyeball  is  caused  by  the  entrance  of  a  small  and  the  epithelium  covers  the  defect  in  a  very 
particle  which  lodges  somewhere  in  the  conjunc-  short  time.  The  removal  can  usually  be  accom- 
tiva  or  the  cornea.  The  danger  in  these  cases  plished  with  a  cotton  swab.  If  the  foreign  body 
results  from  infection,  either  by  organisms  al-  has  penetrated  Bowman’s  membrane  and  is  re¬ 
ready  in  the  conjunctival  sac  on  the  foreign  par-  moved  early  with  aseptic  precautions,  regenera- 
ticle  or  organisms  carried  into  the  eye  by  the  don  will  usually  take  place  so  rapidly  that  in¬ 
surgeon  who  removes  it.  fection  is  shut  out.  It  is  very  easy  for  the  sur- 

If  the  foreign  body  is  not  on  or  in  the  cornea  geon  to  plant  organisms  into  this  cornea  by  care- 
its  removal  is  very  simple  and  usually  is  acconi-  less  technic. 

plished  by  means  of  a  cotton  swab.  In  doing  When  Bowman’s  membrane  is  penetrated  and 
this  the  possibilities  of  infection  should  be  borne  the  case  is  first  seen  later  than  twenty-four  or 

in  mind.  The  swab  must  be  sterile,  and  it  is  well  more  hours  after  the  injury  there  is  often  a 
to  instill  a  drop  of  some  antiseptic  after  the  re-  narrow  zone  of  grey  infiltrate  about  the  foreign 
moval.  Before  discharging  the  patient  a  careful  body.  Here  the  superficial  corneal  lamellie  are 
inspection  of  the  corneal  surface  should  be  made  necrotic,  and  wandering  corneal  leucocytes  have 
to  see  that  there  are  no  breaks  in  the  epithelium,  invaded  them  to  stamp  out  the  infection  which 
and  he  should  be  ordered  to  return  if  the  feeling  is  there.  When  the  wound  is  infected  healing 
of  irritation  persists  more  than  twelve  hours.  may  take  place  rapidly,  or  the  invading  organ- 

If  the  foreign  body  is  embedded  in  the  cornea  isms  may  increase,  in  which  case  their  toxins 
the  possibilities  of  trouble  are  much  greater,  must  flow  through  the  interlamellar  lymph 
The  thing  to  be  avoided  is  an  opacity  in  the  spaces  to  the  limbus  before  reaching  any  blood 
cornea  which  will  only  follow  if  there  has  been  supply.  Then  serum  and  leucocytes  must  travel 
an  infection.  The  manner  in  which  this  takes  back  to  the  site  of  the  injury  to  be  effective 
place  is  best  understood  by  having  a  good  knowl-  against  the  organisms.  Because  of  this  long  dis¬ 
edge  of  the  histology  and  physiology  of  the  tance  between  the  two  locations,  healing  is  slow, 
cornea.  and  the  infection  may  not  easily  be  overcome. 

The  cornea  is  covered  externally  by  a  layer  The  septic  process  may  be  held  in  check  for 
of  pavement  epithelium,  which  is  four  or  five  some  time  and  slowly  heal,  or  it  may  progress 
cells  in  thickness.  This  epithelium  has  a  remark-  causing  more  and  more  necrosis  until  we  have 
able  regenerative  power  and  will  cover  any  de-  the  formation  of  a  well-developed  ulcer.  The 
feet  very  quickly  if  not  held  back  by  infection,  ulcer  enlarges  by  the  spread  of  organisms  be- 

^sented  before  the  fifteenth  annual  meeting  of  the  ^Weeil  the  laindlie  and  formatioil  of  neW  COlonieS 
Soo  Surgical  Association  held  at  Minot,  North  Dakota. 
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whose  toxins  cause  necrosis  and  sloughing  of 
the  overlying  tissue.  In  this  way  a  large  part  of 
the  cornea  may  be  destroyed. 

In  the  more  severe  types  of  ulcer  the  cornea 
may  be  perforated,  in  which  case  an  infection 
of  the  whole  eyeball  with  total  destruction  may 
follow. 

Healing  is  accomplished  by  the  usual  invasion 
of  fibroblasts  and  connective  tissue  formation, 
the  scar  is  not  transparent,  and  vision  is  con- 
secpiently  impaired. 

Frequently  a  patient  comes  in  complaining  of 
a  foreign  body  when  there  is  none  in  the  eye, 
but  there  may  be  a  slight  abrasion  of  the  corneal 
epithelium.  In  this  case  the  instillation  of  mer¬ 
curic  chloride  ointment  and  the  application  of  a 
bandage  is  as  important  as  with  the  foreign  body. 
A  slight  corneal  abrasion  will  easily  escape  notice 
unless  fluorescein  is  used.  Fluorescein  should 
be  used  in  all  cases  to  determine  the  extent  of 
the  injury  and  detect  any  abrasion  that  may  not 
be  seen  otherwise. 

Bearing  in  mind  that  most  cornea  ulcers  de¬ 
velop  from  minor  injuries,  every  precaution  to 
prevent  infection  must  be  taken  in  these  foreign 
body  cases.  The  following  safety  measures  are 
suggested  in  their  treatment : 

1.  Anesthesia;  Cocaine  softens  the  corneal 
epithelium  and  decreases  its  resistance  to  trauma 
or  infection,  and  it  dilates  the  pupil.  Neither 
holocain  nor  butyn  have  these  effects  and  are 
better  to  use.  Butyn,  especially,  gives  a  very 
quick  anesthesia. 

2.  Asepsis :  As  much  care  should  be  used 
as  in  any  clean  operation. 

3.  Antisepsis :  Every  case  is  potentially  in¬ 
fected.  After  the  foreign  body  is  removed  all 
burned  or  devitalized  tissue  must  also  be  re¬ 
moved.  Then  it  is  well  to  use  an  antiseptic. 
The  following  mixture  applied  directly  to  the 
wound  is  recommended  by  Woodruff  if  there  is 


already  ulceration : 

Rx.  Zinc  iodide  .  15.00 

Iodine  (crystal)  .  25.00 

Glycerine  .  50.00 

Aquae  dest.,  q.s.ad . 100.00 


Tincture  of  iodine  may  be  used.  Instead  of 
making  a  direct  application  an  antiseptic,  such 
as  silver  nitrate,  m^rcurochrome,  or  mercuric 
chloride  ointment,  may  be  instilled. 

4.  Bandage:  If  the  epithelium  is  intact  a 
bandage  may  not  be  necessary,  but  if  there  is  a 
break  in  the  surface  a  patch  or  bandage  is  very 
important.  The  lid  is  kept  from  constantly 
brushing  over  the  wound,  the  smooth  palpebral 


conjunctiva  aids  epithelial  proliferation  just  as 
adhesive  or  paraffin  does  to  a  burned  skin  sur¬ 
face,  and  infection  is  kept  out. 

5.  Observation:  The  patient  should  report  in 
twenty-four  hours  and  at  intervals  thereafter  un¬ 
til  the  wound  is  completely  healed. 

If  the  physician  is  unable  to  remove  the  foreign 
body  or  does  not  wish  to  attempt  it  he  should 
instill  an  ointment,  such  as  mercuric  chloride, 
and  put  on  a  bandage. 

Every  patient  reporting  with  a  foreign  body 
on  the  cornea  should  be  impressed  with  the  great 
importance  of  reporting  early.  The  custom  of 
having  another  workman  remove  the  foreign 
body  with  a  pencil,  handkerchief,  or  what  not, 
often  results  in  more  harm  being  done,  and  it 
is  to  be  discouraged.  The  opportunity  of  em¬ 
phasizing  the  value  of  preventive  measures,  such 
as  goggles,  should  be  embraced.  By  methods 
somewhat  similar  to  the  above  Van  Kirk  reports 
a  decrease  of  over  400  per  cent  in  the  number 
of  corneal  ulcers  occurring  in  a  large  Pittsburg 
steel  mill. 

Another  class  of  injuries  to  the  front  of  the 
eye  which  require  prompt  intelligent  treatment 
is  chemical  burns.  Permanent  corneal  opacities 
and  adhesions  between  the  eyelids  and  ball  are 
the  serious  outcome.  The  former  are  due  to  a 
coagulation  of  the  superficial  lamellse  of  the 
cornea  and  the  latter  to  excoriation  of  the  con¬ 
junctiva.  Pain  may  be  relived  by  butyn  or  holo¬ 
cain,  and  the  conjunctival  sac  must  be  thoroughly 
irrigated  using  a  neutralizing  solution,  saturated 
boric  acid  or  weak  acetic  acid  if  it  is  an  alkali 
burn  and  5  per  cent  solution  of  sodium  bicar¬ 
bonate  if  acid.  The  lids  should  be  turned  over 
to  be  sure  that  the  cul-de-sacs  are  cleansed  and 
the  irrigation  or  instillation  of  the  neutralizing 
agent  repeated  for  sometime.  The  immediate 
injection  of  1.5  c.c.  to  2  c.c.  of  the  same 
reagent  beneath  the  conjunctiva  can  be  made  by 
a  specialist.  I  have  done  this  in  acid  burns  and 
have  seen  a  remarkable  clearing  of  the  clouded 
cornea  in  the  first  twenty-four  hours. 

Burns  by  fire  or  hot  metals  can  be  palliated 
by  the  careful  removal  of  any  foreign  substance, 
a  bandage,  and  the  instillation  of  one-half  per 
cent  holocain  in  sterile  liquid  petrolatum  to  re¬ 
lieve  pain  and  protect  the  cornea  against  the 
swollen  and  roughened  conjunctiva. 

The  more  severe  injuries  to  the  eyeball  may 
be  included  in  two  principal  groups,  those  in 
which  the  outer  coats  are  not  ruptured  and  those 
in  which  they  are.  It  is  impossible  to  go  into 
a  complete  discussion  of  these  injuries,  but  I 
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wish  to  point  out  some  of  the  later  complications 
which  can  be  avoided  at  least  in  part  by  proper 
early  treatment. 

That  the  eyeball  is  not  ruptured  can  be  de¬ 
termined  by  the  fact  that  its  tension  is  not  greatly 
reduced.  Here  we  have  two  main  conditions  to 
deal  with,  namely,  intra-ocular  hemorrhage  and 
rupture  or  displacement  of  intra-ocular  struc¬ 
tures,  usually  accompanied  by  hemorrhage. 

Hemorrhage  may  appear  in  the  anterior  cham¬ 
ber  or  he  confined  to  the  vitreous.  Blood  in  the 
anterior  chamber  alone  is  usually  readily  carried 
away  by  the  flow  of  aqueous.  In  the  vitreous 
absorption  is  much  slower,  but  in  time  a  remark¬ 
able  degree  of  clearing  will  take  place.  If  it 
is  not  com])lete,  large  or  small  particles  of 
fibrin  are  left  floating  in  the  vitreous  to  pro¬ 
ject  their  shadows  onto  the  visual  field,  or  new 
vessels  may  proliferate  into  a  clot  in  contact  with 
the  retina,  resulting  in  the  organization  and  ab¬ 
sorption  of  the  clot,  but  leaving  a  proliferative 
retinitis. 

The  first  indication  in  intra-ocular  hemorrhage 
is  to  stop  or  prevent  further  hemorrhage.  This 
can  be  aided  by  immobilizing  both  eyes  by  band¬ 
aging,  keeping  the  patient  absolutely  quiet  and 
possibly  the  administration  of  some  preparation 
of  hemostatic  serum.  After  twelve  or  more 
hours  absorption  will  be  aided  by  a  brisk  calomel 
and  saline  purge,  sweats,  and  heat  to  the  eye ; 
by  this  time  the  patient  should  be  in  an  oculist’s 
hands.  Some  of  the  most  frequent  later  com¬ 
plications  are  obstruction  of  the  spaces  of  Fon¬ 
tana  and  the  canal  of  Schlemm  by  blood  cor¬ 
puscles  leading  to  increased  tension  and  delayed 
absorption,  and  increased  tension  due  to  the 
rupture  of  the  lens  capsule  and  swelling  of  the 
lens  or  to  continued  bleeding  into  the  vitreous ; 
all  of  these  require  prompt  treatment  and  close 
observation,  which  only  the  trained  ophthalmic 
surgeon  can  render. 

The  recognition  of  such  things  as  detached 
iris  (iridodialysis)  or  detached  retina,  ruptured 
choroid,  etc.,  is  important  and  can  usually  be 
done  only  by  the  oculist. 

If  the  eyeball  is  ruptured  we  have  the  added 
factors  of  infection  and  loss  of  intra-ocular  struc¬ 
tures  to  deal  with.  We  have  an  open  pathway 
by  which  sepsis  can  reach  the  interior  of  the 
eye,  and  through  which  iris,  ciliary  body,  choroid, 
lens  etc.,  may  be  partially  prolapsed.  The  first 
thought  in  all  these  cases  should  be  conservation ; 
many  eyes  that  at  first  sight  appear  quite  hope¬ 
less  can  be  given  some  degree  of  usefulness.  No 
one  besides  an  ophthalmic  surgeon  has  any  busi¬ 


ness  rendering  more  than  first-aid  treatment  in 
one  of  these  cases.  The  sooner  the  case  is  in  the 
hands  of  the  oculist  the  better,  and,  I  might  add, 
the  less  that  has  been  done  to  the  eye  the  better. 
When  the  eyeball  is  broken  o])en  any  slight  rise 
in  the  intra-ocular  tension  may  increase  the 
amount  of  injury  by  causing  greater  prolapse  of 
the  uvea  or  more  loss  of  vitreous.  This  may 
result  from  anything  but  the  most  careful  hand¬ 
ling  of  the  lids,  from  standing,  walking,  straining, 
coughing,  or  any  bodily  exertion  on  the  part  of 
the  patient. 

The  first-aid  measure  of  greatest  importance 
if  the  ophthalmic  surgeon  is  not  at  hand  is  a 
well-a])])lied  pressure  bandage.  I  want  to  say 
here  that  to  see  an  injured  eye  come  in  with  a 
well  applied  bandage  is  to  me  very  much  the 
exception.  The  bandage  should  give  a  firm,  even 
pressure,  and  be  secure  enough  so  that  it  cannot 
slip.  Antitetanic  serum  should  be  given  as  in 
any  perforating  wound.  The  patient  should  be 
kept  as  quiet  as  possible. 

The  varieties  and  complications  of  perforating 
eye  injuries  are  too  numerous  to  mention,  but  let 
me  say  again  that  many  apparently  hopeless  cases 
will  come  out  with  some  usefulness,  and  the  first 
thought  always  should  be  to  save. 

In  conclusion  I  will  repeat  that  for  the  interest 
of  the  individual  as  well  as  his  employer  it  is 
better  that  every  eye  injury  be  treated  from  the 
first  by  an  ophthalmic  surgeon.  There  may  he 
a  difference  of  opinion  regarding  the  foreign 
body  on  the  cornea,  but  I  believe  the  results 
would  show  a  lower  total  number  of  hours  lost 
and  fewer  corneal  ulcers.  Almost  every  eye  man 
has  seen  eyes  that  were  lost  as  a  result  of  care- 
les  or  improper  removal  of  foreign  bodies. 

As  regards  the  more  severe  injuries,  there  is 
no  argument.  However,  the  man  who  first  sees 
them  can  do  much  toward  alleviating  the  injury 
or  preventing  greater  damage,  by  proper  hand¬ 
ling.  He  should  be  able,  at  the  first  examination, 
to  recognize  the  factors  which  lead  to  serious 
consequences  and  call  upon  the  ophthalmic  sur¬ 
geon  early.  If  these  principles  are  followed  we 
shall  have  less  permanent  disability  and  a  min¬ 
imum  loss  of  time. 

DISCUSSION 

Dr.  George  E.  Benson  (Minneapolis,  Minn.):  In 
some  of  these  injuries  of  the  cornea  caused  by  hot 
emery  or  hot  cinders  it  is  not  always  possible  to 
accomplish  the  results  by  simply  removing  the 
foreign  body.  In  very  many  cases  the  foreign  body 
has  been  removed  by  the  general  practitioner  and 
he  fails  to  remove  the  little  stain  or  burned  tissue 
around  the  foreign  body.  This  usually  shows  in 


273 


THE  JOURNAL-LANCET 


the  form  of  a  ring,  and  in  most  cases  it  is  almost 
impossible  to  sec  this  ring  without  the  aid  of  a  lens. 
It  cannot  be  seen  clearly  with  the  naked  eye,  but 
if  one  uses  a  lens  and  illuminates  from  the  side  I 
think  one  will  then  be  able  to  see  that  class  of 
foreign  bodies. 

In  cases  of  foreign  body  removed  with  a  spud 
it  is  well  to  dilate  the  pupil,  even  if  we  see  the 
patient  only  once  or  twice.  In  cases  where  it  is 
impossible  for  us  to  remove  the  foreign  body  and 
it  becomes  necessary  to  send  the  patient  to  the 
oculist,  and  especially  if  he  has  a  long  distance  to 
travel,  it  is  probably  advisable  to  dilate  the  pupil 
with  atropin. 

With  reference  to  the  use  of  cocaine  in  the  eye; 

I  agree  with  that,  but  I  really  believe  the  use  of 
cocaine  in  removing  the  foreign  body  many  times 
gives  us  a  little  tip  as  to  the  condition  of  the  iris 
in  cases  where  the  foreign  body  has  been  in  a  day 
or  longer.  The  fact  that  cocaine  does  not  dilate 
the  pupil  gives  us  the  tip  that  there  is  a  beginning 
iritis  and  whether  or  not  we  should  use  a  little 
atropin.  Also  in  the  removal  of  a  foreign  body 
from  the  cornea  I  would  emphasize  the  necessity 
of  advising  the  patient  that  we  are  using  atropin 
with  the  purpose  here  of  safety,  because  if  we  do 
not  do  so  the  patient  will  after  three  or  four  days 
become  very  much  alarmed  if  he  is  not  able  to  see 
clearly,  and  especially  has  this  been  true  with  a 
number  of  patients  who  speak  very  little  English. 

Dr.  John  Steele  Barnes  (Milwaukee,  Wis.):  If 
we  could  only  put  all  injuries  of  the  eye  under 
early  treatment  we  should  have  no  cause  for  regret. 

I  am  glad  to  say  that  we  are  getting  our  injured 
eyes,  especially  from  the  factories,  at  the  very  earli¬ 
est  stage.  One  factor  in  this  has  been  the  em¬ 
ployees’  liability  law.  The  workmen  now,  if  in¬ 
jured  in  the  least  degree,  do  not  hesitate  to  go  to 
the  doctor,  for  it  is  not  going  to  cost  them  any¬ 
thing  and  they  are  not  going  to  take  any  chances, 
consequently  I  am  seeing  eye  injuries  earlier  and 
earlier,  and  my  records  show  a  vast  difference  in 
the  way  of  bad  results.  Now  most  of  what  might  be 
called  major  injuries,  are  very  easily  converted  into 
minor  ones. 

The  essayist  has  considered  the  subject  step  by 
step  and  told  the  reason  why  we  should  institute 
early  treatment.  If  we  have  no  infection  there  is 
no  need  to  worry  about  any  eye  injury.  Even  in 
an  injury  so  severe  that  the  eyeball  is  cut  open  we 
are  not  going  to  have  bad  results  if  infection  does 
not  develop.  Infection  is  the  bete  noire  in  eye  in¬ 
juries. 

The  disposition  among  too  many  of  the  men  in 
treating  what  they  would  call  a  minor  accident,  is 
to  take  it  too  lightly.  I  believe  every  case  that  cemes 
into  our  hands  should  be  very  carefully  examined  before 
anything  is  done.  I  had  a  very  striking  case  a  few' 
days  ago.  The  patient  had  suddenly  turned  around 
and  caught  the  edge  of  a  box  or  some  other  hard 
substance  across  the  eye,  denuding  most  of  the 
epithelium  from  the  central  portion  of  the  eye,  des¬ 
troying  the  superficial  epithelium  and  Bowman’s 
membrane  down  to  the  stroma  of  the  cornea.  The 
oculist  who  first  saw  the  case  was  just  going  out 
of  town.  From  the  history  and  casually  looking 


at  the  eye  he  found  that  the  epithelium  was  de¬ 
nuded  and  simply  put  some  salve  or  ointment  in 
the  eye  and  said  it  would  be  all  right.  Had  he  ex¬ 
amined  the  eye  carefully  he  would  not  have  done 
that.  Two  days  later  I  saw  the  case,  infection  had 
started,  iritic  irritation  was  present,  and  the  only 
way  I  detected  that  was  because  of  the  important 
point  mentioned  by  Dr.  Benson.  I  used  cocaine 
and  got  no  dilatation.  I  immediately  put  in  atropin 
and  put  the  eye  at  rest  for  the  reason  that,  aside 
from  the  infection  and  the  negative  result  from  the 
cocaine,  I  discovered  that  the  pupil  of  the  injured 
eye  was  smaller  than  the  other.  By  careful  ex¬ 
amination  the  real  condition  was  discovered.  For¬ 
tunately,  just  before  I  came  away  yesterday  I  found 
that  the  cornea  had  all  cleared  up,  and,  outside  of 
the  dilatation  of  the  pupil  which  will  require  another 
week  to  recover,  the  eye  was  all  right.  I  succeeded 
in  preventing  the  infection  from  going  farther. 

Sometimes  there  is  too  much  meddlesome  inter¬ 
ference.  It  is  undoubtedly  true  that  more  harm 
than  good  comes  from  trying  to  do  too  much. 
Simple  measures  are  better. 

One  word  more  about  cocainization  for  anes¬ 
thesia.  I  do  not  use  it  always,  and  I  do  not  use  a 
strong  percentage,  not  more  than  2  per  cent  unless 
I  want  to  demonstrate  iritic  irritation.  I  have  never 
seen  any  destructive  effect  on  the  corneal  epithelium 
from  the  use  of  cocaine. 

It  is  very  difficult  to  get  ointments  that  are  not 
gritty.  If  we  can  get  an  ointment  that  is  made 
perfectly  smooth  and  we  are  sure,  and  absolutely 
sure  is  not  gritty,  it  is  all  right.  Otherwise  the 
sterile  salt  solution  for  irrigation  is  about  as  good 
an  agent  for  the  purpose  as  we  can  find. 

Dr.  Alfred  M.  Ridgway  (Annandale,  Minn.):  I 
wish  to  ask  the  essayist  as  to  the  particular  objec¬ 
tion  to  cocaine,  especially  freshly  prepared  cocaine. 

Dr.  Corps  (closing):  Both  Dr.  Benson  and  Dr. 
Barnes  spoke  of  cocaine.  I  still  believe  it  is  best 
not  to  use  cocaine  for  anesthesia.  I  have  not  seen 
serious  results  in  the  removal  of  foreign  bodies, 
but  I  have  seen  corneal  ulcers  of  not  very  serious 
type  light  up  severely  where  cocainization  was  done. 
It  is  the  cocaine  that  causes  a  slight  swelling  with 
softening  of  the  stroma,  as  well  as  the  epithelium 
that  predisposes  to  that  spread  of  the  ulcerating 
process. 

Answering  Dr.  Ridgway’s  question:  That  would 
apply  whether  the  solution  were  freshly  prepared 
or  not. 

As  to  the  value  of  cocaine  in  dilating  the  pupil 
and  detecting  possible  iritis;  I  believe  those  condi¬ 
tions  can  be  detected  without  dilatation.  If  In  any 
of  these  foreign  body  cases  there  is  reason  to  be¬ 
lieve  that  iritis  exists,  atropin  should  be  used,  and 
one  can  go  ahead  with  its  instillation.  My  experi¬ 
ence  has  been  that  we  favor  the  spread  of  corneal 
infection  by  the  use  of  cocaine. 

One  thing  I  wanted  to  emphasize  was  that  any 
slight  corneal  abrasion  should  be  detected  by  care¬ 
ful  examination.  Also  I  want  to  impress  on  you 
the  value  of  a  bandage  wherever  there  is  loss  of 
corneal  epithelium.  I  think  the  application  of  a 
bandage  is  more  important  than  anything  else  we 
can  do. 
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As  to  ointments;  Dr.  Barnes’  point  was  well  taken. 
I  do  not  remember  that  1  have  ever  had  trouble 
with  ointments.  I  have  used  the  ophthalmic  oint¬ 
ments  put  u])  in  tnhes,  which  are,  of  course,  made 
for  that  purpose,  and  they  are  very  fine  ointments. 
I  think  that  is  the  thing  to  use,  and  if  one  is  going 
to  remove  foreign  bodies  from  the  eye  he  should 
have  a  tube  of  that  ointment;  that  is,  if  one  is  going 


to  use  an  ointment  he  should  have  that  preparation. 
The  tube  keeps  the  ointment  sterile.  1  will  say, 
however,  that  an  ointment  should  not  take  the 
place  of  other  indicated  treatment.  1  believe  that 
mercurochrome  is  one  of  the  finest  things  we  can 
use  in  these  cases. 

The  point  I  want  to  emphasize  above  everything 
else  is  the  value  of  a  bandage  over  the  injured  eye. 


TRANSACTIONS  OF  THE  MINNEAPOLIS  CLINICAL  CLUB 

Meeting  of  March  20,  1924 
Dr.  T.  a.  Peppard,  Presiding 


The  regular  monthly  meeting  of  the  Minne¬ 
apolis  Clinical  Club  was  held  at  the  Y.  M.  C.  A. 
at  7:15  p.  m.  on  Thursday  evening,  March  20, 
1924.  The  usual  dinner  hour  preceded  the  pro¬ 
gram  at  6 : 30. 

The  following  case  reports  were  given : 

\/  Dr.  R.  C.  Webb  reported  a  case  of  Sub¬ 
trochanteric  Fracture  of  the  Femitr  with  Appli¬ 
cation  of  Lane  'PTTteT"(^"^'^y  bHis  were  shown) 

Mr.  C.  P.,  aged  50,  fell  and  fractured  his  left  femur 
by  striking  the  sharp  edge  of  the  sidewalk  curb,  June 
22,  1923.  He  was  taken  on  a  stretcher  to  an  a'-ray 
laboratory  and  after  being  convinced  that  hospitalization 
was  necessary  he  was  taken  to  a  hospital. 

The  .r-ray  showed  a  fracture  of  the  femur  immed¬ 
iately  below  the  lesser  femoral  trochanter.  The  fracture 
line  was  almost  directly  transverse.  The  upper  frag¬ 
ment  was  drawn  upward  and  outward,  the  distal  frag¬ 
ment  being  inward  and  downward  with  respect  to  the 
proximal  fragment.  There  was  overlapping  of  the  edges 
of  the  fragments. 

He  was  immediately  placed  in  a  Thomas  splint  and 
thirty-five  pounds  extension  was  placed  on  the  leg.  The 
leg  and  splint  were  swung  from  a  so-called  Balkan 
frame  of  the  type  popularized  during  the  late  war.  The 
leg  and  thigh  were  abducted  in  order  to  bring  the  frag¬ 
ments  in  line.  The  pull  of  the  iliopsoas  muscle,  which 
inserts  in  the  lesser  trochanter,  together  with  the  power¬ 
ful  muscles  inserting  in  the  greater  trochanter,  tends 
to  bring  the  upper  fragment  upward  and  outward.  The 
fragments  were  directly  in  line  in  an  anteroposterior 
.r-ray  after  a  few  days’  traction,  hut  at  this  time  the 
ends  were  one-half  inch  apart  and  the  upper  fragment 
pointed  slightly  forward  as  could  he  determined  by 
physical  examination.  A  lateral  view  plate  was  not 
obtained.  (Illustrated  by  x-ray  films  shown.) 

On  July  5,  1923  (thirteen  days  after  injury),  the 
swelling  had  subsided  and  the  damaged  tissues  had 
reacted  to  the  trauma  sufficiently  to  permit  operation. 
He  was  placed  in  extension  on  a  Hawley  table,  and, 
through  a  ten-inch  lateral  incision  over  the  involved 
area,  the  hone  was  exposed.  The  findings  at  operation 
proved  the  necessity  of  open  treatment.  With  the  leg 
in  abduction  and  extension  the  fragments  were  in  line, 
httt  the  lower  fragment  lay  at  a  lower  level  than  the 
upper  fragment  and  union  would  have  been  weak  and 


unsatisfactory.  A  Lane  plate  was  applied,  care  being 
taken  to  place  no  screws  near  the  fractured  ends  of  the 
hone.  A  superficial  drain  was  placed  in,  the  wound, 
rubber  tube,  and  a  piece  of  catgut  tied  to  it,  permitting 
its  removal  the  next  day  without  disturbing  the  dressing. 
He  was  placed  in  a  plaster  cast  which  extended  from 
his  nipples  to  his  toes  on  the  involved  side  and  to  his 
knee  on  the  opposite  side.  The  posterior  half  of  the 
cast  was  cut  away  from  his  toes  to  a  point  above  the 
knee  sufficient  to  permit  flexion  of  the  knee,  and  this 
was  commenced  at  the  end  of  three  weeks.  He  was 
placed  on  a  three-section  mattress  instead  of  a  fracture- 
bed.  The  middle  section  measured  fifteen  inches  and 
was  a  great  aid  in  nursing. 

On  September  1,  he  was  placed  in  a  Hitzrot-Taylor 
brace,  and  on  September  17  he  went  to  his  home  in 
Omaha.  At  this  time  he  was  walking  in  his  brace,  and 
flexion  of  the  knee  was  nearly  perfect.  On  November 
23  the  Lane  plate  was  removed,  when  he  returned  to 
Minneapolis;  and  in  January  he  was  walking  about  per¬ 
fectly  without  the  brace.  The  final  .r-ray  shows  perfect 
union,  and  in  a  recent  letter  he  states  that  the  function 
is  also  perfect. 

n/dp.  W.  A.  Fansler  reported  the  following 
cases; 

1.  Hemorrhoids  in  a  child  of  two  years.  The  first 
case  Lhave  to  report  is  oTTnlFrest  noTTrom  difficulty 
of  diagnosis,  hut  from  the  fact  that  the  condition  oc¬ 
curred  in  a  child  of  this  age.  A  child  two  years  of 
age  came  in  with  a  history  that  for  the  past  year  the 
mother  had  noticed  protrusion  at  the  time  of  defecation. 
Naturally,  I  suspected  prolap.se  as  the  cause ;  however, 
examination  revealed  two  large  and  external  hemor¬ 
rhoids,  which,  when  engorged  with  blood,  were  from  1.5 
to  2  cm.  in  diameter.  Hemorrhoids  at  this  age  are 
extremely  rare.  I  have  never  before  seen  the  condition 
in  an  infant.  Some  of  my  pediatric  friends  say  that 
they  have  never  observed  a  case. 

2.  Internal  abscess  with  marked  constitutional  symp¬ 
toms.  This  case  I  saw  in  consultation  with  a  physician 
of  this  city.  The  history  of  the  case  as  recorded  by  the 
patient’s  physician  is  as  follews :  The  patient  is  a  fe¬ 
male,  aged  50,  and,  is  unmarried.  She  has  always  been 
rather  frail,  hut  never  really  ill  until  six  months  ago, 
at  which  time  she  had  all  her  teeth  extracted  at  one 
sitting  because  of  pyorrhea.  Following  this  her  health 
immediately  began  to  fail,  and  she  has  steadily  grown 
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worse.  Her  hemoglobin  was  22  per  cent  with  R.B.C. 
of  1,600,0(X)  with  various  young  forms.  Her  physician 
felt  that  it  probably  was  a  case  of  pernicious  anemia, 
although  the  findings  did  not  definitely  prove  it. 

Her  rectal  history  is  as  follows:  For  the  past  five 
years  she  has  had  periodic  attacks  of  rectal  pain,  lasting 
several  days.  These  came  on  at  irregular  intervals 
from  two  to  six  months  apart.  These  attacks  caused 
severe  pain,  which  was  more  or  less  continuous,  but 
was  increased  by  bowel  movement.  She  had  never 
noticed  any  discharge  or  blood.  She  has  had  consid¬ 
erable  discomfort  for  the  past  four  months,  but  for  the 
past  two  weeks  the  pain  has  been  very  severe,  and 
after  bowel  movement  she  has  been  nauseated  and 
vomited. 

Upon  examination  several  skin  tags  were  noticed  ex¬ 
ternally  but  otherwise  the  parts  appeared  normal.  Upon 
manipulating  the  parts  a  little  pus  was  seen  to  exude 
along  the  anterior  margin  of  the  anal  canal.  Upon 
passing  a  fenestrated  anoscope  an  opening  was  seen 
on  the  anterior  wall  of  the  anal  canal  from  which 
pus  was  exuding.  By  pressure  about  4  c.c.  was 
milked  from  this  opening.  A  bent  probe  revealed 
a  cavity  five-eighths  of  an  inch  deep. 

The  patient’s  condition  precluded  anything  but  the 
most  conservative  procedure  so  the  cavity  was  drained 
by  a  deep  incision  and  the  tags  at  the  base  of  the  abscess 
cavity  removed.  This  was  done  three  weeks  ago  and 
there  has  been  a  marked  improvement.  She  has  no 
pain.  The  nausea  has  disappeared,  and  she  has  lost 
but  one  meal  since  the  operation.  She  no  doubt  has  had 
this  sinus  for  five  years  without  a  diagnosis  being  made. 

Dr.  M.  Barron  reported  the  following  case 
of  Dietl’s  crisis : 

Mr.  LTP.,  aged  54,  commercial  traveler,  consulted  me 
on  March  28,  1923,  because  of  attacks  of  very  severe 
abdominal  cramps  and  stomach  trouble. 

Family  history  is  negative.  His  habits  are  good.  He 
smoked  about  four  cigars  a  day,  formerly  smoking 
ten  or  twelve  cigars. 

He  stated  that  his  stomach  trouble  dated  back  many 
years.  At  the  age  of  IS  he  had  severe  attacks  of  pain 
in  the  stomach,  which  had  no  relation  to  the  kind  of 
food  or  to  the  meals.  This  lasted  about  one  year.  He 
was  then  well  up  tOf  the  age  of  25,  when  he  developed 
attacks  of  very  severe  cramps,  which  would  come  and 
go,  each  lasting  about  five  minutes.  The  attacks  would 
come  every  year  or  so  and  last  over  a  period  of  a  day. 
About  eight  years  ago  the  stomach,  distress  became  al¬ 
most  constant.  He  doctored  for  about  one  year  without 
any  relief.  Some  diagnosed  his  condition  ulcer.  A 
prominent  surgeon  in  St.  Paul  said  that  it  was  a  nervous 
condition.  He  went  to  an  internist  who  took  ,r-ray 
and  told  him  that  he  must  be  operated  on  at  once  for 
gall-stones.  He  was  referred  back  to  the  surgeon,  who 
operated  on  him  in  May,  1916.  He  removed  the  ap¬ 
pendix  and  gall-bladder,  but  no  stones  were  found.  He 
remained  in  the  hospital  for  three  weeks,  but  was  con¬ 
fined  to  his  house  for  a  long  time. 

During  the  next  five  years  he  had  mild  attacks  very 
frecpiently.  Two  years  ago  he  went  to  take  out  life  in¬ 
surance  and  was  told  that  he  had  Bright’s  disease.  He 
then  developed  a  severe  attack  of  cramps  with  nausea 
and  vomiting.  The  vomiting  relieved  the  attack. 

In  January,  1921,  he  was  under  the  care  of  a  prom¬ 
inent  nerve  specialist  who  kept  him  in  the  hospital  for 


three  weeks  on  a  milk  diet,  and  later  on  a  modified  milk 
diet  for  another  six  months.  He  was  again  .v-rayed,. 
but  his  condition  remained  about  the  same. 

In  July,  1921,  he  went  to.  an  internist  who  told  him 
his  kidneys  were  rotten  and  that  his  condition  was  en¬ 
tirety  hopeless.  He  then  went  home  and  decided  to 
break  away  from  all  medical  restrictions.  He  started 
eating  everything  and  found  he  was  greatly  improved. 
He  desisted  from  consulting  any  doctors  until  March, 
1923.  On  March  13  he  developed  a  very  severe  attack 
of  constant  dull  pain  in  the  epigastrium.  He  was  nau¬ 
seated,  but  could  not  vomit.  On  March  25  he  felt  great 
distress  with  a  had  taste  in  the  mouth.  He  was  given 
small  white  pills,  following  which  he  developed  twitch¬ 
ing  of  the  muscles.  His  attacks  of  pain  would  be  so 
severe  that  he  thought  it  would  drive  him  crazy,  he 
felt  so  miserable.  Several  hypodermics  did  not  relieve 
the  pain.  At  times  he  had  chills  with  the  attacks  of 
pain  in  the  epigastrium.  There  was  such  a  sickening 
feeling  in  the  epigastrium  that  he  would  become  ex¬ 
hausted.  At  times  he  had  difficulty  in  breathing.  The 
pain  at  times  was  griping  in  character.  Vomiting  would 
give  him  relief.  He  always  had  been  a  very  active 
man  who  liked  to  work.  He  worried  greatly  about 
his  condition.  During  the  past  eight  or  ten  years  he 
has  always  been  careful  with  his  diet,  avoiding  heavy 
meals.  Whenever  one  of  the  attacks  of  pain  or  cramps 
came  on  he  found  that  he  had  to  lie  perfectly  quiet  in 
one  position.  The  slightest  movement  to  the  right  or 
left  would  immediately  initiate  a  severe  cramp.  At 
times  he  would  have  twitchings  of  the  muscles  of  the 
body,  especially  of  the  arms  and  legs  during  the  attacks. 

Physical  examination  (March  28,  1923)  revealed  a 
man  5  feet  6  inches  in  height,  weighing  142^  pounds, 
being  about  sixteen  pounds  underweight;  pulse,  72, 
blood  pressure,  122-84;  some  pyorrhea  of  the  lower 
teeth;  tonsils  injected;  rhythmical  twitchings  of  mass- 
eter  muscles ;  chest  showed  good  expansion ;  heart,  en¬ 
tirely  negative;  lungs,  negative;  abdominal  wall,  thin; 
scar  from  previous  operation;  marked  visible  peristalsis 
of  bowels.  Tenderness  to  the  right  and  above  the 
umbilicus.  A  tender  mass  on  the  right  costal  margin, 
which  moves  with  respiration,  probably  the  right  kidney. 
The  left  kidney  is  easily  palpable,  has  a  second  degree 
mobility;  the  right  kidney)  is  not  as  definitely  palpable 
as  the  left.  All  reflexes  are  active.  He  is  very  highly 
nervous. 

The  blood  examination  was  entirely  normal.  A  large 
number  of  urine  tests  showed  the  presence  of  moderate 
amounts  of  albumin,  a  few  leucocytes,  and  many  red 
blood  cells.  Quantitative  examination  of  an  early  morn¬ 
ing  specimen  showed  0.03  of  albumin  with  Eschbach; 
an  11  A.  M.  office  specimen  showed  0.1  albumin.  The 
quantities  of  blood  present  varied  in  the  different  speci¬ 
mens,  as  did  the  quantities  of  albumin.  P.S.P.  showed 
42  per  cent  the  first  hour,  175  c.c.;  second  hour,  19  per 
cent,  455  c.c.;  total  61  per  cent  in  two  hours.  The 
Mosenthal  test  gave  good  concentration,  from  1012  to 
1024.  There  was,  however,  an  increase  in  the  night 
over  the  day  quantity,,  the  night  12  hours  giving  925  c.c., 
the  day  625  c.c.  The  night  specific  gravity  was  lowest, 
1012.  A  Wassermann  test  was  negative. 

A  diagnosis  of  either  Dietl’s  crisis  or  nephrolithiasis 
was  made.  Pyelograms  showed  a  very  extensive  kinking 
of  right  ureter.  No  stones  were  found  with  the  .r-ray. 
Following  this  a  definite  diagnosis  of  Dietl’s  crisis  was 
made. 
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He  was  sent  to  Buchstein’s  to  have  a  properly  fitted 
belt  made.  About  one  week  after  the  application  of 
the  belt  he  reported  that  he  was  feeling  very  well. 
From  then  on  the  patient  stated  that  he  was  feeling 
absolutely  well.  He  was  seen  agaitx  on  January  18  of 
this  year.  He  stated  that  he  had  been  entirely  well 
since  wearing  the  belt.  He  eats  everything,  works  every 
day  and  has  absolutely  no  distress  as  long  as  he  has 
the  belt  on.  Has  felt  like  a  different  man  since  wearing 
the  belt.  He  gets  a  sickening  feeling  if  he  leaves  it  off. 
Has  gained  in  weight,  weighing  several  pounds  more 
than  he  ever  has  before. 

DISCUSSION 

Dr.  Grave:  Did  the  injection  of  the  kidney  pelvis 
cause  a  return  of  the  symptoms? 

Dr.  Peppard  :  One  would  think  that  if  a  kink  was 
ever  going  to  cause  pain  that  one  certainly  would. 

Dr.  Wynne:  I  think  the  question  of  Dr.  Grave’s 
is  a  very  good  one.  In  almost  all  of  the  patients  with 
hydronephrosis  we  can  reproduce  the  patient’s  former 
pain  by  filling  the  kidney  pelvis,  and  it  is  a  very  good 
way  to  prove  that  the  pain  complained  of  is  due  to 
some  kidney  or  ureter  disease.  If  the  pain  produced 
by  injection  of  the  kidney  pelvis  is  a  new  pain  as  to 
location  and  character,  that  too  is  of  the  greatest  im¬ 
portance  in  helping  to  eliminate  the  kidney  as  the 
source.  I  have  seen  one  patient  who  had  considerably 
more  surgical  treatment  misdirected  than  had  Dr.  Bar¬ 
ron’s  patient.  I  remember  her  very  well  because  I  per¬ 
formed  my  first  nephropexy  for  her.  Ini  her  case  the 
surgical  procedures  were  as  follows  and  in  sequence : 
perineal  repair,  suspension  of  the  uterus,  appendectomy, 
right  oophorectomy,  cholecystostomy,  cholecystectomy, 
and  even  after  the  last  operation  she  still  had  the  pain 
in  her  right  side  which  caused  her  to  seek  medical 
advice  from  the  first.  She  had  a  kidney  pelvis  slightly 
larger  than  Dr.  Barron’s  patient,  but  on  filling  the  pelvis 
her  old  pain  was  immediately  reproduced.  A  nephro¬ 
pexy  gave  her  complete  relief. 

I  think  that  supporting  the  kidney  with  pads  is  a  good 
deal  like  wearing  a  truss  for  hernia,  or  a  pessary  for 
prolapsed  uterus,  except  that  it  is  a  little  more  so.  They 
are  makeshifts  to  avoid  operation.  Of  course  the  pa¬ 
tient’s  condition  has  a  lot  to  do  with  the  physician’s 
decision  to  use  the  mechanical  appliances.  Some  of 
these  patients  will  improve  by  rest  and  fattening  but 
a  considerable  number  will  lose  weight  again  when  they 
get  back  to  their  normal  activities. 

Dr.  Barron  :  This  patient  was  told  at  the  time  that 
this  was  merely  a  try-out. 

Dr.  Wynne:  One  thing  about  these  pads  is  that 
when  placing  them  the  patient  will  sometimes  pinch  the 
kidney,  and  the  pressure  will  make  his  condition  worse 
than  before.  Whenever  a  patient  of  mine  is  going  to 
wear  pads  I  have  them  fix  his  harness  lying  on  an  in¬ 
cline  with  the  head  lowest,  as  in  ptosis  cases.  I  believe 
it  is  true  that  many  patients  with  slight  hydronephrosis 
have  much  more  pain  than  some  of  those  who  have 
very  large  hydronephroses.  I  have  seen  several  pa¬ 
tients  who  had  no  pain  from  pelves  measuring  100  c.c. 

Dr.  E.  D.  Anderson  gave  a  review  of  an 
article  on  “Anhydremia”  by  Dr.  W.  McKini 
Marriott  (Phys.  Review,  vol.  Ill,  No.  2,  April, 
1923)  : 


When  the  amount  of  water  eliminated  from  the  body 
exceeds  the  intake,  plus  that  produced  through  metab¬ 
olic  processes,  dcsication  of  the  organs,  tissues,  and 
body  fluids  occurs.  Different  parts  of  the  body  vary 
in  regard  to  their  fluid  content  and  also  as  to  the  degree 
of  desiccation  which  takes  place  when  fluid  is  withdrawn 
from  the  body.  The  muscles,  skin,  and  blood  have  the 
most  fluid,  while  the  fatty  tissues,  brain,  heart,  and 
skeleton  have  less.  The  muscles  give  up  most  of  the 
water  (67.89  per  cent),  but  10  to  20  per  cent  can  be 
lost  without  functional  injury.  The  skin  can  give  up 
a  considerable  amount  of  fluid  without  damage.  Blood, 
however,  cannot  lose  much  of  its  water  without  causing 
serious  impairment  of  the  circulation,  which  causes 
damage  to  the  function  of  all  parts  of  the  body.  There 
is  a  disturbance  of  metabolism  and  when  sufficient  fluid 
is  lost  the  heat  regulatory  mechanism  is  affected.  De¬ 
siccation  of  the  blood  is  anhydremia. 

Experimental  production  of  anhydremia'.  This  may 
be  produced  by  (a)  restricting  the  fluid  intake  and  (b) 
by  increasing  the  output.  Man  has  been  known  to  live 
for  eighteen  days  without  taking  either  food  or 'water. 
The  ingested  fluid  does  not  make  up  the  entire  available 
source  of  fluids,  as  there  is  an  appreciable  amount  pro¬ 
duced  during  metabolism.  In  warm-blooded  animals 
life  cannot  be  maintained  unless  there  is  considerable 
elimination  of  water  even  though  desiccation  takes 
place.  Under  ordinary  circumstances  there  is  consid¬ 
erable  evaporation  from  mouth  and  respiratory  tract. 
A  larger  amount  is  usually  lost  through  evaporation 
from  the  skin.  This  varies  greatly  according  to  the 
environment.  It  has  been  calculated  that  a  man  in  a 
temperature  of  37°  C.  with  a  caloric  intake  of  3,500 
must  evaporate  eight  litres  a  day  in  orded  to  maintain 
a,  normal  temperature.  Under  normal  conditions  of 
temperature,  humidity,  and  work  a  man  loses  from  650 
to  1,400  c.c.  a  day  by  evaporation. 

A  certain  amount  of  water  must  be  excreted  through 
the  kidneys.  This  varies  according  to  the  food  taken. 
There  must  be  a  sufficient  amount  excreted  to  hold 
in  solution  the  urea,  salts,  and  end  products  of  metab¬ 
olism.  Ordinarily  a  man  must  excrete  from  650  to  800 
cc.  of  urine  a,  day.  In  various  ways  a  man  eliminates 
from  1,(XX)  to  2,(X)0  cc.  of  water  a  day.  In  infants  it  is 
two  or  three  times  as  much  in  proportion  to  their  size. 

Occurrence  of  anhydremia  in  clinical  conditions — Se¬ 
vere  anhydremia  occurs  in  (a)  voluntary  refusal  of 
water;  (b)  those  exposed  to  the  severe  heat  of  the 
desert,  deep  mines,  boiler  rooms,  etc.;  (c)  excessive 
vomiting;  this  is  particularly  true  in  infants  suffering 
from  pyloric  stenosis  and  in  any  form  of  high  intestinal 
obstruction;  (d)  severe  diarrhea. 

Severe  anhydremia  is  especially  likely  to  occur  in 
infants,  partly  due  to  the  fact  that  they  have  a  high 
water  requirement,  partly  because  they  are  entirely  de¬ 
pendent  upon  others  for  the  giving  of  water  and  they 
may  be  given  an  insufficient  amount,  and  also  because 
they  are  so  prone  to  develop  severe  attacks  of  vomiting 
and  diarrhea. 

The  composition  of  the  blood  in  anhydremia: — A  sud¬ 
den  loss  of  water  from  the  body  affects  the  blood  more 
than  a  gradual  one,  as  it  gives  an  immediate  concen¬ 
tration  of  the  blood.  Later  water  is  given  up  from 
the  muscles  and  skin  and  the  blood  tends  to  return  to  its 
normal  composition  unless  there  is  continued  loss  of 
fluid  above  the  normal.  After  a  period  of  dehydration, 
if  water  is  given,  there  is  an  immediate  dilution  of  the 
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blood  which  gradually  disappears  as  the  body  tissues 
take  up  the  fluid. 

Loss  of  water  from  the  blood  causes  (1)  an  increase 
in  the  proportion  of  total  solids  and  in  the  dried  weight 
of  a  unit  volume  of  blood;  (2)  increased  specific  grav¬ 
ity;  (3)  increase  in  the  red  blood  count  and  in  the 
hemoglobin  percentage;  (4)  increase  in  concentration  of 
serum  proteins;  (5)  increase  in  viscosity  of  the  blood; 

(6)  increase  in  the  total  non-protein  nitrogen  and  urea; 

(7)  often  an  increase  in  the  blood  sugar;  (8)  abnormal 
amount  of  lactic  acid;  (9)  diminished  alkali  reserve, 
carbon  dioxide,  and  bicarbonate  combining  power  of  the 
blood. 

The  blood  volume  is  necessarily  decreased  in  anhy- 
dremia,  and  the  reduction  may  amount  to  40  per  cent 
or  more  of  the  total. 

The  circulatory  system  in  anhydremia. — There  is  a 
compensatory  constriction  of  the  peripheral  arterioles 
and  there  is  a  decreased  volume  flow  of  the  blood 
through  certain  parts  of  the  body.  There  is  a  greatly 
diminished  volume  flow  in  the  extremities.  In  anhy- 
dremic  infants,  Marriott  found  the  flow  of  blood  per 
unit  volume  of  extremity  to  be  less  than  10  per  cent 
of  the  normal 

The  cardiac  mechanism  is  impaired.  This  has  been 
demonstrated  by  the  electrocardiograph.  It  is  probably 
due  to  impaired  circulation  through  the  coronary  ar¬ 
teries.  The  pulse  becomes  small  and  rapid.  The  blood 
pressure  is  usually  well  maintained,  probably  because 
of  the  increased  viscosity  of  the  blood. 

The  urine  and  renal  function. — When  the  colloidal 
osmotic  pressure  of  the  blood  approaches  the  arterial 
pressure  in  the  renal  arterioles,  the  secretion  of  urine 
is  greatly  decreased.  This  condition  takes  place  in  an¬ 
hydremia  and  in  severe  cases  there  may  be  complete 
anuria.  The  urine  that  is  secreted  has  a  high  specific 
gravity.  Albumin  and  casts  are  always  present.  There 
are  small  amounts  of  reducing  sugars  in  the  urine. 
There  is  an  excess  of  organic  acids,  the  exact  nature 
of  which  is  unknown.  There  is  evidence  of  a  distinctly 
impaired  functional  capacity  of  the  kidney.  The  phen¬ 
ol  sulphonephthalein  excretion  is  low  and  the  Ambard 
coefficient  is  high. 

The  effect  upon  the  gastro-intestinal  tract. — There  is 
poor  absorption  of  fat  and  protein  and  when  food  is 
given  vomiting  and  diarrhea  are  very  apt  to  occur. 

Acidosis. — Dehydration  leads  to  a  considerable  degree 
of  acidosis.  The  acidosis  is  not  due  to  an  excessive 
production  of  acetone  bodies,  but  is  due,  at  least  in  part, 
to  the  formation  of  acids  in  the  tissues  of  the  body. 
When  the  secretion  of  urine  is  much  diminished  there 
is  a  retention  of  the  acids  which  are  normally  excreted. 
The  main  one  is  acid  phosphate.  This  is  another  factor 
in  the  production  of  acidosis. 

The  heat-regulating  mechanism. — When  marked  dehy¬ 
dration  takes  place,  there  is  insufficient  water  available 
for  evaporation  and  this  ultimately  becomes  less  than 
is  necessary'  for  the  removal  of  the  heat  of  metabolism. 
When  this  occurs  the  patient  develops  a  fever.  This 
is  frequently  seen  in  infants. 

Miscellaneous  manifestations  of  anhydremia. — There 
is  a  very  rapid  loss  in  weight.  From  10  per  cent  to 
25  per  cent  of  the  body  weight  may  be  lost  in  one  or 
two  days.  The  skin  becomes  dry,  grey,  and  loses  its 
elasticity.  The  surface  if  the  body  may  become  anes¬ 
thetic.  Salivary  secretion  stops.  The  extremities  are 
cold.  The  respirations  are  those  of  air  hunger.  Trans¬ 


ient  deafness  and  blindness  may  occur.  The  patient  is 
irritable  during  the  first  stages  of  anhydremia  and  later 
becomes  stuporous. 

The  treatment  of  anhydremia. — Large  amounts  of 
water  should  be  given  by  mouth.  When  it  is  impossible 
to  give  sufficient  amounts  this  way  because  of  vomiting, 
it  should  be  given  by  rectum  or  in  the  form  of  isotonic 
salt  or  glucose  solutions  intravenously,  subcutaneously, 
or  intraperitoneally.  Marriott  advises  against  the  giving 
of  sodium  bicarbonate.  When  the  anhydremia  has  ex¬ 
isted  for  a  long  time,  blood  transfusion  is  of  value. 

DISCUSSION 

Dr.  Peppard  :  It  seems  to  me  that  this  subject  is 
worthy  of  much  more  thought  and  consideration  in 
other  conditions.  One  point  in  particular  which  I  have 
in  mind  is  the  clinical  history  of  certain  cases  that  we 
see  not  infrequently  at  the  General  Hospital  in  cases  of 
cardiac  decompensation.  Many  of  our  hypertensions 
that  are  decompensated  come  in  with  the  abdomen  full 
of  fluid,  extremities  edematous,  and  the  chest  filled. 
In  attempting  to  get  rid  of  the  fluid,  very  often  the 
Karel  diet  is  started  and  they  will  soon  start  to  elim¬ 
inate  very  considerably  more  fluid  than  they  are  taking 
in.  Occasionally  then  these  cases  develop  a  delirium 
or  a  mania,  and  it  has  occurred  to  some  of  us  that  this 
may  possibly  be  a  manifestation  of  anhydremia.  The 
work  in  relation  to  the  electrocardiographic  signs  was 
done  by  McCollough  in  Dr.  Marriott’s  clinic.  I  have 
not  observed  these  appearing  at  a  period  of  dehydration 
nor  have  I  seen  them  disappear  following  it.  However 
that  may  be  simply  thd  lack  of  proper  observation.  In 
these  cases,  very  often,  there  is  coronary  disease  with 
abnormal  Q-R-S  complexes  that  are  in  fact  due  to  dis¬ 
turbances  of  conduction.  But,  of  course,  that  is  not 
the  same  thing  as  is  referred  to  in  this  work  of  Mar¬ 
riott’s.  I  have  no  doubt  that  the  observation  is  correct 
and  may  be  better  observed  in  infants  where  there  is 
no  organic  change  to  account  for  the  disturbance  of 
conduction. 

Dr.  Michael:  Does  he  say  anything  about  anhy¬ 
dremia  in  the  toxic  states? 

Dr.  Anderson:  He  does  speak  of  it  in  pneumonia; 
that  many  of  the  symptoms  of  pneumonia  are  due  to 
dehydration  because  the  patients  do  not  take  sufficient 
water. 

Dr.  Webh:  Have  you  had  any  experience  with  the 
test  of  McClure  and  Aldrich  in  which  they  inject  a 
small  amount  of  saline  under  the  skin  and  watch 
the  disappearance  of  the  bleb? 

Dr.  Anderson  :  I  have  never  heard  of  it. 

Dr.  Erling  Hansen  read  his  inaugural  paper, 
entitled  “Primary  Carcinoma;  of  the  Maxillary 
Sinus,  with  Review  of  the  Literature.” 

DISCUSSION  ' 

Dr.  C-\rl  W.  Waldron  :  I  have  been  very  much  in¬ 
terested  in  this  patient  since  I  first  saw  her  in 
October  last  in  my  first  clinic  in  the  Dental  College 
at  the  University.  When  she  came  she  had  this 
mass  presenting.  (Showed  plaster-of-Paris  cast.) 
With  scalpel  and  cautery  I  removed  tissue  for  biopsy 
and  the  pathologist’s  report  has  been  given  by  Dr. 
Hansen.  I  felt  at  that  time  that  possibly  radium 
seed  emanations  would  give  her  the  one  lone  chance 
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rather  than  application  of  radium  itself,  and  sent 
her  to  Dr.  New,  but  he  did  not  use  the  emanations. 
I  have  seen  her  at  least  once  a  week  since  that 
time.  1  saw  her  just  to-day.  She  is  now  in  ex¬ 
tremis,  being  unable  to  retain  any  satisfactory  amount 
of  food,  vomiting  repeatedly,  and  almost  as  soon 
as  she  has  taken  food.  The  parotid  lymphatic 
gland  is  now  a  little  larger  than  my  clenched  fist; 
she  has  a  very  marked  exophthalmos,  very  marked 
orbital  edema,  and  very  marked  displacement  of 
the  eyeball  itself.  The  nose  is  almost  filled  with 
polypi;  the  septum  is  displaced  3  or  4  cm.  to  the 
left  side  of  the  nose. 

Regarding  the  statistics  concerning  carcinoma  of 
the  antrum,  we  are  up  against  the  problem  of  sta¬ 
tistics  as  in  many  other  things  in  surgery.  One 
trouble  is  the  inclusion  in  malignant  growths  of 
the  antrum  of  the  so-called  giant-celled  sarcoma. 
This  is  now  called  benign  giant-celled  tumor.  In 
the  dififcrential  diagnosis.  Dr.  Hansen  did  not  bring 
that  out.  You  have  these  giant-celled  tumors  which 
form  centrally  in  the  alveolar  process;  also  the 
sarcomas  that  may  arise  externally  to  the  upper 
jaw  or  in  the  peripheral  periosteum;  we  also  have 
the  large  group  of  osteogenic  sarcomas  that  may 
occur  in  the  same  region.  The  differential  diagnosis 
is  somewhat  difficult.  Glandular  enlargement  occurs 
later  in  the  sarcoma. 

One  interesting  thing  about  this  patient  is  that, 
to  my  knowledge,  she  has  never  had  nose-bleed. 
That  is  given  as  a  common  early  symptom — some¬ 
thing  to  make  one  suspicious  about  the  exact  na¬ 
ture  of  the  trouble. 

From  the  diagnostic  standpoint,  I  would  like  to 
urge  the  early  use  of  Caldwell-Luc  operation  in  all 
eases  that  are  uncertain.  I  feel  that  possibly  after 
the  first  unsatisfactory  attempt  by  the  rhinologist 
to  wash  out  the  antrum  in  this  case,  the  Caldwcll- 
Duc  operation  might  have  revealed  the  true  condi¬ 
tion  and  there  might  have  been  a  chance  of  saving 
this  woman’s  life.  It  is  a  simple  operation,  can  be 
done  under  local  anesthesia  satisfactorily,  and  is  a 
good  exploratory  operation.  It  permits  operation 
under  direct  vision,  and  you  have  a  good  chance  to 
see  what  is  going  on. 

When  we  consider  the  etiology  we  might  line  it 
up  along  side  of  other  malignant  conditions  in  the 
mouth.  Some  local  irritation  is  often  the  cause 
of  these  conditions.  Many  cancers  in  the  mouth 
arise  in  connection  with  imperfect  dental  work  and 
any  prolonged  irritation  from  it.  This  all  adds 
another  little  bit  of  evidence  to  what  we  know  about 
taking  care  of  any  infeetion  about  the  nose  and 
throat  that  may  become  malignant  growth,  or  start 
a  malignant  process. 

Dr.  Kenneth  Phelps:  I  woidd  like  to  eompliment 
Dr.  Hansen  on  his  paper.  Carcinoma  of  the  antrum 
is  certainly  an  unusual  thing,  and  for  that  reason  the 
diagnosis  is  often  overlooked.  I  do  not  want  more 
than  merely  to  report  one  such  case  I  saw  while 
at  Johns  Hopkins  Hospital.  This  was  a  woman 


who  had  well-developed  carcinoma  of  the  antrum, 
and  our  treatment  was  entirely  surgical.  We  did 
a  resection  of  the  upper  jaw,  removed  the  eye, 
opened  the  ethmoid  and  sphenoid,  and  got  quite  a 
nice  result  when  she  left  the  hospital,  but  I  do 
not  know  how  long  she  lived. 

I  think  since  then  Dr.  Gordon  New’s  treatment 
with  cautery  has  been  published,  and  it  would  now 
probably  be  used  instead  of  the  radical  operation. 

Carcinoma  of  the  antrum  may  occur  and  surely 
when  we  are  in  doubt,  as  Dr.  Waldron  has  said,  we 
should  explore  the  antrnm  by  some  method  en¬ 
abling  us  to  see  what  is  in  there  and  have  a  good 
look.  The  most  common  treatment  of  chronic 
antrum  infection  is  intranasal  and  for  this  reason 
alone  carcinomas  are  not  recognized  because  they 
arc  not  seen. 

Dr.  Camp:  I  would  like  to  say  a  few  words  about 
the  pathology  of  the  tumors.  In  our  collection  at 
the  University  we  have  only  four  or  five  specimens 
of  epithelioma  of  the  maxillary  sinus.  Most  of  these 
arc  squamous  cell  tumors.  The  normal  maxillary 
sinus  is  lined  by  mucous  membrane  having  a 
pseudostratified  epithelium  with  columnar  surface 
cells  which  dip  down  to  form  tubular  glands.  In 
the  pathogenesis  of  these  squamous  cell  tumors 
there  has  been  a  metaplasia  of  the  columnar  epithe¬ 
lium  to  squamous  type.  This  means  that  the  tumor 
was  preceded,  in  all  probability,  by  a  chronic  in¬ 
flammatory  process.  I  recall  one  case  of  chronic 
hyperplastic  sinusitis  in  which  the  curettings  show 
a  markedly  cystic  mucous  membrane  bordering  on 
adenoma  which  is  similar  to  the  changes  occurring 
in  the  endometrium. 

We  would  expect  these  tumors  to  progress  in¬ 
wards  through  the  fontanel  on  the  nasal  wall  of 
the  sinus  but  more  often  they  progress  or  extend 
through  the  external  wall  or  floor  and  through  the 
hard  palate. 

Dr.  Peppard  :  Is  there  any  element  of  importance 
in  regard  to  metastases  occurring  in  distant  organs 
in  these  cases? 

Dr.  McCartney  :  I  do  not  believe  that  I  have  any¬ 
thing  to  add.  As  to  the  frequency  of  sarcoma  of 
the  antrum,  I  have  the  impression  that  our  records 
at  the  University  show  more  sarcomata  than  car¬ 
cinomata.  The  change  in  the  type  of  epithelium  is 
probably  a  metaplasia,  such  as  is  rather  frequentl}" 
seen  in  tumors  in  other  portions  of  the  body. 

Dr.  Hanson  (closing)  :  So  far  as  I  could  find, 
metastasis,  if  it  occurred  at  all,  was  very  late.  1 
do  not  remember  of  any  ease  in  my  review  of  the 
literature  in  which  metastases  occurred  in  distant 
organs. 

Ewing  mentions  that  metastases  occurred  in  the 
mediastinum  and  into  the  lungs. 

J.  C.  Michael,  M.D. 

Secretary. 
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MR.  AND  MRS.  GENERAL  T.  APATHY 

The  surrounding  country,  embracing  large 
areas  and  many  choice  spots  in  the  United  States, 
has  recently  been  dishonored  by  the  visit  of  this 
pair,  Mr.  and  Mrs.  General  Tired  Apathy.  One 
would  say,  without  a  moment’s  hesitation,  that 
the  visit  has  been  entirely  unexpected  and  entirely 
uncalled  for,  and  as  they  have  moved  on  from 
place  to  place  departure  was  hailed  with  glee. 
Never  in  our  history,  referring  to  the  years  that 
the  present  generation  has  lived,  have  we  been  so 
annoyed  by  prevailing  conditions.  This  couple, 
arising  out  of  the  troubled  waters  of  some  un¬ 
fathomed  sea,  have  brought  with  them  all  sorts 
of  depressing  things  that  involve  all  classes  of 
people.  And  it  makes  one  speculate  with  King 
Solomon  when  he  wrote  the  proverb  in  which  he 
said,  “There  are  three  things,  yea,  four,  that  I 
do  not  understand :  The  flight  of  an  eagle  in  the 
air,  the  way  of  ,a  serpent  upon  a  rock,  the  way 
of  a  ship  in  the  midst  of  the  sea,  and  the  way 
of  a  man  with  a  maid.” 

General  Apathy  has  evidently  stirred  up  a  good 
deal  of  trouble  among  the  politicians,  for  they 
seem  to  have  lost  their  heads  and  their  wits. 
They  have  delved  into  things  without  any  rhyme 
or  reason,  and  it  is  quite  definitely  understood 
that  many  of  them  do  not  know  what  they  are 
doing  except  talking  with  their  mouths  and  using 
nothing  above  their  eyebrows.  Rather  strange 
when  you  comei  to  think  of  it,  how  much  a  man 
can  talk  and  how  little  he  can  say,  and  showing 


at  the  same  time  how  little  he  can  think.  Mr. 
Apathy  has  also  visited  his  displeasure  upon  the 
voter,  throwing  him  into  his  machine  and  making 
him  apathetic.  Mrs.  Apathy  has  not  been  idle 
either.  She  has  gone  around  among  the  women 
and  has  involved  them  very  deepl}^  and  has  led 
them  away  from  their  obligations  and  their  debt 
to  the  public  and!  their  interest  in  matters  of 
policy  and  politicians.  Mr.  General  Apathy  and 
his  wife  have  both,  apparently,  had  a  great  deal 
of  influence  upon  the  young  people,  for  they 
seemingly  have  left  them,  where  their  devastating 
visit  has  occurred,  without  powers  of  observa¬ 
tion,  consideration,  or  a  sense  of  their  obligations 
of  duty  and  loyalty.  They  have  taken  away 
most  of  the  good  in  the  young  people  and  left 
them  with  nothing  but  a  shell,  which  eventually 
will  be  filled  with  sand — not  grit ! 

The  visit  of  this  pair,  too,  has  been  productive 
of  a  tremendous  class  of  pessimists  who  are 
thriving  on  their  faultfindings  and  forebodings, 
and  their  eagerness  to  destroy  where  constructive 
methods  should  be  employed.  The  optimist  is 
nearly  overwhelmed.  He  is  frequently  deprived 
of  his  hopeful  looking  forward;  he  is  told  very 
bruskly  that  the  times  are  so  hard  that  nothing 
can  save  the  nation.  And  this  sort  of  talk  is 
infesting  the  people  to  such  a  degree  that  it  is 
difficult  for  many  of  them  to  hang  on  even 
though  by  determined  methods. 

The  medical  profession  conies  under  the  bane¬ 
ful  influence  of  these  visitors.  Some  of  the 
doctors  are  boastfully  talking  of  their  enormous 
business  and  their  enormous  incomes,  leading  one 
to  infer  that  they,  they  only  are  leading  spirits 
in  medicine.  But,  if  the  truth  were  told  and  if 
every  doctor  was  honest,  he  could  say  simply 
and  emphatically  that  medical  matters  are  at  low 
tide  and  still  not  be  a  pessimist  about  it,  because 
he  knows  full  well,  if  he  has  any  optimism  in 
him,  that  the  people  are  coming  back.  They  are 
slow  in  rising  from  their  fallen  state,  but  they 
will  come  with  a  vigor  and  a  rush  just  as  they 
have  done  through  all  the  centuries ;  and  yet 
many  medical  men  are  apathetic — they  don’t  very 
much  care  what  goes  on  in  or  about  medicine 
if  they  can  just  hold  on  to  their  possessions  of 
whatever  kind  until  prosperity  meets  them  while 
they  are  working.  It  is  quite'  true  that  most 
medical  men  have  been  swamped,  almost  deluged, 
by  unnecessary  medical  meetings,  but  that  need 
not  deter  a  man  who  is  really  in  earnest  from  at¬ 
tending  to  what  he  can,  doing  his  part  of  the  work 
and  keeping  up  the  optimistic  side  of  the  medical 
practice.  For  instance,  it  was  quite  evident  in 
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our  Clinic  Week  that  a  great  many  men  were 
just  indifferent  to  whatever  happened.  It  is  not 
likely  they  were  lacking  in  material  to  present, 
but  they  simply  did  not  care,  for  instance,  wheth¬ 
er  we  had  a  Clinic  or  not  in  Minneapolis  this 
year.  But,  as  usual,  the  men  who  were  inter¬ 
ested  came  to  the  front,  and  gave  their  demon¬ 
strations  or  talks  with  the  same  vigor  that  they 
have  shown  in  the  past  seven  years.  It  is  true, 
too,  that  a  great  many  doctors  were  indifferent 
to  the  success  of  the  Health  Exposition,  and 
some  of  them  went  out  of  their  way  to  express 
their  lack  of  appreciation.  Yet  it  was  well  done, 
well  thought  out,  and  well  carried  out,  and  the 
people,  the  public,  have  profited  thereby. 

If  every  medical  man  would  put  over  his  desk 
a  sign  that  indicated  he  was  optimistic  from  now 
on  he  would  not  only  do  himself  good,  but  he 
would  help  his  fellow  practitioners.  There  is  a 
grave  tendency  in  the  younger  men  to  let  up  on 
work,  to  conspire  to  get  out  of  what  they  do  not 
want  to  do.  The  result  is  that  out  of  the  several 
hundred  who  belong  to  a  medical  society,  the 
burden  of  responsibility  is  carried  by  the  few. 

It  seems  reasonable  to  infer  that  the  visit  of 
Mr.  and,  Mrs.  (jeneral  Apathy  has  been  con¬ 
cluded  in  Minneapolis  and  its  surrounding  terri¬ 
tory,  and  their  departure  is  such  as  has  been  in¬ 
ferred  in  an  old  Mormon  saying;  “He  kicks 
him  downstairs  with  such  infinite  grace,  one 
would  think  he  was  handing  him  up.”  As  a 
matter  of  fact,  Mr.  Apathy  and  his  female  friend 
have  been  kicked  out  of  town,  and  their  enter¬ 
tainers  have  sworn  that  they  will  go  back  to 
work. 

MINNEAPOLIS  CLINIC  WEEK 

One  of  the  men  from  out  of  town  who  was  in 
Minneapolis  last  week  and  took  in  the  Clinic, 
said  it  had  grown  into  a  Minneapolis  institution, 
and  that  they  all  looked  forward  to  it  year  after 
year,  which  is  a  very  complimentary  statement, 
gratuitously  offered  and  gratefully  accepted. 

Minneapolis  Clinic  Week,  considering  all  of 
the  obstacles  which  had  to  be  met,  was  really 
much  more  successful  than  its  Executive  Com¬ 
mittee  had  hoped  for.  There  were  not  as  many 
present  as  last  year,  about  130  men  registering 
from  outside  the  Twin  Cities,  which  the  Com¬ 
mittee  thought  a  very  good  attendance  consider¬ 
ing  the  lack  of  money  and  inability  to  travel,  as 
well  as  the  time  of  year  and  the  rainy  season 
and  the  lateness  of  our  programs. 

Those  who  came  had  an  opportunity  to  try 
out  two  days  of  dry  clinics,  and  so  far  as  we  are 


able  to  discern  the  guests  of  Minneapolis  ap¬ 
proved  of  the  dry  clinics  and  of  the  hospital 
clinics,  as'  well.  There  seems  to  be  more  and 
more  of  a  tendency  to  limit  the  scope  of  attend¬ 
ance  and  of  the  number  of  hospitals  which  are 
successful  in  their  clinic  work,  consequently  the 
larger  audiences  were  found  at  the  Minneapolis 
General  Hospital  and  the  University  Hospital. 
Of  course,  the  audiences  at  the  Unitarian  Church, 
where  the  dry  clinics  were  given,  were  very  sat¬ 
isfactory,  about  a  hundred  men  being  in  one 
audience. 

A  number  of  men  who  were  to  give  clinics 
were  disappointed  in  their  material  and  were 
obliged  to  read  or  talk  without  the  presentation 
of  cases.  But  the  men  who  presented  patients 
for  diagnostic  demonstrations  with  history  and 
observation,  with  apparatus,  etc.,  were  very  high¬ 
ly  commended,  and  it  is  quite  evident  that 
if  a  patient  is  in  a  clinic,  and  comments  and 
descriptions  or  demonstrations  are  given,  the 
clinic  makes  a  more  lasting  impression. 

The  clinicians  tried  to  present  cases  that  would 
fall  under  the  observation  of  the  men  of  the 
country,  and  nothing  was  presented  of  an  un¬ 
usual  type  or  simply  as  a  curious  thing  in  med¬ 
icine.  Lantern-slide  demonstrations,  chart  work, 
and  other  methods  of  bringing  the  patients  before 
the  audience  were  used  and  were  successful. 
Had  it  not  been  for  the  stringent  financial  con¬ 
ditions  all  ovefi  the  country  we  should  have  had 
a  larger  attendance,  although  the  Clinic  would 
have  been  the  same.  Hence  the  Minneapolis 
Clinic  institution  will  be  continued  until  either 
it  wears  out  or  it  is  found  advisable  to  discon¬ 
tinue  it  on  account  of  the  number  of  medical 
meetings  constantly  taking  place. 

THE  HEALTH  EXPOSITION  IN 
MINNEAPOLIS 

Some  of  our  readers  may  tire  of  hearing  so 
much  about  the  Health  Exposition,  but  it  demon¬ 
strated  very  forcefully  its  educational  and  prac¬ 
tical  value,  and  proved  to  be  an  attractive  ex¬ 
position  from  every  point  of  view.  We  regret 
that  the  Committee  were  unable  to  advertise  it 
more  thoroughly,  and  particularly  to  get  the  at¬ 
tractiveness  of  it  into  the  homes  of  the  people. 
It  showed  that  evidently  the  awakening  to  public 
health  and  public  service  is  very  slow.  The  in¬ 
rush  of  crowds  did  not  begin  until  Wednesday, 
although  there  was  a  good  audience  on  Tuesday 
night.  But  on  Wednesday,  Thursday,  Friday  and 
Saturday  the  immense  building  was  swarming 
with  people,  who  heard  many  things  that  were 
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good  and,  many  common-sense  talks  and  sug¬ 
gestions  on  public  health.  The  necessity  of  keep¬ 
ing  fit,  and  the  necessity  of  living  longer  were 
brought  out  by  demonstrations  of  all  kinds. 

The  speakers  that  came  from  a  distance,  Chi¬ 
cago  mostly,  but  also  from  other  cities,  as  well, 
proved  a  very  large  drawing  card,  and  the  audi¬ 
ence  in  the  annex  of  the  Armory  crowded  the 
benches  and  seemingly  appreciated  the  effort  of 
the  speakers  and  the  demonstrations  that  were 
put  on. 

The  Exposition  proved  that  a  very  large  num¬ 
ber  of  organizations  are  at  work  in  some  de¬ 
partment  of  public-health  improvement — some¬ 
thing  that  does  the  individual,  as  an  individual 
and  in  a  class,  an  enormous  amount  of  good. 

The  exhibitors  who  were  putting  on  displays  on 
a  commercial  basis  had  very  attractive  booths, 
and  they  contributed  very  greatly  to  the  success 
of  the  Exposition.  Sometimes  it  seemed  very 
strange  that  things  were  exhibited  there  that 
seemingly  had  nothing  to  do  with  public  health, 
but  in  every  instance  there  was  a  practical  ap¬ 
plication,  from  photography  to  washing  ma¬ 
chines,  from  drugs  to  pamphlets,  and  from  cards 
to  samples.  The  examination  of  children  and 
adults  was  such  a  new  feature  that  the  oppor¬ 
tunity  was  given  to  a  large  number.  We  must 
say,  at  this  point,  that  the  doctors  of  Minneapolis 
turned  out  for  examination  work  in  full  numbers, 
willingly  and  cheerfully,  and  contributed  much 
to  the  success  of  the  work.  Many  of  the  ex¬ 
hibits  were  more  than  spectacular,  yet  they  were 
all  instructive,  and  the  children  were  very  much 
impressed.  It  is  rather  unfortunate  that  the  high 
school  students  did  not  have  a  better  opportunity 
to  see  the  Exposition.  They  either  deemed  them¬ 
selves  aloof  from  such  things,  or  they,  with  a 
great  many  other  of  the  younger  set,  are  not 
especially  interested  in  public  health — even  less 
than  they  are  in  their  own  health. 

The  American  Medical  Association  had  an 
interesting  booth  and  demonstrated  the  number 
of  quacks  and  nostrums  that  are  flooding  the 
country.  It  gave  its  reasons  and  evidences 
against  the  quack,  and  the  patent-medicine  deal¬ 
er,  and  in  that  way  must  have  done  much  ser¬ 
vice  in  the  education  of  the  crowds  that  sur¬ 
rounded  the  booth. 

The  University  of  Minnesota  made  a  wonderful 
display  from  every  angle,  from  manikins  to 
pathological  specimens,  from  instructions  in  bio¬ 
logy  to  instructions  in  primitive  life^ — demonstra¬ 
tions  which  everyone  should  know  something 
about;  and,  if  the  University  ever  decides  to  put 


281 

out  a  program  of  their  display,  it  will  in  itself 
be;  highly  instructive. 

The  Executive  Committee  of  the  Health  Ex¬ 
position,  together  with  the  staff  of  workers  who 
came  to  assist  Mr.  Logsden,  deserve  a  great 
deal  of  praise  for  the  time  they  gave  to  com¬ 
mittee  meetings  and  for  the  effort  they  put  forth 
to  demonstrate  what  medical  men  can  do.  And 
the  Hennepin  County  Medical  Society  will  lose 
nothing  by  its  endorsement  of  the  Health  Ex¬ 
position.  It  may  pride  itself,  too,  on  the  fact 
(and  the  public  should  know)  that  the  Exposition 
was  financed  by  the  Hennbpin  County  Medical 
Society  men,  who  raised  a  guarantee  fund  that 
would  seem  almost  incredible  but  proved  to  be 
true;  and  the  contributions  of  the  medical  men 
in  money  made  with  the  greatest  cheerfulness, 
and  the  universal  comment  was  that  the  Hen¬ 
nepin  County  Medical  Society  got  off  much 
better  than  they  had  anticipated. 


CORRESPONDENCE 


ORTHOPEDIC  CLINIC 
To  THE  Editor: 

On  March  25,  at  the  invitation  of  the  Milbank 
District  Medical  Society,  Dr.  Emil  S.  Geist,  or¬ 
thopedic  specialist  of  Minneapolis,  assisted  by 
Dr.  Clara  E.  Hayes  of  the  State  Division  of 
Child  Hygiene,  and  Miss  Florence  E.  Walker, 
R.  N.,  State  Supervisor  of  Public  Health  Nurs¬ 
ing,  held  a  clinic  for  crippled  children  at  Mil- 
bank,  S.  D. 

Children  were  referred  to  the  clinic  by  phy¬ 
sicians  of  the  district.  Twenty  in  all  were  ex¬ 
amined  and  recommendations  for  treatment  were 
made.  In  most  of  the  cases  the  treatment  was 
recommended  to  be  carried  out  by  the  local 
doctors.  Three  of  the  cases  were  such  that  the 
State  Division  of  Child  Hygiene  will  give  finan¬ 
cial  assistance  in  their  surgical  treatment. 

Among  those  examined  were  cases  of  club¬ 
foot,  rickets,  cranial  defects,  multiple  arthritis, 
and  post-infantile  paralysis.  In  the  latter  cases 
Dr.  Geist  emphasized  the  great  importance  of 
preventing  the  dread  disease  which  has  caused 
such  hopeless  crippling  of  thousands  of  children, 
by  considering  it  ,a  highly  contagious  disease  and 
observing  the  strictest  quarantine  and  every  pos¬ 
sible  prophylactic  measure. 

About  forty  members  of  the  District  Society 
attended  the  clinic.  The  physical  examinations 
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and  explanation  of  the  conditions  found  and 
principles  of  treatment  were  instructive  and  ex¬ 
ceedingly  interesting. 

After  the  clinic,  which  continued  from  one 
until  six  o’clock  p.  m.,  the  physicians  of  Milbank 
entertained  the  visitors  at  a  very  delicious  dinner 
served  at  the  St.  Hubert  Hotel.  At  the  evening 
session  Dr.  F.  E.  Clough,  President  of  the  South 
Dakota  State  Medical  Society,  gave  an  able  and 
instructive  address  on  “Bone  Surgery.” 

Respectfully, 

Clara  E.  Hayes,  M.D. 
Waubay,  S.  D.,  May  5,  1924. 


BOOK  NOTICES 


The  Care  of  the  Baby.  A  manual  for  mothers  and 
nurses,  containing  practical  directions  for  the 
management  of  infancy  and  childhood  in  health 
and  disease.  By  J.  P.  Crozer  Griffith,  M.D.,  Pro¬ 
fessor  of  Diseases  of  Children  in  the  University 
of  Pennsylvania.  Seventh  edition  thoroughly  re¬ 
vised;  12  mo.  of  478  pages  with  104  illustrations. 
Philadelphia  and  London:  W.  B.  Saunders  Com¬ 
pany.  Cloth,  $2.50  net. 

During  the  last  five  years  there  has  been  a  veri¬ 
table  flood  of  popular  books  for  mothers  and  nurses 
on  the  care  of  the  baby.  Some  of  these  books  con¬ 
tain  nothing  new,  are  badly  written,  and  are  of  no 
benefit  to  anyone  except  possibly  the  writer  and  the 
publisher.  “The  Care  of  the  Baby,”  by  Dr.  J.  P. 
Crozer  Griffith,  is  an  exception.  Dr.  Griffith  first 
wrote  the  book  in  1895,  and  since  then  he  has  re¬ 
vised  it  seven  times.  Each  revision  shows  a  sin¬ 
cere  attempt  to  keep  abreast  of  the  times.  The 
last  edition  (1923)  is  a  mine  of  information.  The 
first  chapter  on  Pregnancy,  by  Prof.  Barton  Hirst, 
is  clearly  written  and  easy  to  understand.  The 
second  and  third  chapters  are  devoted  to  a  detailed 
description  of  the  normal  anatomy  and  physiology 
of  the  baby.  The  next  two  chapters  take  up  in  a 
most  practical  way  the  general  care  and  the  cloth¬ 
ing  of  the  baby. 

The  reviewer  believes  that  the  chapter  on  infant 
feeding  deserves  criticism.  The  author’s  rule  of 
nursing  is  “every  2  or  2j4  hours  during  the  first 
4  weeks  of  life  and  from  this  time  up  to  weaning, 
every  2^  or  3  hours,  and  later  every  3  or  4  hours.” 
The  author  objects  to  giving  artificial  food  at  five 
or  six  month.  He  recommends  beginning  of  wean¬ 
ing  at  ten  or  eleven  months.  The  majority  of  pedi¬ 
atricians  advise  the  four-hour  scedule,  start  artificial 
feeding  at  five  or  six  months,  and  begin  the  wean¬ 
ing  of  babies  at  seven  or  eight  months.  The  rest 
of  the  book  is  replete  with  practical  facts  about 
sleep,  exercise,  rational  habits  for  infants,  and,  lastly, 
a  chapter  on  the  common  diseases  of  infants  and 
children— their  recognition  and  management.  This 
is  the  best  English  book  on  this  subject  that  the 
reviewer  has  read.  — M.-^x  Seham,  M.D. 


Diagnostic  Methods.  A  guide  for  history  taking, 
making  of  routine  physical  examinations,  and  the 
usual  laboratory  tests  necessary  for  students  in 
clinical  pathology,  hospital  internes,  and  practic¬ 
ing  physicians.  By  Herbert  Thomas  Brooks, 
A.B.,  M.D.,  F.A.C.P.,  Professor  of  Clinical  Medi¬ 
cine,  College  of  Medical  Evangelists.  Fourth 
edition.  Cloth,  price  $1.75.  Page  109,  with  52 
illustrations.  St.  Louis;  C.  V.  Mosby  Company, 
1923. 

“Diagnostic  Methods”  is  a  small  hand-book  of 
about  one  hundred  pages  devoted  to  brief  descrip¬ 
tions  the  common  laboratory  procedures,  as  well  as 
the  routine  of  a  history  and  physical  examination 
of  the  hypothetical  case. 

The  tests  are  described  very  concisely,  and  at  the 
end  of  each  chapter  the  clinical  applications  of  the 
various  laboratory  findings  are  summarized. 

The  book  is  meant  to  be  used  in  conjunction  with 
a  more  complete  reference  and  provides  a  rapid 
means  of  carrying  out  the  technic  of  the  tests  with¬ 
out  extensive  reading.  As  an  aid  in  the  micro¬ 
scopic  analysis,  pen  and  ink  drawings  are  available. 

A  brief  outline  of  the  aparatus  and  chemicals 
necessary  for  a  physicians  laboratory  completes  the 
book.  — C.  W.  Brunkow,  M.D. 

Physiotherapy  Technic.  A  Manual  of  Applied 
Physics..  C.  M.  Sampson,  M.D.,  St.  Louis;  C.  V. 
Mosby  Company,  1923. 

Physiotherapy  is  not  a  new  feature  in  medicine, 
but  its  extensive  development  took  place  during  the 
reconstruction  period  of  the  World  War.  Dr.  Samp¬ 
son  had  special  opportunity  to  take  part  in  this  de¬ 
velopment  and  to  observe  its  results  in  the  Veteran 
Bureau  Service,  both  at  the  Walter  Reed  and  other 
hospitals.  The  results  of  these  studies  appear  in  a 
book  of  over  400  pages  giving  a  detailed  technic. 
He  lays  special  stress  on  the  ultraviolet  light  and 
diathermia,  both  direct  and  indirect.  The  success 
of  the  reconstruction  gives  encouragnient  to  a  more 
scientific  study  of  this  subject  than  the  profession 
has  given  it,  and  the  book  of  Dr.  Sampson,  contain¬ 
ing  twenty-eight  chapters,  will  help  materially  both 
in  this  study  and  in  its  application  to  the  properly 
selected  cases.  — C.  A.  Donaldson,  M.D. 

Mental  Disorders.  By  Francis  M.  Barnes,  Jr.,  M.A., 
M.D.,  Associate  Professor  of  Nervous  and  Mental 
Diseases,  St.  Louis  University  Medical  School, 
etc.,  St.  Louis:  C.  V.  Mosby  Co.,  second  edition, 
295  pages.  1923. 

This  book  is  an  outgrowth  of  the  author’s  previ¬ 
ous  “Notes  on  Mental  Diseases,”  and  also  “Intro¬ 
duction  to  the  Study  of  Mental  Diseases.”  His 
intention  is  that  this  book  be  put  in  the  hands  of 
medical  students  as  a  brief  outline  of  psychiatric 
principles  with  as  little  incumberance  of  unneces¬ 
sary  details  as  possible.  This,  to  be  sure,  is  always 
a  difficult  task.  The  range  of  subjects  in  the  differ¬ 
ent  chapters,  however,  demonstrates  that  he  covers 
the  field  of  psychiatry  pretty  well. 

One  chapter  is  devoted  to  “Mental  Hygiene 
and  Social  Psychiatry,”  subjects  which  have  not  yet 
found  their  way  into  all  the  present-day  text-books 
on  mental  diseases. 
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The  reviewer  is  convinced  that  this  book  can  be 
safely  recommended  as  a  hand  book  and  should 
be  offered  as  very  profitable  reading  to  the  general 
practitioner,  as  well  as  to  the  medical  student. 

— J.  C.  Michael,  M.D. 


NEWS  ITEMS 


Dr.  Thos.  P.  Martin  has  moved  from  Mayville, 
N.  D.,  to  Gary,  S.  D. 

Dr.  Carl  M.  Oberg,  of  Minneapolis,  has  gone 
to  Europe  for  special  study. 

The  Southern  Minnesota  Medical  Association 
will  hold  a  one-day  meeting  in  Mankato  on  May 
19. 

The  business  men  of  Miller,  S.  D.,  are  planning 
to  provide  funds  to  erect  a  hospital  building  for 
that  city. 

The  Northern  Minnesota  Medical  Association 
will  hold  its  annual  meeting  in  Duluth  on  August 
4  and  5. 

The  North  Dakota  State  Dental  Association 
holds  its  annual  meeting  in  Grand  Forks  on 
June  4,  5,  and  6. 

Dr.  A.  L.  Kuske,  of  Minneapolis,  has  moved 
to  New  Ulm,  and  will  do  eye,  ear,  nose,  and 
throat  work  exclusively. 

The  American  Medical  Association  meets  in 
Chicago  on  June  9-13,  the  sections  meeting  on 
the  11th,  12th,  and  13th. 

Dr.  C.  E.  Gray,  of  Rush  City,  has  sold  his 
hospital  and  practice  to  Dr.  A.  E.  Holmes,  for¬ 
merly  of  Aberdeen,  S.  D. 

The  Twin  Cities,  and,  indeed,  the  entire  North¬ 
west,  will  send  a  large  number  of  men  to  the 
meeting  of  the  A.  M.  A.,  next  month. 

The  South  Dakota  State  Medical  Association 
holds  its  annual  meeting  next  week  (May  20  and 
21)  at  Mitchell.  The  program  appears  below. 

Mr.  R.  H.  Coombs,  formerly  health  officer  at 
Berlin,  N.  H.,  has  been  appointed  executive  sec¬ 
retary  of  the  Hennepin  County  Public  Health 
Association. 

The  Southwestern  Minnesota  Medical  Society 
meets  at  Luverne  on  Thursday,  May  22.  Dr.  E. 
L.  Perkins,  of  Sioux  Falls,  S.  D.,  will  present 
a  paper  at  this  meeting. 

The  annual  two  weeks  intensive  study  course 
for  physicians  and  surgeons  opens  at  the  Uni¬ 


versity  of  Minnesota  on  the  26th  of  this  month. 
The  course  of  study  appears  below. 

Duluth  will  seek  a  branch  of  the  State  psy¬ 
chopathic  clinic  for  the  study  of  defective,  back¬ 
ward,  and  subnormal  children,  which  the  Board 
of  Regents  of  the  University  can  grant. 

Dr.  Finkelstein,  of  Berlin,  Europe’s  most  noted 
pediatrician,  visited  Rochester  last  week.  He 
spoke  in  very  high  terms  of  the  work  in  chil¬ 
dren’s  diseases  being  done  in  this  country. 

Dr.  H.  J.  Rowe,  Secretary  of  the  North  Dakota 
State  Medical  Association,  is  doing  substitute 
work  for  Dr.  F.  W.  Fergusson  at  Kulm,  N.  D., 
and  may  remain  there  two  or  three  months. 

More  than  one  hundred  twenty-five  medical 
men  outside  of  the  Twin  Cities  registered  at  the 
meeting  of  Minneapolis  Clinic  Week  held  last 
week.  The  program  proved  entirely  satisfactory. 

Bids  for  the  erection  and  completion  of  the 
Todd  Memorial  and  the  Cancer  Institute  build¬ 
ings  at  the  University  of  Minnesota,  will  be  re¬ 
ceived  until  tomorrow,  and  will  be  opened  in  a 
few  days. 

We  again  call  attention  to  the  interesting  meet¬ 
ing  of  the  staff  of  the  Lymanhurst  and  Parkview 
Hospitals  on  May  27,  when  Dr.  E.  L.  Tuohy, 
of  Duluth,  and  Dr.  S.  A.  Slater,  of  Worthington, 
will  present  interesting  papers. 

Dr.  Thomas  B.  Erancis,  who  formerly  prac¬ 
ticed  in  Edgerton,  died  last  week  at  the  age  of 
68.  Dr.  Francis  was  a  graduate  of  Rush,  class 
of  ’79,  and  came  to  Minneapolis  in  1875.  He 
retired  from  practice  some  years  ago. 

The  American  Association  of  Thoracic  Sur¬ 
gery  and  the  American  Society  of  Clinical  Path¬ 
ologists  meet  in  Rochester,  Minn.,  next  month, 
on  the  5th,  6th,  and  7th,  with  a  joint  meeting 
on  the  evening  of  the  5th  and  with  dry  and  op¬ 
erative  clinics  on  the  7th. 

The  report  that  one  Pierson  W.  Banning,  of 
Los  Angeles,  Calif.,  had  received  an  award  of 
$10,C(X)  from  a  reported  Benjamin  Franklin  fund 
for  a  book  by  him  on  “Mental  and  Spiritual 
Healing”  was  a  pure  fake,  which  Banning  now 
admits  he  “put  over”  just  for  fun. 

The  Huron  (S.  D.)  Medical  Society  met  on 
May  8,  and  talks  were  given  on  the  following 
subjects:  “Collections,”  by  Dr.  J.  F.  McKie, 
of  Wessington;  on  “Static  Defects  of  the  Feet,” 
by  Dr.  H.  D.  Sewell,  of  Huron;  and  on  “Pelvic 
Infections,”  by  Dr.  O.  R.  Wright,  of  Huron. 
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Rush  graduates  in  South  Dakota,  of  whom 
there  are  more  than  eighty,  will  have  a  meeting 
and  dinner  on  Tuesday,  May  20,  at  the  meeting 
of  the  State  Association  at  Mitchell.  Dr.  F. 
E.  Clough,  Rush  ’02,  will  preside,  and  Dr.  E.  C. 
Rosenow,  Rush  ’02,  of  Rochester,  will  be  the 
Society’s  guest. 

Monday,  May  12,  National  Hospital  Day,  was 
observed  at  Mounds  Park  Sanitarium  by  the 
dedication  of  a  bronze  tablet  presented  by  the 
Alumnae  of  the  Mounds  School  of  Nursing  in 
memory  of  Miss  Esther  Kirbach  and  Miss  Anna 
Dahlby,  two  graduates  of  the  school  who  gave 
their  lives  in  service  to  their  country  during  the 
war. 

Dr.  Louisa  E.  Boutelle,  formerly  Director  of 
Child  Hygiene  for  the  State  of  North  Dakota, 
and  Miss  Edith  Olson,  R.  N.,  former  assistant 
to  Dr.  Boutelle,  have  been  added  to  the  staff  of 
the  South  Dakota  Division  of  Child  Hygiene  for 
the  purpose  of  assisting  with  a  series  of  prenatal 
and  child  health  clinics  in  twenty-five  counties 
which  do  not  now  have  and  most  of  which  have 
never  had  the  services  of  a  public  health  nurse. 

The,  body  of  Dr.  Fred  E.  Fyle,  of  Geddes, 
S.  D.,  who  disappeared  on  December  11,  was 
found  last  week  five  miles  from  Yankton,  in  a 
creek,  over  which  he  had  evidently  attempted  to 
cross  in  the  night,  not  seeing  that  the  bridge 
had  been  washed  away.  He  was  driving  from 
Sioux  City,  Iowa,  to  Geddes,  when  the  accident 
occurred.  Dr.  Fyle  died  at  the  age  of  50.  He 
was  a  graduate  of  the  University  of  Toronto, 
Canada,  class  of  ’07. 

The  sixteenth  annual  commencement  exercises 
of  the  Mounds  School  of  Nursing  conducted  by 
the  Northwestern  Baptist  Hospital  Association 
in  connection  with  Mounds  Park  Sanitarium, 
Midway  Hospital,  and  Merriam  Park  Hospital 
will  be  held  on  Friday  evening  May  16th  at  the 
First  Baptist  Church,  St.  Paul.  Dr.  Charles  R. 
Ball,  member  of  the  School  Faculty  and  Rev. 
S.  P.  Shaw,  Sioux  Falls,  S.  D.,  will  be  the  com¬ 
mencement  speakers.  The  diplomas  will  be  con¬ 
ferred  upon  the  graduates  by  the  President  of 
the  Association,  Dr.  George  Earl. 

PROGRAM  OF  THE  ANNUAL  MEETING  OF 

THE  SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION  AT  MITCHELL, 

SOUTH  DAKOTA 
May,  20th  and  21st,  1924 
Tuesday,  May  20th 

9:30  A.  M. — The  Nervous  System.  Dr.  Walter 
Sheldon,  Chief  of  Department  Nervous  Diseases, 
Mayo  Foundation,  Rochester,  Minn. 


10:30  A.  M. — Diseases  of  the  Heart.  Dr.  A.  D. 
Dunn,  formerly  Professor  of  Medicine,  Creigh¬ 
ton  University,  Omaha,  Nebraska. 

2:00  p.  M. — Chest  Conditions  Simulating  Tubercu¬ 
losis,  illustrated.  Tuberculous  Joint  Diseases. 
Dr.  J.  S.  Pritchard,  President  Mississippi  Valley 
Tuberculosis  Association,  Battle  Creek,  Mich. 

4:00  p.  M. — Selectivity  of  Bacteria  for  the  Nervous 
System,  illustrated.  Dr.  E.  C.  Rosenow,  Chief 
of  Department  Experimental  Medicine,  Mayo 
Foundation,  Rochester,  Minnesota. 

8:00  p.  M. — Child  Welfare.  Dr.  F.  W.  Schlutz,  Min¬ 
neapolis,  Minn. 

8:00  p.  M. — Relations  of  Experimental  Medicine  to 
Present-Day  Life.  Dr.  E.  C.  Rosenow,  Roches¬ 
ter,  Minnesota. 

8:00  p.  M. — Rollier’s  Work  with  Sunlight  and  Sana¬ 
torium  Treatment  Combined  with  Surgery 
among  the  Swiss  Children,  illustrated.  Dr.  J. 
S.  Pritchard,  Battle  Creek,  Mich. 

Wednesday,  May  21st 

9:30  A.  M. — Pediatric  Clinic.  Dr.  F.  W.  Schlutz, 
Professor  Pediatrics,  University  of  Minnesota, 
Minneapolis,  Minn. 

10:45  A.  M. — The  Anatomy  of  the  Accessory  Sinuses 
of  the  Nose,  illustrated,  Exhibition  of  Speci¬ 
mens.  Dr.  J.  A.  Pratt,  Assistant  Professor  Eye, 
Ear,  Nose,  and  Throat,  University  of  Minne¬ 
sota,  Minneapolis,  Alinnesota. 

2:00  p.  M. — Cancer  of  the  Breast  and  Uterus.  Dr. 
F.  L.  Adair,  Associate  Professor  of  Gynecology, 
University  of  Minnesota,  Minneapolis,  Minn. 

4:00  p.  M. — Orthopedics.  Dr.  Wallace  Cole,  Chief 
Surgeon  Shriners  Hospital,  St.  Paul,  Minnesota. 


1924  SHORT  COURSE  FOR  PRACTITIONERS 
GIVEN  BY  THE  UNIVERSITY  OF 
MINNESOTA 

Medicine 

Monday,  May  26th 

1:00-2:20  p.  m. — General  Rounds.  Dr.  A.  S.  Hamil¬ 
ton  and  Staff.  University  Hospital. 

2:30-3:50  p.  m. — General  Rounds.  Dr.  S.  M.  White 
and  Staff.  University  Hospital. 

4:00-5:00  p.  m. — Pathological  Clinical  Conference. 
Dr.  E.  T.  Bell,  Dr.  S.  M.  White  and  Staffs. 
Institute  of  Anatomy. 

Tuesday,  May  27th 

10:00  A.  M. -12:00  m. — Clinic,  Cardiovascular  Diseases. 

Dr.  H.  Iv.  Ulrich,  Minneapolis  General  Hospital. 
1:00-2:20  p.  m. — Movable  Kidney.  Dr.  M.  Barron. 
Millard  Hall. 

2:30-3:50  p.  m. — Eczematoid  Ring-worm  of  the  Skin. 
Dr.  John  Butler.  Millard  Hall. 

Wednesday,  May  28th 

8:30-10:00  a.  m. — Diabetes.  Dr.  C.  B.  Drake. 

Ancker  Hospital. 

1:00-2:20  p.  m. — Gastric  Ulcer.  Dr.  A.  R.  Hall. 
Ancker  Hospital. 

2:30-3:30  p.  m. — Epilepsy.  Dr.  E.  M.  Hamnies. 
Ancker  Hospital. 

Thursday,  May  29th 

1:00-2:20  p.  m. — Syphilis.  Dr.  H.  G.  Irvine.  Millard 
Hall. 

2:30-3:50  p.  m. — Clinical  Lecture.  Dr.  E.  T.  F. 
Richards.  University  Hospital. 
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4:00-5:00  p.  m. — Etiology  and  Treatment  of  Scarlet 
Fever.  Dr.  G.  E.  Fahr.  University  Hospital. 
Friday,  May  30th 

1:00-2:15  p.  m. — Pathological  Clinical  Conference. 
Dr.  B.  J.  Clawson,  Dr.  H.  L.  Ulrich  and  Staffs. 
Minneapolis  General  Hospital. 

Saturday,  May  31st, 

8:30-10:00  a.  m. — Heart  Clinic.  Dr.  C.  B.  Drake. 
Ancker  Hospital. 

Monday,  June  2nd 

1:00-2:20  p.  m. — General  Rounds.  Dr.  A.  S.  Hamil¬ 
ton  and  Staff.  University  Hospital. 

2:30-3:50  p.  m. — General  Rounds.  Dr.  S.  M.  White 
and  Staff.  University  Hospital. 

4:00-5:00  p.  m. — Pathological  Clinical  Conference. 
Dr.  J.  S.  McCartney,  Dr.  S.  M.  White  and  Staffs. 
Institute  of  Anatomy. 

Tuesday,  June  3rd 

10:00  A.  m.-12:00  m. — Medical  Clinic.  Dr.  T.  A. 

Peppard.  Alinneapolis  General  Hospital. 
1:00-2:20  p.  m. — Essential  Hypertension  and  Nephri¬ 
tis.  Dr.  M.  Barron.  Millard  Hall. 

2:30-3:50  p.  M.^Visceroptosis.  Dr.  F.  H.  K.  Schaaf. 
Millard  Hall. 

Wednesday,  June  4th 

8:30-10:00  A.  m. — Intravenous  Chemotherapy.  Dr. 

J.  A.  Lepak.  Ancker  Hospital. 

1:00-2:20  p.  m. — Treatment  of  Cardiac  Decompensa¬ 
tion.  Dr.  A.  R.  Hall.  Ancker  Hospital. 
2:30-3:30  p.  m. — Protein  Sensitization.  Dr.  E.  T. 
Hermann.  Ancker  Hospital. 

Thursday,  June  5th 

1:00-2:20  p.  m. — Diabetes.  Dr.  A.  H.  Beard.  Uni¬ 
versity  Hospital. 

2:30-3:50  p.  m. — Clinical  Lecture.  Dr.  E.  T.  F. 

Richards.  University  Hospital. 

4:00-5:00  p.  m. — Classification  of  Heart  Disease.  Dr. 

G.  E.  Fahr.  University  Hospital. 

Friday,  June  6th 

1:00-2:15  p.  m. — Pathological  Clinical  Conference. 
Dr.  W.  A.  O’Brien,  Dr.  H.  L.  Ulrich  and  Staffs. 
Minneapolis  General  Hospital. 

Saturday,  June  7th 

8:30-10:00  a.  m. — Intestinal  Infestation.  Dr.  H. 
Oerting.  Ancker  Hospital. 

Surgery 

Monday,  May  26th 

8:30-10:00  a.  m. — Urologic  Clinic.  Dr.  F.  R.  Wright. 
University  Hospital. 

10:10  A.  M. -12:00  M. — Plastic  Surgery  Clinic.  Dr. 

H.  P.  Ritchie.  LTniversity  Hospital. 

10:30  A.  M. -12:00  m. — Minor  Surgical  Clinic.  Dr. 

James  A.  Johnson,  Dr.  J.  M.  Hayes.  University 
Dispensary. 

10:30  A.  M. -12:00  m. — Proctology  Clinic.  Dr.  W.  A. 

Famsler.  Universitj''  Dispensary. 

1:00-2:20  p.  m.— Urologic  Clinic.  Dr.  A.  G.  Wethall. 
University  Dispensary. 

1:00-2:20  p.  m. — Orthopedic  Clinic.  Dr.  C.  A.  Reed, 
Dr.  P.  W.  Giessler.  University  Dispensary. 
Tuesday,  May  27th 

8:30-10:00  a.  m. — Diagnostic  Clinic.  Dr.  J.  F. 
Corbett.  Minneapolis  General  Hospital. 
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4:00-5:00  p.  m. — Animal  Surgery  (to  groups  of  3). 
Dr.  A.  L.  Cameron.  Millard  Hall. 

Wednesday,  May  28th 

10:10  A.  M. -12:00  m. — Diagnostic  Clinic.  Dr.  A.  R. 

Colvin.  Ancker  Hospital. 

4:00-5:00  p.  m. — Animal  Surgery  (to  groups  of  3). 
Dr.  A.  L.  Cameron.  Millard  Hall. 

Thursday,  May  29th 

8:30-10:00  a.  m. — Diagnostic  Clinic.  Dr.  A.  1.. 

Cameron.  University  Hospital. 

10:10  A.  M. -12:00  m. — Diagnostic  Clinic.  Dr.  A.  C. 

Strachauer.  University  Hospital. 

10:30  A. M. -12:00  m. — Minor  Surgical  Clinics.  Dr.  F. 
S.  McKinney,  Dr.  A.  F.  Bratrud.  University 
Dispensary. 

1:00-2:20  p.  m. — Urologic  Clinic.  Dr.  W.  J.  Kremer. 
University  Dispensary. 

Friday,  May  30th 

8:30-10:00  a.  m. — Diagnostic  Clinic.  Dr.  E.  C. 

Robitshek.  Minneapolis  General  Hospital. 
8:30-10:00  a.  m. — Urologic  Clinic.  Dr.  Oscar  Owre. 

Minneapolis  General  Hospital. 

10:10  A.  M. -12:00  m. — Diagnostic  Clinic.  Dr.  Fred¬ 
erick  Olson.  Minneapolis  General  Hospital. 
2:30-5:00  p.  m. — Cadaver  Surgery.  Dr.  A.  L. 
Cameron.  Anatomy  Bldg. 

Saturday,  May  31st, 

10:10  A.  M. -12:00  m. — Diagnostic  Clinic.  Dr.  John 
Abbott.  Ancker  Hospital. 

Monday,  June  2nd 

8:30-10:00  a.  m. — Urologic  Clinic.  Dr.  F.  R.  Wright. 
University  Hospital. 

10:10  A.  M. -12:00  m. — Diagnostic  Clinic.  Dr.  A.  C. 

Strachauer.  University  Hospital. 

10:30  A.  M. -12:00  m. — Minor  Surgical  Clinic.  Dr. 
James  A.  Johnson,  Dr.  J.  M.  Hayes.  Univer¬ 
sity  Dispensary. 

10:30  A.  M. -12:00  m. — Proctology  Clinic.  Dr.  W.  A. 

Pansier.  University  Dispensary. 

1:00-2:20  p.  m. — Urologic  Clinic.  Dr.  A.  G.  Wethall, 
Dr.  P.  W.  Giessler.  University  Dispensary. 

Tuesday,  June  3rd 

8:30-10:00  a.  m. — Diagnostic  Clinic.  Dr.  J.  F. 

Corbett.  Minneapolis  General  Hospital. 
4:00-5:00  p.  m. — Animal  Surgery  (to  groups  of  3). 
Dr.  A.  L.  Cameron.  Millard  Hall. 

Wednesday,  June  4th 

10:10  A.  M. -12:00  m. — Diagnostic  Clinic.  Dr.  A.  R. 
Colvin.  Ancker  Hospital. 

4:00-5:00  p.  m. — Animal  Surgery  (to  groups  of  3). 
Dr.  A.  L.  Cameron.  Millard  Hall. 

Thursday,  June  5th 

8:30-10:00  a.  m. — Diagnostic  Clinic.  Dr.  G.  R.  Dunn. 
University  Hospital. 

10:10  A.  M. -12:00  m. — Diagnostic  Clinic.  Dr.  A.  A. 

Law.  University  Hospital. 

10:30  .A.  M. -12:00  m. — Minor  Surgical  Clinic.  Dr.  F. 
S.  McKinney,  Dr.  A.  F.  Bratrud.  University 
Dispensary. 

1:00-2:20  p.  m. — Urologic  Clinic.  Dr.  W.  J.  Kremer. 
University  Dispensary. 

Friday,  June  6th 

8:30-10:00  a.  m. — Diagnostic  Clinic.  Dr.  A.  A. 
Zierold.  Minneapolis  General  Hospital. 
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8:30-10:00  a.  m. — Urologic  Clinic.  Dr.  Oscar  Owre. 

Minneapolis  General  Hospital. 

10:10  A.  M. -12:00  M. — Diagnostic  Clinic.  Dr.  Fred¬ 
erick  Olson.  Minneapolis  General  Hospital. 
2:30-5:00  p.  m. — Cadaver  Surgery.  Dr.  A.  L. 
Cameron.  Anatomy  Bldg. 

Saturday,  June  7th 

10:10  A.  M. -12:00  m. — Diagnostic  Clinic.  Dr.  John 
S.  Abbott.  Ancker  Hospital. 


Static  Machine  Wanted 

Mica  preferred.  Give  price  and  condition  of  ma¬ 
chine.  Address  86,  care  of  this  office. 

Good  Opening  for  a  Physician 

In  a  Minnesota  City  of  over  8,000  population. 
Good  hospital  facilities.  Address  81,  care  of  this 
office. 

Minneapolis  Office  Location  Offered 

Excellent  location  for  physician  on  a  busy  conrner 
in  Minneapolis  is  offered.  Reception-room  with  an 
established  dentist.  Address  92,  care  of  this  office. 

X-Ray  Machine  for  Sale 

A  Standard  oil-transformer,  big  type  A'-ray  ma¬ 
chine,  just  like  new,  for  sale  at  a  reasonable  price. 
Oil  transformer  brand  new.  Address  93,  care  of 
this  office. 

Small  Hospital  Equipment  for  Sale 

Complete  equipment  of  a  12-bed  hospital  is  offered 
for  sale.  Equipped  for  general  service,  surgery,  and 
obstetrics.  Address  inquiries  to  F.  O.  Box  135,  Elk 
River,  Minn. 

Temporary  Work  Wanted 

By  a  competent  physician  licensed  in  Minnesota 
and  North  Dakota.  Can  give  the  best  of  references. 
Ten  years  experience;  available  at  once.  Address 
79,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  LaSalle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Good  Location  for  a  Physician 

Doctor’s  office  on  prominent  corner  over  drug¬ 
store  in  new  residential  district  of  St.  Paul.  Price 
of  office  and  reception-room  furniture  about  $500. 
Address  85,  care  of  this  office. 

Practice  for  Sale  in  Minnesota 

In  town  of  5,000,  county-seat.  Railroad  town. 
Only  four  other  active  physicians.  For  price  of 
equipment  only.  Must  act  quickly.  Reason  for  sell¬ 
ing  sickness.  Scandinavian  physician  preferred.  Ad¬ 
dress  83,  care  of  this  office. 

Physician’s  Office  in  Minneapolis  for  Rent  for 
Morning  Hours 

I  will  rent  my  office  in  the  LaSalle  Building  for 
the  morning  hours  at  a  very  reasonable  rental. 
Please  call  at  341  La  Salle  Building. 


Auto-Kamp  Trailer  for  Sale 

I.ate  model  with  complete  equipment,  including 
tent,  two  full-sized  spring  beds  with  mattresses, 
pillows,  ice  box,  and  grocery  chest.  All  in  first- 
class  condition.  Address  Dr.  O.  A.  Aaker,  Velva, 
N.  D. 

Physician  Wanted  in  North  Dakota 

A  young  man  preferred.  For  Center,  N.  D.,  the 
County-seat  of  Oliver  County.  No  doctor  now  in 
County.  Center  has  three  churches  and  two  banks. 
It  is  an  up-to-date  town.  As  health  officer  the 
doctor  receives  $25  a  month.  Address  Robert  Dunn, 
Center,  N.  D. 

Minneapolis  Office  in  Fine,  New  Residential 

District  for  Rent 

Some  business  already  established  is  open  for 
new  doctor  from  present  doctor  who  is  leaving  the 
city.  Fine  rooms,  low  rent,  and  splendid  location. 
Offices  over  a  drug-store.  Address  95,  care  of  this 
office. 

Practice  for  Sale 

Wanted:  A  physician  to  take  over  my  practice 
of  eighteen  years  in  a  live  Minnesota  town  of  2,500, 
located  sixty  miles  from  the  Twin  Cities.  Purchase 
of  modern  residence  optional.  A  good  opportunity. 
Good  collections.  Am  going  to  specialize.  Address 
91,  care  of  this  office. 

Physician  Wanted 

In  a  town  of  800  population  in  southeastern  part 
of  North  Dakota.  A  big  territory  and  a  prosperous 
country.  Mostly  all  Germans  with  a  few  Hollanders 
around.  Doctor  must  be  able  to  speak  German. 
Give  reference  in  first  letter.  A  very  good  opening 
for  the  right  kind  of  a  man.  Address  Nick  Renner, 
Jr.,  Strasburg,  N.  D. 

Very  Desirable  Office  in  Minneapolis  for  Rent 

An  exceedingly  desirable  location,  with  a  pleasant 
office  with  a  dentist,  is  offered  at  625  Plymouth 
Ave.,  over  a  drug-store,  with  a  second  drug-store 
nearby  and  under  the  same  management  to  direct 
attention  to  both  physician  and  dentist.  Rent  rea¬ 
sonable.  Address  or  telephone  Dr.  A.  A.  Love 
(Dentist).  Tel.  Hyland  3036. 

Minnesota  Practice  for  Sale 

Will  sell  my  practice  as  I  am  taking  up  special 
work.  The  practice  is  young  yet,  but  without 
doing  my  own  surgery  I  made  over  $5,000  last 
year  and  collected  94  per  cent.  Practice  ought  to 
run  $7,000  or  upwards  next  year  on  account  of  a 
new  railroad  being  built  into  the  town.  Am  anxious 
to  close  the  deal  at  once.  Address  76,  care  of  this 
office. 

Minnesota  Practice  for  Sale 

In  good  Southern  Minnesota  towm  practice  and 
complete  new  office  equipment  for  minor  surgery, 
tonsillectomies,  and  refraction.  Ideal  office  location 
with  young  dentist  who  has  .r-ray.  Waiting  room 
and  office  girl  shared.  Many  insurance  appoint¬ 
ments.  $6,000  cash  in  1923.  Town  of  1,000  with  good 
future.  Equipment  invoices  $1,500.  Must  have  some 
cash.  Give  reference,  affiliations,  etc.  Address  94, 
care  of  this  office. 
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FRACTURES  OF  BONES  OF  THE  LEG  INVOLVING  THE  ANKLE  JOINT^ 

By  Fremont  E.  Chandler,  B.Sc.,  M.D. 

WAUPACA,  WISCONSIN 


In  a  certain  district  in  Iowa,  out  of  malpractice 
suits  in  124  surgical  cases,  75  were  for  fracture 
cases.  All  these  suits  were  based  on  surgical 
negligence  or  the  unskilfullness  of  the  attending 
surgeon.  There  are  two  reasons  for  this  com¬ 
mon  high  percentage  of  malpractice  suits  in 
fracture  cases ; 

1.  Shortening  of  the  limb,  imperfect  align¬ 
ment  of  the  bones,  and  ankylosis  of  the  joints 
are  more  patent  to  the  patient  than  the  results 
following  operations  on  the  soft  parts. 

2.  There  may  be  some  grounds  for  com¬ 
plaints  of  negligence  and  unskilfullness  of  the 
surgeon  in  some  cases,  but  many  of  the  untoward 
results  are  unavoidable,  and  the  surgeon  is  un¬ 
justly  accused. 

To  lessen  these  cases  of  complaint  is  our  duty. 

In  this  paper  we  are  to  consider  the  fractures 
involving  one  joint.  Fractures  of  the  bones  of 
the  leg  involving  the  ankle  joint  are  numerous 
on  account  of  the  exposed  position  of  the  bones 
and  the  strain  put  upon  them  in  their  almost 
constant  use.  These  fractures  are  rarely  due  to 
previous  pathological  conditions,  but  when  such 
conditions  are  present,  either  osteomyelitis,  tu¬ 
berculous  involvement,  new  growth,  or  unusual 
fragility  of  the  bones  from  general  disease  is 
usually  found.  When  these  pathological  con¬ 
ditions  are  present  they  call  for  appropriate  sur¬ 
gical  and  medical  treatment  which  in  this  brief 
paper  cannot  be  gone  into  at  length. 


•Presented  before  the  fifteenth  annual  meeting'  of  the 
Soo  Surgical  Association  held  at  Minot,  North  Dakota. 


Fractures  of  the  lower  ends  of  the  tibia  and 
fibula  involve  not  only  the  bones  themselves  but 
the  adjoining  soft  parts  as  well.  Skin,  fasciae, 
ligaments,  nerves,  blood  vessels,  and  joint  sur¬ 
faces  may  be  injured  and  must  be  considered 
in  the  treatment  of  these  fractures.  Rupture  of 
the  anterior  annular  ligament  with  displacement 
of  the  extensor  muscle  tendons,  rare  as  it  is, 
rupture  of  the  internal  annular  ligament  affect¬ 
ing  the  tendons  of  the  flexor  muscles  and  their 
accompanying  vessels  and  nerves,  or  the  rupture 
of  the  external  annular  ligament  affecting  the 
peroneus  muscles,  call  for  operative  treatment 
for  their  proper  repair.  Tears  of  the  anterior, 
posterior,  lateral,  and  external  lateral  ligaments  of 
the  joint,  although  frequent,  usually  unite  prop¬ 
erly  without  interference.  Extravasated  blood 
may  need  to  be  evacuated,  and  bleeding  vessels 
must  be  ligated.  Severed  nerves  may  need  op¬ 
erative  reunion. 

Fractures  involving  the  ankle  joint  may  be  of 
the  tibia  alone,  of  the  fibula  alone,  or  of  both 
bones.  They  may  be  simple  or  comminuted  and 
are  often  compound.  In  fractures  of  the  tibia 
in  early  life  separation  of  the  epiphysis  from  the 
shaft  is  common.  If  the  epiphysis  cannot  be  re¬ 
tained  in  its  normal  position  by  other  means,  oper¬ 
ative  measures  must  be  adopted,  but  operation 
must  be  done  under  most  strict  aseptic  condi¬ 
tions.  In  adult  life  the  fractures  are  transverse, 
spiral,  or  longitudinal.  They  may  extend  into 
the  joint  or  be  entirely  external  to  it.  They 
may  be  of  the  shaft  of  the  bone  only  or  may  be 
of  the  malleolus  only,  or  of  both.  When  the 
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malleolus  only  is  fractured  sprain  of  the  ankle 
joint  is  often  the  diagnosis.  The  foaxe  produc¬ 
ing  these  fractures  is  either  direct  or  indirect  and 
may  be  of  such  a  degree  as  to  result  in  a  com¬ 
pound  or  a  compound  comminuted  fracture,  or 
even  to  cause  the  entire  destruction  of  the  joint 
demanding  amputation  of  the  leg. 

Fractures  of  the  loweir  end  of  the  tibia  are 
infrequent,  and  as  the  fibula  acts  as  a  splint  there 
is  practically  no  shortening  and  very  little  de¬ 


internal  and  the  interosseous  ligaments  are  torn 
there  is  external  dislocation  of  the  ankle  joint 
with  the  accompanying  deformity,  as  in  the  so- 
called  Pott’s  fracture.  These  fractures  produce 
pain  and  swelling,  but  some  weight  can  usually 
be  borne  on  the  foot.  Isolated  fractures  of  the 
lower  end  of  the  fibula  may  be  simple  or  com¬ 
minuted  but  are  seldom  compound.  Figure  1  shows 
a  simple  fracture  of  the  fibula  about  three  and 
one-half  inches  above  the  tip  of  the  malleolus, 


Fig.  1.  l'''ractuie  of  filiula  witli  outward  dislocation  of  foot. 

Fig.  2.  Skiagram  taken  to  sliow  two  years  after  fracture  of  left  fibula  and  tibia. 
See  report  of  case  for  interpretation. 


formity.  There  will  be  pain,  tenderness,  and 
swelling,  and  crepitation  may  be  elicited,  but  can¬ 
not  always  be  found.  A  little  weight  can  usually 
be  borne  on  the  foot. 

Isolated  fractures  of  the  lower  end  of  the 
fibula  are  more  frequent  than  those  of  the  tibia 
and  are  usually  caused  by  direct  violence.  The 
tibia  acts  as  a  splint,  therefore  there  is  no  short¬ 
ening  of  the  limb.  There  is  usually  some  dis¬ 
placement  of  the  fracture  ends,  and  when  the 


and  as  the  internal  and  the  interosseous  ligaments 
were  torn  there  is  the  external  dislocation  of  the 
joint.  The  fracturing  force  in  this  case  was 
direct  being  produced  by  the  wheel  of  an  auto¬ 
mobile. 

Fractures  of  both  bones  are  more  frequent 
and  are  usually  the  results  of  indirect  violence, 
as  falls  from  a  height  alighting  on  one’s  feet. 
They  may  be  produced  occasionally  by  a  direct 
blow  on  both  bones.  The  bones  are  frequently 
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comminuted,  and  the  fractures  are  often  com¬ 
pound.  If  the  fractures  extend  into  the  joint, 
and  if  the  wounds  become  infected  and  there  is 
necrosis  of  the  comminuted  fragments,  the  result 
is  usually  a  partial  if  not  a  complete  ankylosis 
of  the  joint.  The  prognosis  in  such  cases  should 
not  be  too  rosy  as  to  complete  return  of  normal 
motion. 

Figures  2,  3,  and  4  were  taken  of  fractures 
occurring  in  both  legs  of  the  same  person.  They 
were  taken  two  years  subsequent  to  the  injury, 
and  they  show  the  resultant  condition  of  the 
bones. 


was  much  comminuted,  and  the  lower  end  of 
the  bone  was  spirally  fractured.  The  upper  frag¬ 
ment  of  the  tibia  projected  through  the  skin,  and 
the  wound,  although  carefully  cleaned,  was  in¬ 
fected.  The  comminuted  fragments  of  the  malleolus 
necrosed  and  were  removed  by  operation  two  weeks 
after  the  accident.  The  wound  continued  to  sup¬ 
purate  for  two  weeks  longer.  Figure  3,  an  antero¬ 
posterior  view,  shows  the  present  condition  of  the 
right  leg.  It  shows  the  line  of  the  spiral  fracture 
of  the  tibia  and  the  almost  entire  destruction  of  the 
internal  malleolus,  also  a  fracture  of  the  shaft  of 
the  fibula  about  three  inches  above  the  external 
malleolus.  As  the  infection  extended  into  the  joint, 
there  is  ankylosis  of  75  per  cent,  but  with  motion 
normal  gait.  Figure  4,  a  lateral  view,  shows  the 


Fig.  3  Fig.  4 

Fig.  .3.  Anteroposterior  skiagram  of  riglit  leg  two  years  after  fracture  of  fibula  and 
tibia.  See  case  report. 

Fig.  4.  Reveals  marked  increase  in  anteroposterior  dimension  of  fractured  tibia. 


Mr.  J.  M.,  a  farmer,  37  years  of  age,  fell  from  a 
silo  alighting  in  erect  position  on  the  cement  base 
of  the  silo  twenty-five  feet  below.  The  fibula  of 
the  left  leg  was  fractured  at  the  junction  of  the 
malleolus  with  the  shaft  and  the  upper  fragment 
projected  through  the  skin.  The  tibia  was  frac¬ 
tured  spirally  one  inch  above  the  ankle  joint.  Figure 
2  shows  some  malposition  of  the  external  malleolus 
and  a  projecting  spine  from  the  tibia  overlapping 
the  fibula.  There  is  more  than  normal  external 
curvature  of  the  lower  end  of  the  tibia  with  slight 
inversion  of  the  joint,  but  not  of  sufficient  degree 
to  interfere  with  the  proper  motion  of  the  joint. 
The  cutaneous  wound  was  not  infected  and  prompt¬ 
ly  healed. 

The  malleolus  of  the  tibia  of  the  right  leg 


marked  increase  in  anteroposterior  dimension  of 
the  lower  end  of  the  tibia,  and  the  loss  of  the  in¬ 
ternal  malleolus.  This  patient  has  so  far  recovered 
as  to  be  able  to  do  all  kinds  of  work  except  to 
follow  a  team  in  soft  ground  on  the  farm. 

Diagnosis  in  cases  of  fracture  of  the  leg  is 
frequently  made  difficult  by  the  swelling  present 
if  the  case  is  not  examined  early.  Deformity, 
pain,  and  crepitation,  when  it  can  be  elicited, 
with  lessened  power  for  weight-sustaining,  will 
probably  give  the  diagnosis ;  but  the  x-ray, 
whenever  possible,  will  make  from  its  exactitude 
the  diagnosis  certain  and  point  to  the  proper  line 
of  treatment. 
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The  length  of  time  for  recovery  may  be  from 
three  months  in  simple  fractures  with  little  de- 
fcwmity  to  six  months  or  more  in  much  com¬ 
plicated  cases.  In  a  small  percentage  of  cases 
full  recovery  never  takes  place. 

The  principles  in  the  treatment  of  these  as  in 
all  fractures  are  the  following: 

1.  The  correct  reduction  of  the  fragments. 

2.  Their  retention  in  position  until  union  has 
taken  place. 

3.  Early  massage  and  joint  movements  to 
prevent  ankylosis. 

In  all  cases  accompanied  by  deformity  reduc¬ 
tion  should  be  done  under  general  anesthesia  un¬ 
less  such  is  contra-indicated  by  the  patient’s  con¬ 
dition.  The  reduction  should  be  done  with  the 
aid  of  a  trained  assistant,  for  better  reduction 
can  thus  be  obtained  and  the  surgeon,  as  well  as 
the  patient,  protected.  The  reduction  can  usually 
be  made  by  manual  manipulation.  In  cases  of 
fractures  of  both  tibia  and  fibula  near  the  ankle 
joint  H.  Costantini  applies  extension  by  gravity. 
The  patient  sits  or  lies  on  a  table  with  the  in¬ 
jured  leg  pendant.  A  cuff  is  fitted  to  the  foot 
with  a  sufficient  weight  attached  to  the  cuff.  In 
a  short  time  the  muscular  contraction  is  over¬ 
come  and  the  fracture  reduced.  This  method 
can  be  used  in  fractures  of  both  bones,  but  in 
one  bone  fracture  it  would  not  be  indicated. 
There  must  be  very  careful  manipulation  in  ap¬ 
plying  the  retention  splints  after  such  reduction, 
or  the  fractured  ends  will  be  again  displaced. 
In  fracture  of  the  lower  end  of  the  fibula  with 
broadening  of  the  ankle  joint,  the  foot  should 
be  placed  and  retained  in  inversion  so  that  the 
astragalus  is  brought  in  close  contact  with  the 
internal  malleolus  and  thus  avoid  the  broadening 
of  the  joint  and  the  usual  tendency  of  eversion 
of  the  foot.  In  cases  where  there  is  much  swell¬ 
ing  and  contusion  this  reduction  cannot  be  made 
at  once.  Temporary  immobility  may  be  obtained 
by  the  following  means : 

1.  A  pillow  splint,  consisting  of  a  straight 
board  of  proper  width  extending  from  the  knee 
to  some  inches  below  the  foot  and  padded  with 
a  pillow  or  some  similar  soft  material  and  the 
whole  bound  to  the  inner  side  of  the  leg  by 
bandages  of  gauze  or  muslin  or  by  adhesive 
straps.  This  is  easily  applied  and  comfortable 
for  the  patient.  There  should  be  some  elevation 
of  the  limb. 

2.  A  fracture  box  so  constructed  as  to  rest 
on  the  bed,  or  one  which  can  be  suspended  and 
well  padded  will  be  serviceable.  The  suspension 


adds  to  the  comfort  of  the  patient  and  helps 
to  reduce  the  swelling. 

3.  Side  splints  of  either  woven  wire,  of  per¬ 
forated  metal,  or  of  wood  and  extending  from 
the  upper  part  of  the  calf  of  the  leg  and  in¬ 
cluding  the  foot,  well  padded  and  applied  to  one 
or|  both  sides  of  the  leg,  will  give  the  desired 
immobility.  Metal  splints  can  be  easily  molded 
to  the  limb  while  the  wood  splints  cannot  be  so 
molded.  The  metal  splints  must  be  removed  for 
accurate  .:r-ray  work. 

4.  A  temporary  Stimson’s  splint  may  be  made 
of  plaster  in  which  there  is  a  side  band  extending 
from  near  the  knee  down  under  the  foot  and 
up  the  other  side  of  the  leg  and  another  band 
on  the  posterior  side  of  the  leg  extending  to  the 
toes.  These  bands  well  padded  are  held  in  place 
by  adhesive  straps  about  the  dressing. 

5.  A  divided  plaster  cast,  the  posterior  por¬ 
tion  of  which  is  molded  to  the  leg  and  foot,  and 
which  incloses  about  two-thirds  of  the  leg  and 
an  anterior  narrow  strip  molded  to  fit  the  an¬ 
terior  surface  of  the  leg  and  extending  from 
near  the  knee  to  the  toes,  held  in  place  by  ad¬ 
hesive  straps,  is  easily  applied  and  is  very  satis¬ 
factory.  I  have  had  good  results  in  using  these 
divided  plaster  splints.  They  can  be  easily  re¬ 
moved  and  the  parts  examined ;  they  can  be 
adjusted  to  the  changing  size  of  the  leg,  ;ir-ray 
work  is  not  interfered  with,  fenestrae  may  be 
cut  in  them  to  allow  of  care  of  infected  wounds, 
and  good  immobility  is  obtained.  In  simple 
fractures  of  the  malleoli  the  wire  or  the  per¬ 
forated  metal  splints  are  easily  applied  and  give 
satisfactory  results. 

If  these  temporary  splints  retain  the  fragments 
in  proper  position,  they  may  be  continued  during 
the  whole  course  of  the  repair,  but  if  there  is  a 
fracture  of  both  bones  with  shortening  and  dis¬ 
placement  remaining  after  the  swelling  has  sub¬ 
sided,  extension  is  indicated.  This  extension 
may  be  obtained  by  the  following  means : 

1.  A  fracture  box  so  constructed  as  to  allow 
Buck’s  extension.  A  well-padded  collar  inclos¬ 
ing  the  ankle,  or  adhesive  straps  about  the  foot 
and  ankle,  can  be  used  in  applying  the  extending 
force  to  the  foot.  Great  care  must  be  exercised 
to  have  the  line  of  extension  in  exactly  the  cor¬ 
rect  line  and  of  sufficient  power  to  hold  the 
fragments  in  position. 

2.  A  Thomas’  splint  which  extends  from  the 
hip  to  several  inches  beyond  the  foot  and  which 
has  an  extension  attachment  is  serviceable  and 
comfortable  to  the  patient.  The  side  bars  of  the 
splint  should  be  bent  at  the  knee  to  avoid  knee 


THE  JOURNAL-LANCET  291 


pains  and  possible  ankylosis  of  that  joint.  This 
splint  may  also  be  suspended. 

3.  Hackenbruch’s  fracture  clamp  consisting 
of  two  sets  of  metal  fastening  wings  with  turn- 
buckles.  The  wings  are  embedded  in  plaster 
casts,  one  cast  incasing  the  calf  of  the  leg  to 
near  the  point  of  the  fractures  and  the  other 
incasing  the  foot  to  the  point  of  fracture.  The 
turnbuckles  are  then  adjusted,  and  the  extension 
made  at  the  point  of  fracture.  An  ingenious 
pad,  which  he  calls  pelotte,  is  to  keep  the  frag¬ 
ments  in  proper  apposition.  The  applied  splint 
requires  close  watching  and  frequent  adjustment 
of  the  turnbuckles  to  secure  the  desired  results, 
for  there  will  be  changes  in  the  size  of  the  calf 
of  the  leg  with  loosening  of  the  upper  cast,  and 
the  lessening  of  the  extension  will  follow.  In 
open  wounds  this  cast  would  be  objectionable. 

Ambulatory  splints  are  seldom  required,  as 
the  patients  can  walk  about  early  with  the  aid 
of  crutches,  and  they  are  then  well  protected  by 
the  simpler  splints. 

I  have  not  covered  the  whole  list  of  splints 
used  in  the  treatment  of  fractures  involving  the 
ankle  joint,  but  have  mentioned  such  as  are  in 
my  opinion  the  most  serviceable  as  giving  the 
best  results. 

Open  treatment  with  metal  or  bone  plates  or 
bone  nails  is  seldom  required  and  when  they  are 
used  in  ununited  fractures,  they  must  be  applied 
under  the  strictest  aseptic  conditions. 

The  points  I  wish  to  especially  emphasize  are 
the  following: 

1.  Radiographic  examination  of  all  question¬ 
able  bone  lesions. 

2.  The  necessity  of  strict  aseptic  conditions 
in  all  operations  about  the  joints. 

3.  The  necessity  of  accurate  reduction  of  the 
fragments. 

4.  In  all  complicated  cases  the  reduction  un¬ 
der  anesthesia  and  with  the  aid  of  a  trained 
assistant. 

5.  The  appliance  of  splints  of  such  character 
as  to  hold  the  fragments  in  accurate  apposition 
until  osseous  union  has  taken  place. 

6.  The  early  massage  and  joint  movements  to 
prevent  ankylosis. 
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DISCUSSION 

Dr.  Lyman  R.  Critchfield  (Kenmare,  N.  Dak.): 
Fracture  of  the  leg  is  one  of  the  conditions  that  we 
see  quite  frequently,  and  we  can  say,  without  any 
reservation,  that  every  fracture  of  the  leg  involves 
the  ankle  joint  to  some  extent.  It  is  essential  that 
we  make  our  examination  complete,  including  not 
only  the  fibula,  the  tibia,  and  the  astragalus,  but 
also  the  rest  of  the  bones  of  the  foot.  Frequently 
we  find  a  fracture  of  one  of  the  tarsal  bones  as  a 
result  of  the  force  applied  when  the  major  fracture 
occurred. 

The  two  essential  factors  in  a  consideration  of 
the  deformity  are  (1)  the  lateral  displacements, 
and  (2)  the  anteroposterior  displacements.  The 
lateral  displacement  is  quite  apparent  to  the  naked 
eye,  but  occasionally  we  have  an  anteroposterior  dis¬ 
placement  which  is  not  evident  to  the  eye. 

In  my  practice,  if  I  am  not  positive  as  to  the  condi¬ 
tion  existing,  I  would  rather  err  on  the  side  of  ad¬ 
duction  in  putting  the  foot  up  than  on  the  side  of 
abduction.  That  is,  as  Dr.  Chandler  has  indicated, 
to  avoid  flatfoot.  These  cases  are  very  prone  to  re¬ 
sult  in  flatfoot,  and  if  a  surgeon  should  err  at  all 
in  putting  the  foot  up  he  should  err  towards  the 
side  of  adduction. 

Finally,  these  cases  are  sometimes  rather  trying 
to  the  patient,  and  they  deserve  a  lot  of  care  and 
perseverance.  During  the  past  year  I  had  a  case 
of  fracture  which  gave  me  considerable  trouble,  and 
I  did  not  get  as  good  an  anatomical  result  as  I 
should  have  gotten.  The  patient  was  a  workman 
and  I  was  anxious  he  should  have  a  good  serviceable 
foot.  I  spent  a  lot  of  time  with  him  and  saw  that 
he  was  baked  very  frequently  and  massaged  after 
the  baking.  I  taught  him  the  exercises  the  ortho¬ 
pedist  teaches,  having  him  exercise  the  muscles  of 
the  leg  in  order  to  overcome  some  of  the  error 
made  in  my  work.  Fie  had  a  flatfoot,  and  the  exer¬ 
cises  did  him  a  great  deal  of  good. 

Dr.  FIerbert  B.  Crommett  (Amery,  Wis.) :  One 
point  which  the  essayist  made  is  very  important, 
and  that  is  to  get  the  foot  far  enough  in  to  avoid 
the  thick  ankle  sometimes  seen  as  a  result  of  these 
fractures.  I  had  one  of  these  cases,  when  an  elderb^ 
man  was  injured  quite  a  distance  from  town.  Fie 
refused  to  take  an  anesthetic,  and  as  usual  reduc¬ 
tion  was  very  painful;  consequently  I  did  not  draw 
the  foot  in  far  enough  and  I  got  one  of  those  thick, 
wide  ankles.  I  have  seen  a  good  many  of  them, 
and  the  result  is  a  poor  ankle  joint. 

Dr.  Chandler  spoke  of  fractures  of  the  fibula  and 
internal  malleolus.  Several  years  ago  I  presented 
to  the  Association  a  paper  on  this  subject,  and  in 
looking  over  some  of  the  plates  I  found  that  where 
we  have  a  simple  fracture  of  the  internal  malleolus 
we  practically  always  get  a  fracture  high  up  on 
the  fibula,  which  we  will  overlook  if  not  careful. 
While  it  is  true  that  it  does  not  amount  to  a  great 
deal,  yet  if  the  patient  later  finds  a  little  prominence 
on  the  fibula  he  will  be  apt  to  comment  on  it. 

Another  point  is  the  fracture  of  the  anterior  or 
posterior  articular  surface  of  inferior  extremity  of 
tibia.  These  fractures,  if  not  properly  treated,  al- 
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most  invariably  cause  partial  ankylosis  and  lost 
motion.  During  the  past  year  I  have  had  two  cases 
in  which  the  anterior  articular  surface  was  broken 
off.  In  these  cases  it  is  necessary  to  be  careful  in 
getting  the  foot  back  and  holding  it  in  proper  po¬ 
sition. 

Dr.  William  P.  Thelen  (Wilton,  N.  Dak.):  I 
never  was  much  in  favor  of  bone  plating,  but  I 
desire  to  relate  a  case  of  fractured  leg  that  occurred 
a  year  ago  and  required  a  plate.  A  large  man  liv¬ 
ing  on  a  ranch  fractured  both  bones  of  the  leg 
about  three  inches  above  the  ankle.  The  fracture 
of  the  tibia  was  extremely  oblique,  and  one  of  the 
fractures  extended  down  into  the  joint.  The  pa¬ 
tient  was  a  very  active  man,  and  no  matter  what 
method  we  used  to  hold  the  fragments  we  could 
not  keep  them  in  place.  We  would  have  it  all 
straight  at  night,  and  the  next  morning  he  wonld 
have  turned  in  bed  some  way  and  the  fragments 
would  not  be  in  place.  Finally  we  opened  the  leg 
on  the  side  and  put  in  a  Lane  plate,  securing  quite 
a  good  result,  put  on  a  circular  cast  and  kept  him 
in  bed,  and  in  six  weeks  he  was  up  and  about  and 
went  home.  Last  week  I  met  him  out  hunting 
and  asked  him  why  he  did  not  have  the  plate  re¬ 
moved.  He  said  it  did  not  hurt  him  and  that  he 
would  leave  it  in  a  while  longer.  He  had  a  notice¬ 
able  limp.  I  think  there  are  a  few  cases  in  which, 
one  can  use  steel  plates  to  advantage. 

Dr.  John  H.  Rishmiller  (Minneapolis,  Minn.): 
In  questionable  injuries  about  the  internal  surface 
of  the  ankle  I  would  like  to  call  your  attention  to 
fractures  of  the  sustentaculum  tali  of  the  os  calcis, 
which  is  nearly  always  overlooked.  In  these  cases 
we  cannot  take  the  ^r-ray  picture  in  the  ordinary 
way.  In  order  to  show  fracture  of  the  sustentacu¬ 
lum  tali  we  have  to  take  the  picture  from  the  rear, 
through  the  astragalus,  having  the  patient  stand  on 
the  film  with  the  leg  strongly  flexed  forwards. 
Comparison  skiagrams  should  be  taken,  and  they 
must  be  separately  taken  as  we  cannot  get  the  tube 
behind  both  ankles  at  the  same  time.  Fracture 
of  the  sustentaculum  tali  is  a  small  affair,  but  a 
serious  one,  because,  if  we  do  not  treat  the  case 
right  and  allow  the  patient  to  get  on  his  feet  and 
bear  his  bodyweight  too  soon,  we  are  going  to  have 
a  traumatic  flatfoot.  It  is  important  that  a  thorough 
A'-ray  examination  of  the  ankle  be  made  immediately 
after  the  injury  has  taken  place  and  an  exact  diag¬ 
nosis  arrived  at.  Fracture  of  the  sustentaculum 
tali  should  receive  the  same  estimate  of  disability 
as  when  we  have  a  fracture  of  the  os  calcis;  we 
must  invert  the  foot  the  same  as  when  we  have  a 
fracture  of  the  internal  malleolus — bring  the  frac¬ 
tured  surfaces  in  apposition  and  keep  them  there. 

An  important  matter  is  the  insidious  contraction 
of  the  tendo  Achilis  in  all  these  injuries  about  the 
ankle.  While  this  point  has  not  been  stressed  here 
to-day,  I  desire  strongly  to  impress  the  importance 
of  having  the  foot  at  right  angle  to  the  leg  and  keep¬ 
ing  it  there.  If  we  do  not  do  that  in  the  first  in¬ 
stance,  we  shall  have  trouble,  and  the  patient  will 
walk  on  his  toes  and  we  shall  have  to  stretch  the 
tendo  Achilis,  which  will  require  about  six  weeks 
to  accomplish. 


With  reference  to  the  pre-operative  period:  In 
fractures  of  the  femur,  tibia  and  fibula,  the  so-called 
I’ott’s  fracture,  humerus,  radius  and  ulna,  and  the 
so-called  Colics’  fracture,  we  should  immediately 
get  active  after  the  A^-ray  films  have  been  inter¬ 
preted,  for  we  know  many  of  these  fractures  are 
much  easier  to  reduce  immediately  than  the  next 
day.  If  we  delay  the  application  of  extension  and 
the  reduction  of  the  fracture  until  the  tissues  be¬ 
come  indurated  and  the  blood  becomes  firmly  coagu¬ 
lated  between  the  fragments,  then  we  encounter 
difficulty  in  reducing  the  fragments  to  apposition, 
and  the  early  and  easy  contraction  of  the  muscles 
and  ligaments  is  difficult  to  overcome.  If  we  get 
at  the  case  within,  say,  three  or  four  hours  after 
fracture  has  occurred  the  blood  has  not  clotted,  and 
we  all  know  when  we  take  hold  of  a  fractured  limb 
an  hour  or  so  after  it  has  occurred  how  readily 
crepitation  becomes  evident.  For  that  reason  we 
should  ])ut  on  extension  at  once,  and  thereby  open 
operation  and  reduction  is  frequently  avoided. 

In  applying  Farham-Martin  bands,  say,  in  a  frac¬ 
ture  below  the  great  trochanter,  we  are  apt  not  to 
obtain  the  expected  result  as  the  bands  are  likely 
to  slip  from  the  larger  towards  the  smaller  circum¬ 
ference  of  the  femur,  unless  the  bands  are  held  in 
place  by  some  agent — a  groove  might  be  made  with 
chisel  and  mallet.  If  this  is  not  done  we  may  be 
disappointed  to  find,  when  we  take  a  skiagram  some 
weeks  later,  that  the  bands  have  slipped  from  the 
proximal  fragment  towards  the  distal  fragment. 

None  of  us  are  willing  to  allow  a  bullet  or  piece 
of  steel  to  remain  in  the  body.  We  are  anxious 
to  have  every  foreign  body  removed,  provided  it 
can  be  done  with  safety  to  the  patient,  therefore, 
we  should  likewise  always  aim  to  remove  Lane’s 
plates,  silver  wire,  Parham  bands,  etc.,  after  they 
have  served  their  purpose,  as  the  mind  of  the  pa¬ 
tient  will  be  centered  on  the  foreign  material,  and, 
if  we  neglect  the  opportunity  of  removing  it,  he 
will  give  another  surgeon  a  chance. 

Foreign  or  non-absorbable  material  should  spar¬ 
ingly  be  used  in  the  open  operative  treatment  of 
fractures  for  holding  fragments  reduced. 

Dr.  Fritz  A.  Haberlin  (Remer,  Minn.):  I  have 
seen  a  very  effective  method  of  getting  return  of 
mobility  and  making  the  patient  work  with  the 
ankle  joint.  In  the  war  we  had  these  patients  use 
the  sewing  machine.  When  they  start  to  put  the 
foot  down  the  sewing  machine  makes  a  turn  and 
takes  the  foot  up  in  a  forced  way,  and  this  brings 
about  increased  mobility.  A  simple  mechanism  reg¬ 
ulates  the  amplitude  of  the  to-and-fro  movement 
to  any  desired  degree.  The  important  point  is  the 
early  active  motion  'without  the  deleterious  effect  of  the 
body  weight  on  a  fracture  zvhich  is  not  yet  solid. 

Dr.  John  M.  Dodd  (Ashland,  Wis.) :  In  spite  of 
what  our  good  friend  the  Chief  Surgeon  says,  there 
is  still  a  field  for  better  support  of  some  of  our 
fractures.  In  the  early  days  of  the  plating  method 
I  thought  we  had  to  get  every  fracture  in  perfect 
apposition  before  it  would  stand  inspection  by  the 
profession  and  by  the  patient  and  his  friends.  I 
am  not  plating  as  many  cases  as  formerly,  but  I 
am  not  getting  as  correct  apposition  and  perfect 
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reduction  as  I  got  by  the  open  method.  Then 
comes  the  question — How  much  displacement  can 
we  have  left  in  a  fracture  after  we  have  made  our 
best  efforts  at  reduction,  and  still  expect  a  good 
functional  result?  We  must  take  into  consideration 
that  a  good  functional  result  is  a  relative  proposi¬ 
tion,  because  if  the  patient  knows  he  has  a  displaced 
bone  he  is  not  going  to  be  willing  to  admit  that 
he  has  a  good  functional  result  or  adequate  replace¬ 
ment  of  any  part  of  the  bony  structure  that  is  frac¬ 
tured.  If  there  is  exhibited  to  him  an  .r-ray  plate 
showing  a  displaced  bone,  we  have  then  to  deal 
with  a  mental  factor  that  is  quite  serious.  If  we 
have  the  co-operation  of  the  patient  and  his  friends 
they  may  be  willing  to  put  up  with  a  certain  amount 
of  displacement  as  shown  by  the  .r-ray  and  believe 
that  the  result  is  as  good  as  could  have  been  ob¬ 
tained. 

We  have  not  come  to  the  last  word  in  fractures. 
The  subject  occupies  a  prominent  place  in  most 
every  surgical  program,  and  I  think  it  is  well  that 
it  does  so,  for  we  have  not  yet  solved  the  problem 
as  to  how  best  to  treat  fractures.  We  are  on  the 
way,  evidence  is  rapidly  accumulating  in  the  ex¬ 
perience  of  all  of  us,  and  the  time  is  coming  when 
we  perhaps  shall  be  more  tolerant  of  slight  or  even 
considerable  displacement  when  we  have  proper 
alignment  and  length,  proper  relations  and  all  that, 
even  though  when  the  ^-ray  picture  is  taken  it 
shows  the  fragments  out  of  position  and  separated 
apparently  by  an  open  space  which  we  know  is  not 
inconsistent  with  a  good  strong  bone. 

Fractures  in  the  neighborhood  of  the  ankle  joint 
are  rather  more  easily  reduced  than  other  fractures. 
This  is  due  to  the  fact  that  there  is  no  muscle  tissue 
attached  to  the  fragments  of  the  bone,  or  at  least 
there  is  a  minimum  of  muscle  tissue  attached  to 
the  fragments  of  the  bones  in  this  location,  and 
these  fragments  are  more  easily  replaced  for  the 
reason  that  the  soft  tissues  do  not  so  readily  come 
between  the  fractured  ends  as  they  do  in  the  mus¬ 
cular  portions  of  the  limbs,  where  the  muscle  tissue 
very  readily  works  in  between  the  fragments  and  in¬ 
terferes  with  complete  reduction.  In  the  case  of 
complete  fracture  that  has  been  displaced  it  is  al¬ 
most  impossible  to  reduce  it  and  get  all  the  soft 
tissues  out  and  keep  the  fragments  in  correct  appo¬ 
sition. 


I  am  not  ready  to  discard  the  Lane  plates  or  the 
Parham-Martin  metal  bands  because  I  have  obtained 
good  results  from  the  use  of  both,  and  I  do  not  see 
how  we  can  as  yet  get  along  without  them.  The 
other  day  I  put  up  a  comminuted  fracture,  spiral 
and  oblique  and  broken  into  many  fragments.  I 
reduced  it  as  best  I  could  under  fluoroscope,  put 
on  a  plaster-of-Paris  cast,  the  next  day  had  it 
.r-rayed,  and  the  position  did  not  suit  me.  I  put 
two  of  the  Parham-Martin  bands  around  this  oblique 
fracture  and  secured  a  good  alignment  of  the  frag¬ 
ments.  I  anticipate  a  good  result,  and  in  the  course 
of  four  weeks  I  shall  remove  the  bands.  There 
is  no  better  method  of  fixing  a  long  oblique  frac¬ 
ture  than  by  the  use  of  the  Parham-Martin  band. 
Its  application  brings  about  a  beautiful  reduction 
of  the  fracture  and  holds  it  in  firm  position.  The 
bands  should  be  taken  off  because  after  a  time  they 
interfere  with  the  nutrition  of  the  bone.  Any  of 
us  who  has  had  occasion  to  remove  the  bands  know 
that  it  is  quite  difficult  to  get  them  off.  Take  a 
pair  of  rib-shears  and  work  the  hook  under  the 
band  and  then  cut.  The  bands  can  then  readily  be 
removed  with  forceps. 

Dr.  Rishmiller;  A  fracture  at  the  junction  of  the 
middle  and  the  lower  third  of  the  tibia  can  best  be 
treated  by  applying  Freeman’s  external  bone  clamp. 
Lane’s  steel  plate  is  absolutely  contra-indicated  in 
a  fracture  in  this  locality,  for  the  blood  supply  is 
very  poor,  and,  consequently,  the  application  of  a 
plate  is  liable  to  be  followed,  first,  by  suppuration 
and,  secondly,  by  non-union.  The  suppuration  or 
the  non-union  is  not  directly  due  to  the  application 
of  the  steel  plate,  but  is  directly  due  to  the  limited 
blood  supply  to  this  part  of  the  osseous  system. 

Dr.  Chandler  (closing):  In  view  of  the  fact  that 
in  nearly  all  cases  of  fracture  involving  the  ankle 
joint  open  operation  for  the  purpose  of  plating  the 
bone  carries  with  it  the  danger  of  infection  with 
resultant  ankylosis,  I  think  the  risk  to  the  patient 
is  considerable.  We  can  get  a  useful  ankle  without 
the  use  of  plates  or  bands,  while,  if  we  resort  to 
open  operation,  we  do  run  some  risk  of  getting  an 
ankylosed  joint.  Another  point  is  that  in  dressing 
these  cases  I  usually  make  just  a  little  over-exten¬ 
sion,  for  in  case  we  have  an  ankylosis  the  individual 
can  walk  very  much  better  with  an  ankle  that  is  a 
little  over-extended. 


DIFFERENTIAL  DIAGNOSIS  OF  LESIONS  IN  THE  RIGHT  LOWER 
QUADRANT  OF  THE  ABDOMEN* 

By  Angus  E.  MacMillan,  M.D.,  C.M. 

STEVENS  POINT,  WISCONSIN 


The  right  lower  quadrant  of  the  abdomen 
presents  so  many  widely  different  lesions,  with 
symptomatology  so  correlated  that  a  rehearsal  of 
the  chief  points  of  identification  of  each  of  these 

•Presented  before  the  fifteenth  annual  meeting'  of  the 
Soo  Surgical  Association  held  at  Minot,  North  Dakota. 


lesions,  should  not  be  out  of  place. 

We  are  all  conscious  of  the  large  number  of 
fatalities  that  occur  from  lesions  in  this  area  of 
the  abdomen,  chiefly  because  of  uncertain  diag¬ 
nosis  and  delayed  operation.  We  cannot  feel 
satisfied  when  we  consider  the  large  number  of 
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neurotics  who  are  wandering  from  office  to  office, 
many  of  them  carrying  from  one  to  four  scars 
upon  thin  relaxed  abdomens  and  still  seeking 
escape  from  that  distress  each  operation  promised 
to  relieve. 

In  the  acute  lesions  of  this  area,  frequently  the 
diagnosis  must  be  made  at  the  bedside  and  the 
course  of  treatment  decided  upon,  without  wait¬ 
ing  for  laboratory  aid.  In  many  cases  an  ex¬ 
ploratory  incision  is  more  justifiable  than  a  delay 
in  order  that  methods  of  diagnosis  more  reliable, 
but  also  more  time-consuming,  may  be  employed. 
C.  H.  Mayo  says,  “A  patient  will  never  be  lost 
because  of  a  necessary  exploratory  operation,  and 
many  lives  will  be  saved.”  On  the  other  hand, 
nothing  can  be  more  inexcusable  than  to  take 
the  chronic  sufferer  with  a  pain  in  the  side,  when 
he  comes  into  the  office,  place  him  upon  the  ex¬ 
amining  table,  punch  into  his  abdomen  a  few 
times,  pronounce  it  chronic  appendicitis,  and 
order  him  to  the  hospital  to  be  made  ready  for 
the  next  morning. 

I  shall  limit  this  paper  as  much  as  possible  and 
deal  chiefly  with  the  following  conditions :  Dis¬ 
eases  of  the  appendix,  intestinal  obstruction, 
lesions  in  the  kidney  and  ureter,  lesions  in  a 
right  undescended  testicle,  tortion  of  the  omen¬ 
tum,  pathology  in  the  right  tube  and  ovary,  dila¬ 
tation  of  the  cecum  with  retention,  carcinoma 
of  the  cecum,  diseases  of  neurotic  origin  includ¬ 
ing  the  gastric  crisis  of  tabes,  sacro-iliac  strain, 
^and  hysteria. 

I  shall  mention  only  acute  appendicitis.  We 
all  feel  that  all  there  is  to  say  on  this  subject  has 
long  ago  been  said,  and  yet  our  mortality  con¬ 
tinues. 

CHRONIC  APPENDICITIS 

Chronic  appendicitis  with  a  history  of  acute 
attacks  permits  of  a  fairly  accurate  diagnosis, 
but  those  cases  of  chronic  appendicitis,  so  called, 
without  previous  acute  attacks,  constitute  the 
diagnosis  most  common  to  this  quadrant,  and  the 
operation  based  on  this  diagnosis  gives  most  un¬ 
satisfactory  results.  Pain  and  tenderness  over 
McPurney’s  point  are  not  enough  for  a  diagnosis. 
The  diagnosis  of  chronic  appendicitis  must  be 
arrived  at  chiefly  by  exclusion,  and  in  this  ex¬ 
clusion  tabes,  lead  poisoning,  sacro-iliac  strain 
and  beginning  inguinal  hernia  must  be  kept  in 
mind.  Above  all,  we  must  be  on  the  alert  for 
a  distinct  neurosis,  often  centered  in  this  location. 
This  point  was  ably  presented  by  F.  Gregory 
Connell  in  an  article  entitled  “Chronic  Append¬ 
icitis,  So  Called.” 


INTESTINAL  OBSTRUCTION 

No  condition  in  the  abdomen  calls  for  more 
sound  judgment  or  more  prompt  action  than 
acute  intestinal  obstruction.  The  death  rate 
from  this  is  alarmingly  high  and  is  not  decreas¬ 
ing.  Deaver  records  276  cases  with  a  mortality 
of  42  per  cent,  and,  what  seems  inconceivable, 
in  obstruction  due  to  inguinal  hernia  the  mor¬ 
tality  was  26  per  cent.  Those  due  to  post-oper¬ 
ative  adhesions  gave  a  mortality  of  49  per  cent. 
He  also  shows  the  average  time  between  onset 
of  symptoms  and  the  time  of  operation.  In  those 
that  recovered  it  was  two  and  one  half  days  and 
in  those  that  died  over  four  days. , 

This  is  a  condition  we  must  learn  to  diagnose 
if  we  are  going  to  reduce  an  appalling  death 
rate,  and  I  feel  certain  that  more  delays  and 
mistaken  diagnosis  are  due  to  an  early  dose  of 
morphine  than  to  all  other  causes  combined. 

In  this  condition  the  stethoscope  gives  valuable 
aid.  If  the  physician  will  sit  for  some  time  with 
his  stethoscope  upon  the  patient’s  abdomen  he 
will  note  that  the  pains — and  these  occur  at  in¬ 
tervals — coincide  with  a  strong  wave  of  peri¬ 
stalsis.  This  wave  seems  to  be  interrupted  or 
blocked  in  its  course.  Once  this  point  is  de¬ 
termined  together  with  that  inability  to  secure  a 
real  bowel  movement  we  have  gone  far  toward 
a  definite  diagnosis. 

Coprostasis  is  perhaps  one  of  the  most  reliable 
and  yet  one  of  the  most  misleading  of  the  symp¬ 
toms  of  this  lesion.  Small  quantities  of  feces 
and  even  small  amounts  of  gas  will  be  passed 
from  time  to  time.  These  are  dangerous  symp¬ 
toms,  as  they  lure  the  physician  along  in  the  hope 
that  the  obstruction  is  not  of  the  mechanical  type 
and  they  prolong  a  delay  perhaps  already  too 
great. 

These  findings,  together  with  nausea  or  vomit¬ 
ing  and  a  local  or  general  tympany,  call  for  im¬ 
mediate  action.  A  careful  rectal  examination 
often  gives  valuable  information. 

DISEASE  OF  KIDNEY  AND  URETER 

Stone  in  the  kidney  or  stone  or  kinks  in  the 
ureter  present  a  different  phase.  Here  the  in¬ 
tense  pain  calls  for  an  immediate  diagnosis  and 
relief.  The  symptoms  are  often  confused  with 
those  of  appendicitis  and  intestinal  obstruction. 
In  ureteral  calculus  the  pain  comes  on  suddenly 
and  is  often  terrific  from  the  onset.  This  is  not 
true  of  appendicitis.  Again  the  pain  usually  radi¬ 
ates  into  the  testicle  of  the  male  and  into  the 
urinary  meatus  of  the  female.  If  the  urine  con¬ 
tains  no  pus  there  is  rarely  any  rise  of  temper- 
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ature  during  the  first  thirty-six  hours.  Frequent 
and  painful  urination  is  a  helpful  symptom  when 
present,  but  is  rarely  present. 

One  symptom,  slowly  grasped  by  the  profession, 
is  the  reflex  ileus  so  characteristic  of  the  passage 
of  a  ureteral  calculus.  So  often  one  hears  it 
said,  “Yes,  he  may  have  a  stone  in  the  ureter, 
but  why  cannot  we  get  his  bowels  to  move?”  I 
am  sure  that  all  of  us  who  do  abdominal  surgery 
have  had  these  cases  referred  as  cases  of  intes¬ 
tinal  obstruction.  Infection  of  the  kidney  may 
closely  resemble  appendicitis.  The  finding  of  pus 
in  the  urine  usually  sets  us  right.  The  diagnosis 
of  appendicitis  should  never  be  made  in  a  preg¬ 
nant  woman  without  a  careful  examination  of 
the  urine  for  pus  and  often  a  catheterization  of 
the  right  ureter  to  exclude  ureteral  obstruction. 

The  combined  use  of  the  microscope,  the  cys- 
toscope,  and  the  ;r-ray  rarely  leaves  us  in  doubt 
as  to  the  diagnosis,  and  usually  the  use  of  any 
one  will  suffice  in  acute  cases.  The  finding  of 
microscopic  blood  in  the  urine  along  with  the 
previously  mentioned  symptoms  makes  the  diag¬ 
nosis  fairly  certain.  The  passing  of  a  ureteral 
catheter  confirms  this  diagnosis.  Let  me  state, 
knowing  that  I  am  leaving  myself  open  to  criti¬ 
cism,  that  more  general  surgeons  should  become 
familiar  with  the  use  of  the  cystoscope.  No  one 
disputes  his  right  to  apply  high  forceps  in  ob¬ 
stetrics,  which  is  a  much  more  difficult  procedure 
than  the  ordinary  use  of  the  cystoscope  in  diag¬ 
nostic  work.  It  is  not  difficult  to  find  clinics  in 
urology  with  efficient  teachers  in  the  use  of  this 
instrument.  I  use  my  cystoscope  in  farm  houses 
under  just  as  strict  asepsis  as  were  employed  in 
the  hospital  where  I  received  my  training  in  this 
work.  The  olive-tip  catheter,  the  wax-tip  cath¬ 
eter,  and  the  ur-ray  are  the  final  means  of  diag¬ 
nosis  in  difficult  cases. 

UNDESCENDEI)  TESTICLE 

A  young  man  twenty-two  years  of  age  was 
referred  to  me  for  an  immediate  operation  for 
appendicitis.  He  had  a  temperature  of  101,° 
and  had  vomited  and  was  very  tender  somewhat 
below  Me  Burney’s  point.  While  preparing  the 
patient  I  noticed  that  he  had  no  testicle  on  the 
right  side.  Ifxamination  showed  a  urethral  dis¬ 
charge  containing  gonococci.  I  then  decided  the 
case  was  a  gonorrheal  epididymitis  in  an  un¬ 
descended  testicle.  The  course  of  the  disease 
confirmed  the  diagnosis. 

TORTION  OF  THE  OMENTUM 

A  surgeon  whom  I  was  visiting  admitted  to 
the  hospital  the  following  case : 


A  man,  aged  28,  suffered  from  severe  pain  in  the 
right  lower  quadrant  of  the  abdomen.  He  had  an 
undescended  testicle  and  hernia  on  the  right  side. 
A  hard  bluish  mass  the  size  of  a  fist  was  pressing 
up  against  the  inner  inguinal  ring.  The  patient 
claimed  that  this  mass  appeared  and  the  pain  began 
when  he  slipped  while  in  the  act  of  lifting  a  heavy 
box.  The  mass  was  diagnosed  as  a  probable  sar¬ 
coma  in  an  undescended  testicle. 

Operation  revealed  a  tortion  of  the  omentum. 
The  whole  lower  portion  of  the  omentum  was 
twisted  into  a  gangrenous  ball.  Two  complete  turns 
were  necessary  to  untwist  it.  It  was  resected. 

DISEASE  OF  THE  TUBE  AND  OVARY 

Salpingitis,  ectopic  pregnancy,  and  tumors  of 
the  ovary  must  be  diagnosed  chiefly  by  a  pains¬ 
taking  history  and  a  careful  vaginal  examination. 
The  temperature  shoots  up  much  more  quickly 
in  an  infected  tube  than  in  an  appendix. 

DILATATION  OF  THE  CECUM  WITH  RETENTION 

Eriedenwald  claims  that  this  condition  is  fairly 
common  and  that  even  with  a  normal  daily  move¬ 
ment  of  the  bowels  a  large  amount  of  a  bismuth 
meal  will  remain  in  the  cecum  from  forty-eight 
to  one  hundred-twenty  hours.  This  dilatation 
causes  pain  and  tenderness  over  the  cecum,  which 
is  not  relieved  by  the  removal  of  the  appendix. 

CARCINOMA  OF  CECUM 

The  diagnosis  of  carcinoma  of  the  cecum  ac¬ 
cording  to  Eriedenwald  must  be  made  after  re¬ 
peated  fluoroscopic  examinations  following  a  bar¬ 
ium  enema.  A  constant  filling  defect  in  the 
cecum  found  in  all  examinations  at  the  same 
point,  justifies  a  diagnosis  of  malignancy.  If  his 
findings  prove  to  be  reliable  they  constitute  the 
only  reliable  method  of  diagnosis  we  possess. 

DISEASE  OF  NERVE  ORIGIN 

The  gastric  crisis  of  tabes  must  ever  be  kept 
in  mind  as  these  pains  may  precede  even  the 
changes  in  the  patellar  and  pupillary  reflexes.  A 
lumbar  puncture  with  examination  of  spinal  fluid 
is  often  necessary.  The  pain  from  sacro-iliac 
strain  is  often  referred  to  the  abdomen,  but  cor¬ 
responding  points  of  tenderness  may  be  found 
along  the  spine  in  the  right  sacro-iliac  area. 

And,  lastly,  we  have  the  neurasthenic,  usually 
a  female  who,  if  she  has  not  already  had  a  uter¬ 
ine  suspension  of  some  type  and  her  appendix 
removed,  has  at  least  been  treated  for  a  long 
time  with  tampons.  She  needs  a  thorough  ex¬ 
amination  and,  if  found  normal,  a  careful  edu¬ 
cation.  Few  of  us  take  time  to  give  her  either. 
“The  neurasthenic  does  not  suffer;  its  her  friends 
and  relatives  who  suffer.” 


296 


THE  JOURNAL-LANCET 


CONCLUSIONS 

1.  Acute  lesions  in  this  quadrant  require  a 
prompt  and  definite  diagnosis  and,  we  should  not 
hesitate  to  do  an  exploratory  operation  if  nec¬ 
essary. 

2.  In  chronic  diseases  in  this  area  we  must  not 
operate  upon  a  pain,  but  must  use  every  means, 
not  simply  those  at  our  disposal,  but  those  within 
the  reach  of  the  patient,  to  find  definite  pathology. 

3.  In  both  the  acute  and  chronic  diseases 
an  accurate  painstaking  history  is  most  essential. 

4.  A  rectal  examination  in  children  and  in 
the  male,  and  a  vaginal  examination  in  the  female 
must  never  be  overlooked. 

5.  A  working  knowledge  of  the  cystoscope 
is  of  great  value  to  the  general  surgeon  in  differ¬ 
ential  diagnosis  of  right  abdominal  lesions. 

6.  Lastly  a  hypodermic  injection  of  morphine 
should  not  be  given  in  acute  lesions  of  the  ab¬ 
domen  until  we  have  made  a  definite  diagnosis. 

DISCUSSION 

Dr.  Richard  T.  Glyer  (Brooten,  Minn.):  The  ab¬ 
domen  is  a  part  of  the  body  which  is  always  fruit¬ 
ful  for  study,  and  one  wherein  most  of  us  have  made 
many  mistakes.  The  diagnosis  of  acute  appendicitis 
should  not  be  difficult  except  where  the  appendix 
is  located  in  the  region  of  the  kidney,  retrocecally, 
or  where  there  is  visceroptosis  and  the  appendix 
lies  in  the  pelvis,  as  in  a  recent  case  of  ours.  This 
was  a  case  of  ruptured  appendix  with  no  pain,  tend¬ 
erness,  or  rigidity  over  McBurney’s  point,  but  from 
the  history  of  the  bladder,  the  blood  findings,  and 
pain  and  tenderness  in  the  midcentral  line,  we  made 
a  diagnosis  of  acute  appendicitis. 

Chronic  appendicitis  is  a  subject  on  which  we 
are  becoming  more  and  more  conservative,  as  we 
find  that  many  of  our  mistakes  and  disappoint¬ 
ments  are  in  the  condition  we  call  “chronic  appendi¬ 
citis.” 

Dr.  MacMillan  brought  out  some  points  on  in¬ 
testinal  obstruction  that  I  wish  to  expand.  The 
death  rate  of  this  disease  is  very  high,  and  in  spite 
of  the  fact  that  many  papers  are  being  read  on  this 
subject  and  that  our  attention  is  brought  to  it  con¬ 
tinually,  the  death  rate  has  not  decreased.  I  think 
this  is  due  to  the  fact  that  there  is  lack  of  certain 
findings,  namely:  There  is  no  increase  in  the  rate 
of  the  pulse,  no  rise  in  the  temperature,  and  the 
blood  findings  are  normal.  In  spite  of  the  severe 
and  sudden  pain  that  is  encountered,  in  spite  of  the 
vomitus,  which  is  not  forced  and  is  free  and  easy 
for  the  patient  to  throw  off,  and  in  spite  of  the  fact 
that  in  practically  every  case  peristalsis  is  evident 
through  the  abdominal  wall,  we  continue  to  make 
these  mistakes.  I  contend  that,  with  the  finding 
of  paroxysmal  pain,  vomiting,  and  peristalsis,  and 
especially  with  the  finding  of  scars  and  getting  the 
history  of  previous  operations,  or  even  with  the 
history  of  a  salpingitis  or  a  chronic  appendicitis  or 
a  tuberculous  peritonitis,  we  are  justified  in  going 
in  and  doing  an  exploratory  operation,  because 


many  of  these  patients  will  die  if  we  do  not  take 
this  radical  course.  In  acute  appendicitis,  even  with 
a  rupture,  the  patient  has  a  chance  of  getting  well. 
In  one  case  a  patient  told  me  that  she  had  had  a 
rupture  of  the  appendix  years  ago,  that  after  weeks 
and  weeks  of  suffering  it  broke  through  the  abdom¬ 
inal  wall,  and  that  finally  she  recovered. 

I  might  mention  one  other  point,  namely,  visceral 
thrombosis.  I  have  had  several  of  these  cases  in 
my  practice  and  have  seen  several  others,  and  not 
one  of  them  was  diagnosed  before  operation.  I  do 
not  know  whether  it  is  even  possible  to  make  a 
definite  diagnosis  of  visceral  thrombosis. 

Dr.  Theodor  Bratrud  (Warren,  Minn.):  There  is 
one  type  of  intestinal  obstruction  which  I  have 
never  seen  described,  and  that  is  an  incomplete  in¬ 
testinal  obstruction.  I  have  seen  four  cases.  All 
four  patients  had  been  operated  on  for  some  ab¬ 
dominal  condition  previously,  with  the  result  that 
the  omentum  became  adherent  to  the  anterior  ab¬ 
dominal  wall  at  two  points  and  a  loop  of  bowel  had 
slipped  through  between  these  points.  All  four 
patients  gave  a  history  of  repeated  attacks  of  sharp 
pains  in  the  abdomen  with  more  or  less  nausea 
and  vomiting  after  they  had  made  an  apparent  re¬ 
covery  from  their  primary  operation.  One  of  then 
had  been  operated  on  ten  years  before  for  appendi¬ 
citis,  and  drainage  had  been  used.  The  patient  gave 
a  history  of  severe  attacks  of  upper  abdominal  pain 
and  tenderness,  and  the  doctor  in  charge  made  a 
diagnosis  of  cholec3"Stitis,  operated,  and  drained  the 
gall-bladder,  but  found  nothing  in  the  gall-bladder. 
The  patient’s  symptoms  grew  steadily  worse,  and 
in  spite  of  the  fact  that  the  patient  at  times  passed 
small  amounts  of  flatus  and  stools,  the  abdomen  be¬ 
came  very  much  distended  and  his  general  condition 
became  very  bad.  On  opening  the  abdomen  about 
seven  days  after  cholecystostomy  had  been  per¬ 
formed,  wc  found  two  loops  of  ileum  which  had 
slipped  through  between  the  two  adherent  points  of 
the  omentum  and  were  obstructed,  but  not  com¬ 
pletely.  The  incomplete  obstruction  permitted  flatus 
and  small  amounts  of  bowel  movement  to  pass, 
but  there  was  just  enough  obstruction  to  stop  the 
return  flow  in  the  mesenteric  veins,  with  a  resulting 
mesenteric  venous  thrombosis.  The  patient  died 
twenty-four  hours  after  the  operation  for  the  re¬ 
lief  of  the  obstruction. 

In  every  case  with  recurring  attacks  of  pain  after 
an  abdominal  operation,  we  should  bear  in  mind 
the  possibility  or  probability  of  this  type  of  obstruc¬ 
tion.  It  is  not  the  type  of  obstruction  that  we 
get  with  the  volvulus  or  complete  obstruction;  and 
for  this  reason  we  are  fooled,  and  we  delay  active 
interference  until  it  is  too  late.  It  is  not  the  arterial 
obstruction  to  the  intestine  that  causes  gangrene  as 
much  as  the  venous.  It  takes  very  little  pressure 
upon  the  mesentery  to  obstruct  the  return  flow  in 
the  mesenteric  veins,  and  we  have  a  dilated  bowel 
and  a  black  bowel,  which  undergoes  gangrene  re¬ 
sulting  from  the  resulting  thrombosis,  and,  while 
this  whole  process  is  going  on,  small  amounts  of 
flatus  and  stool  are  passed,  just  enough  to  fool  any 
of  us  so  that  we  feel  that  we  have  not  an  obstruc¬ 
tion  when  w'e  really  have  a  very  serious  type  of 
obstruction. 
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We  had  one  other  case  of  a  similar  nature.  This 
patient  had  recurring  attacks  of  pain  over  the  whole 
abdomen  with  nausea.  The  attacks  passed  off  in 
the  course  of  a  few  hours  until  he  had  one  attack 
which  lasted  six  days.  During  all  these  days  he 
passed  a  small  amount  of  flatus  and  a  small  amount 
of  stool.  His  condition  became  suddenly  serious.  He 
had  diacetic  acid  in  the  urine,  and  an  acetone  breath. 
Through  a  pararectal  right-sided  incision,  under 
local  anesthesia, we  found  two  loops  of  bowels,  one 
about  six  inches  long  and  one  about  two  feet  long, 
had  slipped  through  the  opening  between  the  two 
adherent  points  of  the  mesentery.  There  was  not 
complete  obstruction  of  the  bowel,  but  there  was 
thrombosis  of  the  mesentery  and  a  black  bowel. 
The  patient  died.  We  found  a  similar  condition  in 
two  other  cases  which  were  operated  on,  one  on 
the  second  day  and  the  other  on  the  third  day. 
Both  cases  recovered. 

The  point  I  wish  to  make  is,  that  with  a  patient 
taken  with  pains  in  the  abdomen  plus  nausea  and 
possibly  vomiting,  even  though  he  passes  flatus  and 
some  stool,  we  must  bear  in  mind  the  probability 
of  an  incomplete  obstruction  in  spite  of  the  fact  that 
flatus  and  stools  are  passed. 

Dr.  Burton  C.  Ford  (Minneapolis,  Minn.):  I  have 
two  interesting  cases  to  report  on  the  question  of 
pain  in  the  right  lower  quadrant.  One,  a  boy,  aged 
10,  who  had  complained  of  pain  mostly  referable 
to  the  right  lower  quadrant.  For  some  time  he  had 
symptoms  referable  to  the  appendix  and  also  to 
the  kidney.  We  were  at  a  loss  for  a  diagnosis. - 
The  possibility  of  pyelonephritis  was  taken  into 
consideration,  also  appendicitis.  He  had  a  slight 
leucocytosis  and  also  tenderness.  At  operation  a 
retroperitonel  sarcoma  of  the  pre-aortic  glands  was 
found. 

The  second  case  was  that  of  a  young  woman, 
aged  26.  She  had  come  in  with  pain  in  the  right 
lower  quadrant  and  complained  of  attacks  of  pain 
over  a  period  of  years,  but  not  an  acute  attack 
that  would  simulate  an  appendicitis.  She  was  well 
nourished  and  had  lost  no  weight  to  speak  of.  Her 
hemoglobin  was  85,  and  the  blood  picture  practically 
normal.  The  question  was  whether  the  condition 
might  be  cystic  ovary.  Dr.  Head  saw  her  twice 
in  consultation,  and  the  question  of  carcinoma  was 
considered,  but  that  was  ruled  out  on  her  general 
condition  and  the  blood  findings.  Vaginal  examina¬ 
tion  was  made,  and  one  could  feel  a  mass  which 
was  indefinite.  A  pre-operative  diagnosis  of  tumor 
was  made,  also  a  diagnosis  of  pneumoperitoneum. 
Operation  revealed  a  large  retroperitoneal  sarcoma 
on  the  right  side. 

Dr.  John  M.  Dodd  (Ashland,  Wis.):  The  paper 
presented  brings  to  mind  many  cases  we  all  have 
had  which  fit  very  nicely  into  the  program,  yet 
we  hesitate  to  speak  about  them.  I  have  one  case 
which  is  called  to  mind  by  the  paper  read  and  the 
discussion  that  followed.  While  riding  on  a  gaso¬ 
line  handcar  a  man  was  struck  by  a  switch  engine 
and  knocked  off,  sustaining  quite  severe  injuries. 
He  was  taken  to  the  hospital  and  placed  under 
treatment  and  also  observation  as  to  what  might 
arise.  Within  two  days  he  began  to  develop  symp¬ 


toms  of  intestinal  obstruction.  On  the  right  side 
of  the  abdomen  he  had  a  scar  that  was  depressed 
in  one  part  and  bulging  in  the  other.  The  man 
was  distended  and  had  the  feeling  that  we  all  recog¬ 
nize  as  one  of  the  features  which  develop  in  in¬ 
testinal  obstruction.  I  advised  operation.  We 
opened  the  abdomen  and  found  a  large  distended 
ileum,  and,  at  the  point  of  the  scar  and  some  dis¬ 
tance  above  the  valve,  there  was'  an  adhesion  of 
the  ileum  to  the  posterior  wall  of  the  abdomen. 
The  mesentery  seemed  to  have  been  shortened  by 
an  old  attack  of  peritonitis,  which  he  had  had 
twelve  years  before.  Evidently  he  had  an  attack 
of  appendicitis  or  some  other  condition  that  neces¬ 
sitated  operation,  and  this  had  been  followed  by  a 
prolonged  period  of  inflammation.  A  loop  of  the 
bowel  had  slipped  under  a  band  of  adhesion,  and  I 
suspected  that  the  loop  must  have  slipped  under 
there  at  the  time  of  the  accident — all  indications 
seemed  to  point  to  that  conclusion.  In  separating 
the  bowel  from  the  scar  in  the  right  side  the  bowel 
was  opened.  Its  attachment  had  grown  so  intimate¬ 
ly  that  evidently  there  had  been  an  old  leakage 
there  with  a  fistula  of  considerable  size.  That  had 
healed  over,  but  in  trying  to  separate  the  bowel 
from  the  scar  the  bowel  was  opened.  We  took 
care  of  the  case  as  the  indications  seemed  to  require, 
but  in  a  few  days  the  patient  died. 

Another  report  of  a  case  is  in  a  way  a  confession. 
The  older  we  get  the  more  ready  we  are  to  admit 
our  mistakes,  oversights,  etc.  I  shall  have  to  leave 
you  to  form  your  own  conclusion  as  to  how  far  I 
was  amiss  in  the  history,  the  findings,  and  the  treat¬ 
ment.  A  woman  was  brought  in  with  quite  definite 
symptoms  of  appendicitis;  in  fact  the  symptoms 
seemed  to  be  sufficiently  positive  to  warrant  the 
opening  of  the  abdomen  and  the  removal  of  the 
appendix.  The  patient  was  brought  fifty  miles  by 
the  attending  physician,  and,  assuming  that  he  had 
gone  quite  carefully  into  the  history  of  the  case, 
I  took  too  much  for  granted.  I  operated  and  re¬ 
moved  an  inflamed  appendix,  after  which  every¬ 
thing  went  along  very  well  for  about  three  days, 
when  she  suddenly  developed  a  skin  eruption  and 
broke  out  with  smallpox.  She  has  entirely  recov¬ 
ered. 

Dr.  MacMillan  told  us  many  things  in  a  way  that 
we  shall  remember.  It  calls  to  memory  many  things 
which  of  course  we  know  or  at  least  ought  to  know; 
and  the  strongest  point  in  his  whole  paper  is  that 
we  should  be  more  careful  in  taking  our  histories. 

Dr.  Victor  A.  Mason  (Marshfield,  Wis.):  I  have 
listened  to  the  paper  and  discussion,  and  the  only 
conclusion  which  any  of  us  can  come  to  is  that, 
while  it  sounds  real  nice  to  hear  how  simple  it  is 
to  diagnose  some  of  these  conditions,  every  one  of 
us,  if  honest,  will  have  to  admit  that  in  a  consider¬ 
able  percentage  of  the  cases  we  are  wrong.  I  do 
not  believe  it  is  possible  for  any  of  us  to  be  correct 
in  diagnosis  to  the  extent  some  surgeons  make 
claim  they  are.  I  have  seen  cases  in  which  I  do 
not  believe  anybody  would  have  hesitated  to  make 
a  diagnosis  of  acute  appendicitis.  I  have  operated 
in  such  cases  and  found  a  gangrenous  Meckel’s 
diverticulum.  I  have  seen  cases  in  which  apparently 
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all  the  trouble  was  left-sided,  and  on  operation  I 
have  found  that  the  appendix  extended  beyond  the 
middle  line,  and  perforation  and  abscess  formation 
or  the  inflammatory  condition  was  entirely  on  the 
left  side. 

Some  years  ago  I  saw  a  case  in  which  there 
was  plainly  an  abdominal  tumor  on  the  right  side. 
It  was  perfectly  movable,  or,  at  least,  it  was  so  far 
as  I  could  determine,  and  I  made  a  positive  diag¬ 
nosis  of  ovarian  cyst  as  large  as  an  orange.  On 
opening  the  abdomen  I  found  that  it  was  a  tumor 
low  down  in  the  mesentery.  I  removed  it  and  after 
the  abdominal  wound  was  closed  1  cut  into  this 
mass  and  found  it  was  a  sponge  or  piece  of  gauze 
that  had  been  left  in  the  abdomen  and  had  become 
encysted.  It  simulated  a  perfectly  movable  tumor. 

I  have  heard  many  operators  tell  what  they  were 
going  to  find.  Last  year  I  heard  an'  eminent  sur¬ 
geon  state  what  he  was  going  to  find,  and  in  five 
or  six  cases  he  was  wrong.  We  should  first  use 
every  method  of  diagnosis  available. 

The  general  practitioner  can  not  become  proficient 
in  the  use  of  the  cystoscope.  I  have  operated  on 
many  cases  of  chronic  appendicitis,  and  later  the 
patient  had  the  same  pain.  Since  I  have  been  as¬ 
sociated  with  a  urologist  he  has  found  ureteral 
strictures.  1  think  he  goes  too  far  in  this,  but  still 
he  has  cured  many  patients  who  have  had  the  ap¬ 
pendix  removed.  There  is  no  doubt  that  pyelitis 
has  caused  many  mistakes.  There  are  cases  of  ap¬ 
pendicitis  which  have  some  pus  in  the  urine,  but 
the  patient  has  appendicitis  too.  In  some  cases 
of  acute  abdomen  in  children  the  diagnosis  of  ap¬ 
pendicitis  has  been  made  when  the  real  condition 
was  acute  tuberculous  peritonitis,  which  was  not 
diagnosed. 

The  only  way  out  of  these  difficulties  is  to  use 
every  method  available,  such  as  the  cystoscope  and 
A'-ray,  besides  securing  a  good  history,  and  then  see 
how  many  times  we  are  right.  There  is  no  one 
that  can  always  be  right. 

Dr.  Fritz.  A.  Habkrlin  (Reiner,  Minn.):  I  was 
called  to  see  a  boy  twelve  years  of  age  after  he 
had  been  sick  three  weeks,  with  a  temperature  of 
103°  in  the  evening  and  normal  in  the  morning. 
The  parents  gave  me  a  history  which  indicated 

(acute  appendicitis, — vomiting,  sharp  pain  in  the  ab¬ 
domen,  the  boy  doubled  up,  the  right  leg 
drawn  up,  rigidity  of  the  abdomen,  etc.  I  concluded 
that  the  condition  must  be  an  abscess  of  the  psoas, 
probably  caused  by  a  retrocecal  perforation.  I 
could  not  feel  a  mass  in  the  abdomen,  but  m  the 
flank  I  felt  a  fullness.  The  parents  permitted  opera¬ 
tion.  I  operated  and  found  the  appendix  normal, 
and  then  turned  the  patient  around  and  opened 
toward  the  kidney  and  found  an  abscess  the  size 
of  a  child’s  head,  without  colon  odor.  Afterwards 
I  learned  that  about  six  weeks  before  the  boy  was 
taken  sick  he  sustained  what  at  the  time  appeared 
to  be  a  minor  traumatism  by  falling  with  his  flank 
against  a  stump,  and,  probably  due  to  some  focal 
infection,  a  perinephritic  abscess  developed;,  the 
trauma  creating  a  locus  minoris  resistentiae. 

Dr.  HerbI'Irt  H.  Leibold  (Parkers  Prairie,  Minn.): 
The  only  way  we  can  reduce  the  mortality  rate 
when  having  symptoms  of  an  acute  abdominal  ca¬ 


lamity  it  to  do  an  exploratory  laparotomy  immedi¬ 
ately.  If  we  wait  we  are  too  late. 

Dr.  Ai.bert  E.  Booth  (Minneapolis,  Minn.):  In 
the  last  five  weeks  I  have  had  more  cases  of  intes¬ 
tinal  obstruction  than  in  years, — five  in  five  weeks. 

One  of  these  cases  is  of  special  interest.  It 
puzzled  me,  and  I  failed  to  make  a  diagnosis,  which 
I  might  have  done.  A  man  who  gave  a  history  of 
having  had  a  right  inguinal  hernia  in  previous  years, 
but  who  had  not  complained  for  several  years,  was 
suddenly  seized  with  pain  while  at  work,  went  home, 
the  condition  was  studied  for  several  days  by  his 
physician,  and  finally  a  diagnosis  of  acute  intestinal 
obstruction  was  made.  On  opening  the  abdomen  I 
found  that  the  right  inguinal  •  hernia  had  persisted, 
and  with  a  loop  of  bowel  about  eight  inches  long 
had  made  its  way  down  extraperitoneally  to  the 
right  of  the  bladder,  clear  down  into  the  pelvis. 
Relief  of  this  condition  cured  the  obstruction  and 
hernia. 

Dr.  George  F.  Thompson  (Chicago,  Ill.):  When  we 
operate  for  acute  appendicitis  and  find  something 
else  we  are  sorry  we  did  not  make  a  proper  diag¬ 
nosis.  A  physician  at  Cook  County  Hospital  asked 
me  to  see  a  patient.  I  examined  her  and  found 
that  she  was  tender  and  rigid  on  the  right  side. 
About  4  o’clock  one  morning  they  telephoned  me 
that  her  temperature  had  gone  up  to  106.°  I  went 
to  the  hospital  immediately  and  in  the  course  of 
examination  I  asked  the  patient  to  move  her  legs, 
and  I  found  that  she  could  not  move  either  leg. 
I  asked  the  doctor  why  he  did  not  tell  me  this  and 
he  said  he  thought  that  she  had  so  much  pain  she 
could  not  move  the  legs. 

The  condition  was  infantile  pa.ral3Gsis,  and  the  pa¬ 
tient  died. 

Dr.  John  H.  Rishmiller  (^linneapolis,  Minn.): 
Joint  lesions  are  more  apt  to  be  overlooked  in 
women  than  in  men,  and  in  women  we  are  more 
apt  to  look  for  intrapelvic  pathology.  As  a  corollary 
for  a  mistaken  diagnosis  with  the  same  syndrome 
after  as  before  laparotomy,  I  desire  to  cite  a  case 
bearing  on  the  paper  and  discussion: 

November  15,  1917:  Mrs.  K.,  aged  28;  married 
eight  years;  has  one  child  five  years  of  age.  which 
was  delivered  with  instruments;  has  had  no  mis¬ 
carriages;  weighed  105  pounds  when  married,  weighs 
145  pounds  to-day.  She  stated  that  she  had  her 
appendix  removed  and  uterus  placed  in  position  on 
June  28,  1917,  by  a  surgeon  in  LaCrosse,  Wisconsin; 
she  remained  in  the  hospital  two  weeks  and  three 
days.  She  stated  that  she  had  this  operation  done 
on  account  of  pain  through  the  left  hip  and  thigh. 
She  stated  that  after  leaving  the  hospital  she  was 
free  from  pain  for  several  weeks. 

She  complains  to-day  that  she  has  the  same  pain 
through  her  left  hip  that  she  had  before  the  opera¬ 
tion,  namely,  pain  over  the  sacrum  and  the  left  hip. 
Bowels  are  regular  and  have  been  so  since  she 
weaned  her  baby.  Her  ankles  do  not  swell.  Has 
headache  over  both  eyes.  Headache  and  backache 
seem  to  depend  on  each  other  as  to  severity.  Has 
gas  on  stomach,  more  after  eating.  After  a  com¬ 
plete  physical  examination,  a  diagnosis  was  made 
of  a  strain  of  the  ligaments  of  left  sacro-iliac  joint. 
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She  was  measured  up  for  a  Goldthwaite  belt  and 
was  instructed  to  continually  wear  the  belt,  except 
when  in  the  recumbent  position. 

Her  husband  reported  several  days  later  that  his 
wife  could  not  be  without  the  belt,  that  she  had  to 
remove  the  belt  in  the  evening  while  in  bed  and  had 
to  re-apply  the  belt  in  the  morning  while  in  bed 
before  arising,  in  order  to  avoid  pain  and  soreness 
through  the  left  hip.  By  wearing  the  belt  she  was 
comfortable  in  attending  to  her  household  duties. 

This  was  purely  a  case  of  sacro-iliac  strain,  and 
the  operation  for  appendicitis  was  an  error. 

Dr.  M.\cMillan  (closing):  From  all  the  discussion 
that  has  taken  place  it  would  seem  that  this  sub¬ 
ject  still  is  popular. 

When  I  mentioned  the  cystoscope  I  realized  that 
if  a  urologist  was  present  I  would  be  criticized;  but 
if  in  your  practice  the  services  of  a  urologist  is 
available,  do  not  use  the  cystoscope.  Many  of  us 


have  to  work  out  our  own  cystoscopy,  but  the  gen¬ 
eral  practitioner  finds  that  in  49  cases  out  of  50 
he  has  a  more  difficult  procedure  on  his  hands  than 
in  catheterizing.  We  do  not  need  a  $1,000  equipment 
for  our  ordinary  work.  I  do  not  mean  that  one 
is  to  start  this  without  any  training  and  try  to  work 
it  up  himself.  This  would  be  too  expensive  to  the 
patient.  The  general  practitioner  can  learn  to  do 
the  ordinary  work,  and  there  arc  times  when  we 
cannot  call  in  a  urologist.  Frequently  it  is  useful 
to  be  able  to  inspect  the  inside  of  the  bladder. 

I  agree  with  Ur.  Mason  that  we  often  go 
wrong,  but  because  we  do  go  wrong  is  no  reason 
why  we  should  not  try  to  diagnose  the  nc.xt  case 
right.  When  we  have  exhausted  our  resources  then 
it  is  up  to  us  to  send  the  patient  to  a  specialist, 
turn  the  case  over,  and  ask  him  to  make  a  diagnosis 
and  get  the, patient  back  to  us,  or,  if  we  deem  it  best, 
leave  the  case  in  his  hands. 


THE  GENERAL  PATHOLOGY  OF  SYPHILIS* 

By  H.  E.  Miciielson,  M.D. 

Assistant  Professor  of  Dermatology,  University  of  Minnesota 
MINNEAPOLIS,  MINNESOTA 


At  the  site  of  infection  with  the  spirocheta 
pallida  there  is  developed,  in  approximately 
twenty  days,  a  primary  sore  or  chancre.  In  this 
respect  syiihilis  differs  from  the  other  infective 
granulomata  (tuberculosis  and  leprosy). 

'I'he  infection  may  be  acquired  venereally  or 
accidentally,  and  the  many  possibilities  of  source 
make  almost  any  part  of  the  body  vulnerable. 
T  have  seen  a  chancre  on  the  lower  eyelid  ac- 
(juired  when  a  daughter,  with  papules  on  her 
tongue,  removed  a  cinder  from  her  mother’s  eye. 
Professor  Oppenheim  told  me  of  a  chancre  he 
had  seen  on  the  great  toe  of  a  small  boy  who 
had  been  bitten  by  his  infected  brother  in  a 
friendly  scuffle.  Riecke  cites  a  chancre  which  he 
diagnosed  on  the  sole  of  a  washer- woman’s  foot, 
who,  barefooted,  washed  clothes  at  a  brothel. 

In  order  for  infection  to  take  place  it  is  con¬ 
sidered  essential  that  the  covering  epithelium  be 
broken.  Some  authorities  state  that  the  spiro¬ 
cheta  cannot  gain  entrance  through  an  intact 
epithelium.  The  spirochetes  do  not  linger  long 
in  the  upper  layers  at  the  site  of  entrance,  but 
soon  penetrate  to  the  vascular  connective  tissue 
layers  where  they  develop  and  call  forth  a  typical 
granuloma  composed  of  epithelioid  and  plasma 
cells  and  lymphocytes.  In  a  few  rare  instances 
syphilis  can  develop  without  the  formation  of  a 
chancre.  The  so-called  syphilis  d’emblce. 

‘Presented  before  the  Alterdeen  District  Medical  Society, 
Aberdeen,  S.  D.,  .January,  1923. 


The  period  of  time  from  infection  until  the 
hrst  appearance  of  the  chancre  is  known  as  the 
first  incubation  period,  and  the  changes  connected 
with  the  chancre  and  the  regional  lymph  vessels 
and  glands  constitute  what  is  known  as  primary 
syphilis. 

After  the  third  week  of  infection  the  chancre 
grows  rapidly.  From  the  sides  and  below  there 
is  little  opposition  to  its  development;  but  in  its 
growth  upward  it  presses  against  the  tightly 
stretched  epithelium,  causing  a  jjressure  necrosis 
which  results  in  exfoliation.  The  sore  apjiears 
then  to  be  an  oozing  erosion  lying  in  the  same 
])lane  as  its  surrounding  tissues,  or  it  may  be 
slightly  elevated.  The  sore  is  usually  of  a  beef 
red  color,  sharply  outlined  and  distinctly  firm  to 
palpation.  The  spirochetes  do  not  remain  con¬ 
fined  to  the  granuloma  which  composes  the 
chancre.  They  wander  into  the  surrounding  tis¬ 
sues  and  quickly  penetrate  the  lymph  channels, 
blood  vessels,  and  nerves.  The  old  view  that  the 
virus  of  syphilis  went  into  the  blood  stream  at 
the  end  of  the  seventh  week  of  infection  has 
been  quite  conclusively  disproven.  The  spiro¬ 
chetes  very  early  steal  into  the  lymph  stream, 
and  soon  they  are  swept  into  the  regional  lymph 
nodes.  Through  the  reaction  of  the  glandular 
parenchyma  there  is  set  up  a  syphilitic  lymph 
adenitis  or  scleroadenitis,  which  gives  a  char¬ 
acteristic  clinical  ])icture.  The  glandular  ele¬ 
ments  are  much  increased ;  in  fact  the  inflam- 
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mation  often  continues  until  the  gland  capsule 
is  stretched  to  the  maximum,  but  the  inflamma¬ 
tion  never  spreads  to  the  surrounding  tissues, 
therefore  the  involved  gland  when  palpated  is 
freely  movable,  feels  hard,  and  is  not  painful, 
which  is  quite  different  from  the  glands  in  a 
more  acute  infection,  like,  for  instance,  the  bubo 
which  accompanies  a  chancroidal  infection.  Here 
the  inflammation  is  so  rapid  that  the  tissues  are 
put  under  tension  before  they  can  accommodate 
themselves  to  the  strain,  hence  they  are  painful. 
The  inflammation  spreads  to  the  surrounding 
tissues,  firmly  fixing  the  mass  to  the  overlying 
skin,  and  the  streptobacillus  is  a  pus-former, 
therefore  suppuration  is  common. 

We  designate  as  the  second  incubation  period 
that  time  which  elapses  between  the  appearance 
of  the  chancre  and  the  manifest  constitutional 
symptoms.  This  space  of  time  is  from  four  to 
seven  weeks.  During  the  first  incubation  period 
the  increase  in  the  number  of  spirochetes  is  re¬ 
latively  small,  but  during  the  second  incubation 
period  their  increase  and  dissemination  is  rapid. 
They  may  get  directly  into  the  blood  stream  by 
penetrating  the  small  veins  of  the  primary  plas- 
mon,  or  they  may  be  carried  through  the  lymph 
stream  via  the  thoracic  duct  into  the  large  blood 
vessels.  With  the  constitutional  manifestations 
begins  the  so-called  secondary  period. 

Secondary  syphilis. — Any  infective  disease  in 
which  the  causative  agent  is  widely  and  generally 
distributed  is  quite  certain  to  call  forth  a  variety 
of  symptoms ;  their  severity  will  depend  upon 
the  extent  of  the  infection.  It  is  likewise  so  with 
syphilis.  But  in  no  disease  is  the  chronology  so 
constant.  At  the  end  of  the  eighth  week  the 
infected  individual  may  note  a  slight  evening  rise 
of  temperature,  general  physical  and  psychic  de¬ 
pression,  fleeting  bone  and  joint  pains.  Pallor 
is  often  pronounced,  and  the  loss  of  weight  may 
be  alarming.  All  of  these  symptoms  conclusively 
show  us  that  the  infection  is  no  longer  local. 

The  spirochetes  do  not  remain  in  the  blood 
stream  long.  Hoffmann,  in  examining  a  large 
number  of  cases  of  syphilis!  up  to  six  months 
duration,  proved  this.  In  animal  inoculations 
with  the  blood  from  these  cases  he  got  very  few 
positive  takes. 

The  spirochetes  seek  tissues  which  are  adequate 
for  their  colonization,  and  they  are  able  to  pene¬ 
trate  into  the  finest  structures.  The  reaction  that 
their  presence  evokes  depends  upon  the  well- 
known  factor  of  the  virulence  of  the  infector 
and  the  susceptibility  of  the  host. 


Virchow  said  that  the  importance  of  syphilis 
does  not  depend  upon  its  morphological  products, 
but  upon  its  evolution,  its  retrogressions,  its  clin¬ 
ical  history,  and  its  life. 

Morphologically  we  find  two  general  types  of 
tissue  reactions :  first,  a  diffuse  variable  hyper¬ 
emia  of  a  catarrhal  nature  or  circumscribed, 
acute,  or  subacute  inflammatory  foci,  of  unchar¬ 
acteristic  histological  structure ;  secondly,  true, 
more  or  less  typical  syphilitic  granulomas  made 
up  of  epithelioid  plasma,  and  lymphoid  cells  with 
an  occasional  giant  cell. 

The  skin  plays  an  important  part  in  the  early 
manifestations  of  lues ;  both  as  a  minor  in  which 
the  presence  of  the  disease  is  displayed  and  as 
an  organ  which  produces  antibodies.  An  old 
axiom  states  that  the  more  severe  the  cutaneous 
manifestation  of  syphilis  the  less  often  the  inner 
organs  are  involved.  This  may  or  may  not  be 
correct.  It  is  merely  an  old  clinical  observation, 
not  checked  serologically. 

In  the  macules,  of  the  roseola  the  histology 
shows  only  a  slight  infiltrate  of  the  corium  im¬ 
mediately  beneath  the  epithelium.  The  amount 
of  cellular  infiltrate  varies  considerably,  and  is 
made  up  largely  of  lymph  cells  and  plasma  cells. 
There  are  also  a  few  red  blood  cells.  In  the 
papular  syphilides  the  infiltrate  is  much  more 
dense.  When  these  papules  occur  on  the  mucous 
membranes  or  in  moist  areas,  as  in  the  genital 
region,  they  become  early  eroded.  These  eroded 
papules  ooze  a  serum  which  is  very  rich  in  spiro¬ 
chetes,  and  there  is  no  doubt  that  eroded  second¬ 
ary  papules  play  the  greatest  part  in  the  trans¬ 
mission  of  lues  from  individual  to  individual. 

Secondary  syphilis  calls  forth  a  reaction  in 
almost  all  of  the  superficial  lymphatics.  The 
nodes  are  hard,  indolent  tumors  of  variable  size, 
but  they  are  never  as  large  as  the  glands  which 
are  regional  to  the  initial  lesion.  Certain  glands 
are  of  more  importance  diagnostically  than  others 
because  of  the  rarity  of  their  involvement  in 
any  but  the  syphilitic  process.  This  is  especially 
true  of  the  antecubital  glands.  In  the  pre-Was- 
sermann  days  a  diagnosis  of  latent  lues  was  often 
made  by  the  presence  of  palpable  epitrochlear 
glands.  The  general  adenitis  will  persist  for 
years  in  untreated  syphilis  and  long  after  the 
patient  has  forgotten  a  small  painless  genital  sore 
or  a  fleeting  rash.  The  tell-tale  glands  will  re¬ 
main  to  act  as  evidence  in  favor  of  luetic  in¬ 
fection.  Even  under  treatment  the  glands  will 
remain  palpable  for  a  long  while.  The  length 
of  time  will  depend  upon  the  age  of  the  infection 
at  the  time  treatment  is  instituted  and  the  type 
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and  manner  of  treatment.  The  older  the  luetic 
process  the  more  sclerotic  is  the  reaction  in  the 
lymphatic  parenchyma. 

Occasionally  the  bones  and  joints  are  involved 
in  secondary  lues,  but  rarely  are  pathognomonic 
signs  present.  Fleeting  bone  and  joint  pains  with¬ 
out  apparent  pathological  changes  are  common, 
especially  in  the  prodromal  stages  of  the  eruption. 
The  polyarticular  pains  are  often  mistaken  for 
rheumatism.  Periostitis  of  the  tibia  or  skull 
bones  is  not  rare,  but  is  usually  a  later  mani¬ 
festation. 

The  skin,  the  mucous  membranes,  the  lymph¬ 
atics,  the  bones,  and  the  joints  are  the  tissues 
of  predilection.  They  usually  give  forth  the 
earlier  subjective  and  objective  symptoms  of 
secondary  syphilis ;  but  by  no  means  are  their 
symptoms  constant. 

Icterus  as  the  result  of  the  liver  cells  being 
invaded  occasionally  is  noted.  Albuminuria  is 
likewise  occasionally  noted. 

The  meninges  frequently  react  decidedly  at  the 
time  of  generalization.  This  fact  probably  ac¬ 
counts  for  at  least  certain  of  the  frequent  head¬ 
aches  which  are  often  complained  of  at  this 
period. 

An  important  fact  which  has  been  learned  from 
experimental  syphilis  in  apes  and  rabbits  is  that 
certain  organs  and  tissues  may  harbor  the  spiro¬ 
chetes  saphrophitically — that  is,  they  may  be 
present  without  setting  up  any  reaction.  This 
may  be  an  explanation  of  relapses.  Saphro- 
phytic  spirochetes  may  suddenly  acquire  a  viru¬ 
lence,  multiply,  be  disseminated  and  call  forth 
a  reaction  which  causes  manifest  symptoms. 

Latency  in  lues  is  a  period  in  the  life  of  an 
infected  individual  when  his  lues  cannot  be  dis¬ 
covered  by  any  known  way,  but  the  virus  is  still 
present  and  when  the  proper  circumstances  pre¬ 
vail  it  will  again  call  forth  various  reactions 
which  make  up  the  manifold  recidives. 

Recidive  syphilis  is  the  relighting  of  the  in¬ 
fection,  so  to  speak;  it  is  a  new  manifestation 
of  the  disease  which  has  previously  shown  signs 
of  generalization.  The  later  this  relapse  the 
more  localized  it  usually  is.  The  skin,  mucous 
membranes,  various  organs  or  nerves  may  be 
the  seats  of  this  relapsing  phenomenon.  The 


first  recidive  usually  occurs  in  from  three  to 
six  months  after  generalization,  and  the  periods 
of  quiescence  can  often  be  spaced  into  three  to 
six  months  intervals. 

The  older  the  process  the  more  severe  is  the 
manifestation  in  a  local  sense,  so  that  where 
early  syphilitic  manifestations  usually  disappear 
without  a  trace  the  later  recidives  cause  a  loss 
of  tissue  substance,  and  repair  takes  place  by 
scar  formation. 

The  so-called  tertiary  period  comes  on  after 
four  or  five  years  and  is  looked  upon  as  a  state 
of  allergy  where  a  maximum  tissue  reaction  is 
brought  about  by  a  minimum  stimulus  because 
of  sensitization  of  the  tissues.  In  secondary 
syphilis  the  product  of  the  disease  consists  of 
a  localized  perivascular  infiltrate  rich  in  cells, 
but  it  does  not  interfere  with  the  structure  of 
the  tissue  involved  to  any  great  extent,  though 
in  tertiary  syphilis  the  disease  product  is  quite 
different.  It  consists  of  a  granulation  tumor, 
a  so-called  gumma,  which  in  its  growth  interferes 
with  and  often  destroys  the  parenchyma  of  the  or¬ 
gan  involved,  and  healing  takes  place  only  with 
scar  formation.  Any  organ  of  the  body  may  be  in¬ 
volved  in  tertiary  syphilis,  but  predisposition 
plays  an  important  part.  In  secondary  syphilis  the 
manifestation  may  be  in  the  skin  at  one  recidive 
and  elsewhere  at  the  next,  but  in  tertiary  syphilis 
the  same  system  is  usually  involved.  When  the 
first  gumma  is  cutaneous,  if  there  is  a  second 
one  it  is  quite  apt  to  be  cutaneous  also. 

Late  syphilis  of  the  inner  organs  depends  upon 
a  panvasculitis  with  a  dense  luetic  infiltrate, 
forming  granulation  tumors  with  destruction  of 
parenchyma,  obliteration  of  vessels,  and  scar 
formation. 

This  short  resume  of  the  pathology  of  the 
syphilitic  process  is  given  with  the  hope  that 
syphilis  will  be  looked  upon  as  a  more  or  less 
continuous  constitutional  process  and  not  be  in 
any  way  viewed  as  a  local  disease.  Nervous 
system  involvement  is  also  part  of  the  general 
process,  and  whether  or  not  symptoms,  either 
clinical  or  serological,  persist  depends  upon  the 
ability  of  certain  tissues  in  the  infected  individual 
to  resist  or  overcome  the  activities  of  spirochetal 
invasion. 


PRO  BONO  PUBLICO 

Ry  An  Old  Country  Doctor 

In  olden  times  when  medical  men  gathered  to-  the  gentlemen  would  become  pot  valiant  and 
gether  to  discuss  their  grievances,  with  one  foot  boast  of  his  pugilistic  attainments.  He  would 
on  the  rail,  it  sometimes  happened  that  one  of  then  demonstrate  to  his  admiring  companions. 
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the  technique  of  the  assault  he  intended  to  com¬ 
mit  on  his  Homeo])athic  competitor  when  op¬ 
portunity  presented.  These  encounters  were  not 
unknown,  hut  as  the  outcome  was  usually  (}uite 
fortuitous,  they  did  not  become  matters  of  record. 
Resides,  the  sj)ectacle  of  a  gentleman  boxing  for 
the  honor  of  a  virile  profession  was  ludicrous 
in  addition  to  being  heroic.  But  times  have 
changed ;  the  old  manners  have  gone.  There  is 
no  longer  any  rail  on  which  to  rest  the  foot. 
Perhaps  this  is  the  reason  why  questions  of 
ethics  are  no  longer  referred  to  the  Goddess 
Fistiana,  but  are  examined  by  discussion  in  the 
orderly  medical  meeting  of  to-day. 

In  every  medical  society  the  theme  “Our  Re¬ 
lations  to  the  Public”  is  a  favorite  one,  and 
many  beautiful  essays  are  written  thereon.  But 
running  through  them  all  is  a  minor  strain  of 
sadness  and  bewilderment  to  think  that  the  public 
do  not  appreciate  us  and  that  they  patronize 
Chiropractors  and  Osteopaths  in  spite  of  our 
repeated  admonitions  as  to  the  chances  they  are 
taking. 

On  every  hand  we  hear  the  cry,  “Educate  the 
Public.”  Serious-minded  gentlemen  spill  the 
ink,  shouting  through  the  magazines,  “Educate 
the  Public.”  Equally  serious-minded  gentlemen 
arise  in  medical  meetings  and  sound  the  slogan 
“Educate  the  Public.”  It  is  beginning  to  sound 
like  a  call  for  assistance.  Ships  at  sea  (before 
the  radio)  displayed  certain  signals  with  pathetic 
conspicuousness,  for  instance,  the  signal,  “Ship 
not  under  control,”  was  displayed  from  the  mast¬ 
head. 

Why  do  we  want  the  public  educated  ?  So  that 
the  army  of  Osteopaths  camping  at  our  gates, 
may  be  dispersed  or  go  away.  For  some  time 
])ast  we  have  been  putting  the  Osteopaths  through 
a  course  of  compulsory  education.  As  a  result 
of  this  they  have  moved  up  to  the  gates  and  are 
camping  there,  waiting  for  the  gates  to  open, 
of  course. 

Further  on  are  the  Chiropractors,  but  their 
education  has  just  begun.  From  now  on,  be¬ 
ginning  last  year,  every  student  of  Chiropractic 
must  have  a  high-school  diploma.  The  Chiro¬ 
practors  set  up  an  awful  howl,  but  they  are  facing 
the  dilemma  and  we  shall  hear  from  them  later. 

This  legislation  is  a  projection  of  our  own 
over- wrought  imagination.  If  we  could  learn 
to  hear  and  see  things  as  they  are,  no  such  laws 
would  ever  be  passed.  If  left  to  themselves,  if 
left  alone  the  Chiropractors  would  have  multi¬ 
plied  untilj  they  had  blocked  every  avenue  on 
which  they  depended  for  subsistence.  This 


would  have  put  an  end  to  Chiropractic.  To 
multiply  seems  to  be  the  chief  function  of  most 
of  the  cults.  It  also  contains  the  germ  of  their 
destruction.  There  was  no  danger  to  us  in 
Chiropractic,  if  we  had  let  them  alone.  But 
with  every  Chiropractor  a  high-school  graduate 
our  troubles  will  become  very  real  indeed.  If 
we  follow  up  what  we  have  started,  we  shall 
eventually  have  to  absorb  the  Chiropractors. 
Their  present  self-seeking  leaders  will  be  de¬ 
posed,  and  the  glow  of  aspiration  will  become 
visible  in  Chiropractic  itself. 

We  are  now  ready  to  educate  the  public,  but 
no  one  has  told  us  how  we  may  gain  the  atten¬ 
tion  of  this  indifferent  public,  so>  that  its  edu¬ 
cation  may  begin  and  we  may  find  much  more 
difficulty  in  educating  the  public  than  we  have 
found  in  educating  the  Osteopaths. 

Sociology  divides  the  population  into  a  number 
of  minor  groups  clustered  around  a  great  central 
mass,  comprising  about  ninety  or  ninety-five  per 
cent  of  the  whole.  This  great  mass  is  the 
“Public”  whom  we  propose  to  educate;  but 
sociologists  tell  us  that  this  central  mass  has 
some  characteristics  which  render  its  education 
a  matter  of  unsurmountable  difficulty.  Its  most 
salient  feature  is  its  inertia;  secondly,  its  lack 
of  initiative;  and  thirdly,  its  low  intellectual  level. 
These  qualities,  at  first  glance,  seem  to  be  bad, 
but  on  closer  inspection  we  find  that  it  is  a  good 
thing  for  everybody  that  things  are  so.  The 
inertia  keeps  the  masses  from  being  moved  by 
every  force  that  comes  along.  The  lack  of 
initiative  makes  the  masses  depend  on  leaders, 
who  are  liable  to  be  of  superior  mental  equip¬ 
ment  to  the  average  of  the  mass,  and  the  low 
intellectual  level,  while  preventing  its  education 
as  we  propose,  at  the  same  time  allows  much 
dangerous  revolutionary  propaganda  to  pass  over 
its  head  for  lack  of  intellectual  grasp.  In  fact 
these  three  characteristics  by  themselves  contrib¬ 
ute  to  the  stability  and  equilibrium  on  which  civ¬ 
ilization  rests.  In  dealing  with  this  public  it  is 
well  to  remember  that  zve  have  got  to  get  along 
with  the  public.  The  public  does  not  have  to 
get  along  with  us.  When  this  great  mass  moves 
it  will  be  us  who  must  get  out  of  the  w'ay;  it 
will  not  get  out  of  the  way  for  us.  If  the  public 
wants  to  exercise  its  credulity  by  patronizing 
medical  sects  and  cults,  it  will  do  so  in  spite  of 
our  displeasure.  It  will  resent  any  effort  on  our 
part  to  impose  our  will  on  it  or  any  attempt 
on  our  part  to  restadct  its  liberty  of  action  or 
choice.  This  public  does  not  care  for  us  or 
our  troubles.  However,  we  have  certain  real 
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duties  and  responsibilities  towards  the  public 
which  must  be  performed,  but  they  do  not  want 
us  to  exceed  our  duty.  We  have  appointed  our¬ 
selves  their  champions  and  guardians ;  they  do 
not  want  our  protectorate,  and  won’t  have  it. 

In  times  of  peace  the  people  may  criticize  and 
abuse  the  army,  but,  nevertheless,  they  look  to 
the  army  for  protection  when  danger  threatens. 
It  is  held  responsible  for  the  security  of  the 
state,  and  no  excuses  will  be  accepted.  So  it 
is  with  us.  The  public  will  hold  us  responsible 
whatever  happens. 

But  to  go  back  to  the  education  of  the  public. 
We  propose  to  educate  them  in  something  that 
is  above  their  intellectual  capacity — to  discrim¬ 
inate  between  things  medical  and  scientific.  But 
the  public  does  not  want  to  be  educated.  They 
will  not  listen. 

Of  course,  knowledge  may  be  spread,  but 
this  can  only  reach  a  few  because  only  a  dis¬ 
appointingly  small  number  can  understand.  The 
rest  are  not  interested.  We  owe  it  to  the  public 
to  keep  our  profession  in  a  high  state  of  honor 
and  proficiency.  So,  if  we  do  not  want  to  admit 
a  heterogenous  crowd  of  men  and  women  from 
the  cults,  we  will  have  to  find  some  way  of 
keeping  them  out  ourselves.  The  public  expect 
us  to  be  self-reliant.  We  shall  have  to  try  to 
keep  our  fate  in  our  own  hands. 

“Ifducate  the  public”  is  simply  a  phrase  coined 
by  phraseologists.  As  such  it  is  vague  and  am¬ 
biguous  and  really  meaningless ;  otherwise  we 
would  not  find  it  so  frequently  in  the  mouths 
of  those  who  are  at  a  loss  for  something  to  say. 
Deep  down  in  the  heart  of  the  public  they  do 
not  take  the  cults  seriously,  and  they  are  quite 
amazed  at  our  attitude  towards  them — at  the 
terror  they  inspire  in  us ;  to-day  we  warn  the 
people  against  and  to-morrow  we  throw  them 
open  the  gates  and  take  them  in.  Our  incon¬ 
sistency  is  marvellous ;  a  cult  left  alone  is  harm¬ 
less.  The  public  will  rave  about  them  for  awhile 
and  then  forget  that  they  ever  existed. 

The  cult  itself  is  nothing  more  than  a  ladder 
used  to  scale  the  walls  of  medical  licensure. 
When  the  last  Osteopath  and  Chiropractor  is  up, 
then  the  ladder  will  be  taken  down.  When  the 
gates  are  opened  the  cult  will  be  left  outside. 

When  we  have  absorbed  the  Chiropractors  and 
the  Osteopaths  we  shall  find  that  we  have  paid 
a  price  in  things  higher  than  material  greed  and 
gain. 

We  shall  have  cheapened  our  personel,  de¬ 
stroyed  our  “espirit  de  corps,”  dulled  our  pro¬ 
fessional  pride,  and  so  reduced  our  ethical 


standard  that  it  will  take  us  a  generation  to  re¬ 
cover  our  morale.  By  that  time  we  shall  hear 
more  noise  outside  the  walls,  and  other  cults 
will  be  clamoring  for  admission.  If  we  cannot 
educate  the  public  we  can  study  public  psychol¬ 
ogy,  which  is  a  subject  that  has  been  sadly 
neglected  by  us,  but  the  cults  study  nothing  else. 

There  should  be  one  avenue,  and  one  alone, 
to  medical  licensure.  All  by-paths  and  tunnels 
should  be  closed  up  and  forever  sealed.  One 
unbending  requirement  should  be  graduation 
from  a  duly  accredited  regular  medical  school. 
If  the  people  wish  to  patronize  the  cults,  that 
is  their  own  look  out ;  we  cannot  prevent  it  any 
way,  and  why  should  we  want  to? 

The  people  do  not  give  us  their  ear,  because 
they  think  that  our  motives  are  sordid.  These 
motives  are  unworthy  of  our  calling.  Medicine 
is  a  structure  erected  by  men.  The  thinking  in 
it  has  been  done  by  men.  It  is  peculiarly  a 
man’s  calling,  more  so  than  any  other  profession. 

To  watch  a  Chiropractor  or  an  Osteopath  at 
his  day’s  work  is  pathetic.  A  real  doctor  could 
not  stand  it.  We  are  being  frightened  by  a 
great  big  bogey  anyway.  We  should  get  over 
our  eagerness  to  educate  everybody,  the  public 
included.  They  do  not  like  our  assumption  of 
superiority.  Moreover,  charity  should  begin  at 
home.  Instead  of  lavishing  education  on  the 
cults  and  on  the  public  we  need  it  ourselves  and 
need  it  badly. 

If  a  poor  old  Chiropractor  wants  to  make  a 
little  bread  and  butter,  why  should  we  get  ex¬ 
cited?  He  is  dealing  with  the  same  whimsical 
and  hard-to-please  public  that  we  have  got  to 
deal  with.  If  we  can  only  leave  them  alone  and 
pass  no  more  laws  dragging  them  into  medical 
practice,  all  will  be  well,  and  we  can  tell  them 
to  “quit  knocking  at  our  door.” 

If  the  cultist  wishes  to  practice  his  art  as  a 
cult,  let  him  practice  it,  but  it  is  not  incumbent 
on  us  to  educate  him  or  insist  that  he  practice 
medicine.  We  reason  too  much  by  analogy.  We 
seem  to  run  along  parallel  lines  with  the  cults, 
but  if  we  look  closely,  we  shall  see  a  divergence. 
Even  Homeopathy  was  not  a  medical  cult  until 
we  made  it  so;  and  if  we  had  left  it  alone  it 
would  have  run  off  into  space. 

The  American  doctor  has  much  to  distress 
and  annoy  him.  If  medical  practice  were  reg¬ 
ulated  by  federal,  instead  of  state  law,  his  lot 
would  be  a  happier  one.  He  would  not  then 
have  to  go  before  the  people  and  beg  for  rights 
which  are  his,  naturally.  The  public  have  set 
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such  a  high  standard  of  excellence  for  him  that 
it  is  difficult  for  him  to  live  up  to  their  expec¬ 
tations,  harassed  as  he  is  by  economic  conditions. 
This  disappointment  has  much  to  do  with  his 


troubles,  personally  he  is  a  fine  fellow.  He  has 
got  one  trait  that  distinguishes  from  the  medical 
men  of  other  lands.  He  is  not  class-conscious. 
This  gives  him  a  charm  that  is  all  his  own. 


THE  CLINICAL  LABORATORY:  XIL  BLOOD*^ 

By  Walter  E.  King,  A.M.,  M.D. 

SAINT  PAUL 


CLASSIFICATION  OF  PATHOLOGICAL  CONDITIONS 
WITH  RELATION  TO  BLOOD  FTNDINGS 

1.  Diseases  which  depend  upon  blood  exam 
illation  for  accurate  diagnosis : 

Pernicious  anemia 
Chlorosis  (green  sickness) 

Secondary  anemia 

Lymphatic  leukemia 

Myelogenous  leukemia 

Plumbism 

Malaria 

Filariasis 

2.  Diseases  or  pathological  conditions,  the 
diagnosis  of  which  is  materially  assisted  by  blood 
examination : 

Suppurative  inflammations ; 

Sinusitis 

Appendicitis 

Pyelitis 

Pleuritis 

Abscesses 

Tumors  with  ulceration 
Tuberculosis  with  sepsis 
Certain  infectious  diseases : 

Scarlet  fever 
Pertussis 

Congenital  syphilis 
Epidemic  influenza 
Measles 
Typhoid  fever 
Pneumonia 
Parasitic  infestation : 

Trichinosis 
Ascaris 
Hook  worm 

3.  Diseases  or  pathological  conditions  which 
present  certain  characteristic  findings  in  the 
blood : 

Certain  infections  diseases : 

Erysipelas 

‘This  Is  the  twelfth  of  a  series  of  articles  by  Dr.  King 
on  the  Clinical  Laboratory. 


Smallpox 

Mumps 

Meningitis 

Diphtheria 

Gonorrhea  (posterior  urethra) 
Chickenpox 
Eclampsia 
Drug  poisoning: 

Quinine 

Salicylates 

Phenacetin 

Certain  skin  diseases : 

Blastomycosis 
Scabies 
Pemphigus 
Herpes  zoster 
Psoriasis 

Some  diseases  of  endocrine  glands 

Cirrhosis  of  liver 

Rachitis 

Bronchial  asthma 

Some  chronic  diseases  with  hemorrhage : 
Hemophilia 
Gastric  ulcer 
Hemophilia 
Parasitic  infestation 
Banti’s  disease 
Von  Jaksch  anemia 
Gastric  ulcer 
Hodgkin’s  disease 

In  conclusion,  it  may  be  stated  that  much 
can  be  learned  by  a  routine  examination  of  the 
blood  and  a  study  of  its  morphological  elements. 
In  certain  diseases,  accurate  diagnosis  resrs  upon 
the  results  of  blood  examinations.  In  many 
conditions,  a  study  of  the  blood  offers  valuable 
diagnostic,  prognostic  and  therapeutic  data. 

The  results  of  hematological  research  are  ac¬ 
cumulating  to  the  advantage  of  clinical  knowl¬ 
edge.  This  branch  of  experimental  medicine 
will  doubtless  continue  to  yield  much  that  will 
be  of  value  to  the  physician  and  surgeon. 
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PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  April  9,  1924 
Dr.  a.  S.  Hamilton,  Presiding 


The  regular  monthly  meeting  of  the  Academy 
was  held  at  the  Town  and  Country  Club  on 
Wednesday,  April  9,  1924,  at  8  p.  m.  The  meet¬ 
ing  was  called  to  order  by  the  President,  Dr. 
Hamilton.  There  were  43  members  and  2  vis¬ 
itors  present. 

The  minutes  of  the  March  meeting  were  read 
and  approved. 

The  following  members  reported  cases ; 

Dr.  John  Fulton  (St.  Paul)  reported  a  case 
of  beginning  panophthalmitis  due  to  trauma  suc¬ 
cessfully  treated  by  milk  used,  as  a  foreign  pro¬ 
tein,  as  follows : 

Mr.  \V.  W.  T.  was  assaulted  August  5  by  being 
hit  with  the  fist  on  the  left  eye,  driving  a  piece 
of  the  glasses  he  was  wearing  into  the  eye,  severely 
injuring  the  cornea,  cutting  it  horizontally  through 
the  center  down  to  the  limbus  on  both  sides. 

I  saw  him  early  on  the  morning  of  the  6th.  The 
eyeballs  and  lids  were  badly  inflamed,  but  the  pupil 
easily  dilated  with  atropin  so  that  I  could  get  a 
clear  view  of  the  fundus.  The  evening  of  that  day 
I  was  called  to  his  house  to  see  him  again  and 
found  a  very  severe  septic  inflammation  starting 
in;  the  lids  and  bulbar  conjunctiva  being  edematous 
and  many  small  hemorrhages  showing  themselves 
in  the  conjunctiva.  He  suffered  great  pain  in  the 
eye  throughout  the  night.  He  came  to  the  office 
the  following  morning  with  all  of  the  above  symp¬ 
toms  increased.  The  pupil  no  longer  responded 
to  atropin.  The  edges  of  the  corneal  wound  were 
white  with  septic  matter.  There  was  pus  in  the 
anterior  chamber.  All  the  structures  of  the  eye 
were  badly  inflamed.  A  typical  picture  of  com¬ 
mencing  panophthalmitis. 

Dr.  Paul  Berrisford  saw  the  case  with  me  in 
consultation.  He  quickly  recognized  the  gravity  of 
the  eye  condition  and  strongly  urged  the  milk  pro¬ 
tein  treatment. 

The  patient  was  immediately  sent  to  St.  Luke’s 
Hospital.  On  the  afternoon  of  that  day  he  was 
given  6  c.c.  of  milk  boiled  for  four  minutes;  this 
by  the  intramuscluar  route.  This  produced  no  con¬ 
stitutional  reaction. 

The  next  day  Dr.  Carl  Larsen  examined  the  case 
with  me,  and  he  strongly  endorsed  the  treatment, 
but  advised  an  increase  of  the  dosage,  which  was 
pushed  up  to  12  c.c.  with  the  most  gratifying  re¬ 
sults.  The  patient’s  temperature  went  up  to  101.° 
The  pupil  began  to  dilate,  and  the  intense  tender¬ 
ness  of  the  eyeball,  which  had  been  caused  by  the 
rapid  onset  of  the  septic  iridocyclitis,  had  almost 
completely  disappeared. 

The  intramuscular  injections  of  boiled  milk  were 
kept  up  for  several  days  longer  until  the  eye  be¬ 
came  quiet,  the  inflammatory  effusion  became  ab¬ 
sorbed,  and  the  eye  was  soon  restored  to  the  con¬ 
dition  that  it  was  in  before  it  was  injured. 


My  object  in  reporting  this  case  to  this  society, 
instead  of  to  the  Academy  of  Ophthalmology,  is 
to  open  up  the  question  as  to  whether  or  not  this 
same  treatment  will  benefit  similar  inflammatory 
conditions  in  other  parts  of  the  body. 

Gratifying  results  from  parenteral  protein  therapy 
can  be  abundantly  found  in  the  reviews  of  our  medi¬ 
cal  Journals.  One  of  the  most  interesting  reports 
is  from  De  Andrade,  of  Rio  de  Janeiro,  in  which 
he  reports  the  most  gratifying  results  in  treating 
post-operative  iridocyclitis  and  three  cases  of  gono¬ 
coccus  in  which  he  obtained  prompt  and  complete 
relief  of  this  most  dangerous  disease.  One  of  his 
cases  was  suffering  from  urethritis  and  an  old  sup¬ 
purative  otitis  media,  both  of  which  promptly  healed 
under  the  influence  of  the  same  therapeutic  remedy. 
He  never  used  more  than  eight  injections  and  never 
witnessed  any  unfortunate  effects. 

Many  foreign  proteins  are  now  most  popular 
remedies  in  the  treatment  of  septic  diseases,  but 
milk  seems  to  be  the  most  important,  reliable,  and 
marvelous  in  its  effect,  according  to  a  careful  sur¬ 
vey  of  very  extensive  literature  from  reliable 
sources.  Schmidt,  of  Prague,  although  having  had 
experience  with  other  proteins,  in  1915  selected 
cow’s  milk  for  this  purpose,  assigning  for  the  rea¬ 
son  that  it  was  always  available,  its  chemical  compo¬ 
sition  was  constant,  whereas  the  composition  of  the 
artificial  proteins  and  their  nerivatives  is  subject 
to  considerable  variation. 

There  is  no  doubt  as  to  its  wonderful  efficiency 
in  acute  iritis,  iridocyclitis  and  gonorrheal  conjunc¬ 
tivitis.  For  the  former  it  quickly  relieves  the  pain 
and  breaks  up  the  synechise,  which  resist  atropin. 
This  agent  is  a  powerful  prophylactic,  and  for  this 
purpose  is  being  used  by  many  surgeons,  with  the 
object  of  reducing  the  chances  of  infection.  Many 
members  of  my  own  specialty  use  it  as  a  preventive 
in  cases  of  cataract  operation  where  they  have  rea¬ 
son  to  fear  septic  complications  and  to  aid  in  re¬ 
lieving  septic  conditions  which  still,  though  very 
rarely,  take  place  after  cataract  operations. 

DISCUSSION 

Dr.  Brown;  I  have  used  some  of  these  milk  in¬ 
jections  myself  and  they  do  work  well  in  some 
cases  and  not  in  others,  and  I  have  been  striving 
to  find  something  that  could  be  standardized  better. 
Dr.  Boeckmann,  I  believe,  started  these  injestions 
in  St.  Paul.  Dr.  Boeckman  got  certified  milk  at 
first,  and  the  injections  were  very  unsatisfactory, 
so  he  went  down  to  one  of  the  restaurants  and  got 
some  of  their  milk,  and  he  then  had  some  very  good 
results. 

You  are  introducing  a  foreign  protein  into  the 
system,  and  that  is  the  thing  which  turns  the  case 
and  that  keeps  these  toxins  from  developing.  While 
milk  has  done  a  great  deal  in  these  cases,  I  do  not 
see  how  it  is  going  to  be  standardized.  Some  work 
is  being  done  on  other  substances.  If  we  could  get 
another  foreign  protein  which  is  in  the  nature  of 
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some  standardized  substance  like  tlie  vaccine  pro¬ 
teins,  which  we  introduce  for  typhoid,  and  avail¬ 
able  to  everybody  in  standardized  form,  1  think 
it  would  be  a  fine  thing.  I  think  that  we  are  work¬ 
ing  along  the  right  direction,  and  that  something 
of  that  sort  will  be  evolved  eventually.  There  is 
no  ([uestion  but  what  the  foreign  protein  turns  the 
tide  for  the  patient  and  that  a  great  many  eyes 
are  saved  in  that  way. 

Dr.  Ui.kich:  T  just  want  to  add  a  word  in  regard 
to  standardization.  The  only  instance  of  standard¬ 
ization  of  therapy  in  immunity  is  in  the  field  of 
soluble  poisons — toxins  and  antitoxin.s — in  diph¬ 
theria,  botnlismus  and  tetanus.  In  the  field  of  non¬ 
specific  protein  therapy  we  are  dealing  with  an  un¬ 
known  chemical  substance — protein — and  its  action 
on  a  body  in  which  the  laws  of  weight  and  mass 
come  into  ]>lay.  So  that  each  individual  is  a  law 
unto  himself.  In  each  instance  the  dose  is  experi¬ 
mental  and  will  always  be  so.  There  is  no  way  of 
standardization. 

Ur.  R.  IC  Farr  (Minneapolis)  reported  a 
method  of!  diaj^nosing  so-called  “potential”  in¬ 
guinal  hernia  by  means  of  pneumoperitoneum  in 
instances  where  the  diagnosis  could  not  be  made 
clinically  in  any  other  manner  except  by  opera¬ 
tion.  Dr.  Farr  stated  that  he  considered  that  the 
use  of  this  method,  if  experience  shows  that  it 
is  safe,  will  ])rove  an  excellent  means  of  clearing 
up  the  question  of  the  so-called  “traumatic” 
hernia.  Radiograms  were  shown. 

Dr.  H.  P.  Ritchie  (St.  Paul)  gave  a  talk  on 
some  of  the  problems  of  treatment  of  malignancy 
about  the  face,  head  and  neck,  and  illustrated 
it  with  numerous  lantern-slides. 

Dr.  hk  S.  Judd  (Rochester)  read  a  paper  on 
“Diverticulitis  of  the  Colon,”  which  was  illus¬ 
trated  with  lantern-slides. 

DISCUSSION 

Dr.  a.  Schwyzer:  Dr.  Judd  has  si)okcu  about 
the  etiology  of  diverticolitis.  This  point  is  as  yet 
all  practically  in  the  stage  of  speculation,  and  so 
one  is  allowed  to  speculate  a  little  bit,  too.  Just 
a  general  weakness  of  the  wall  of  the  intestine  could 
hardly  be  considered  an  etiological  factor  because, 


if  the  diverticulum  is  not  congenital,  then  we  must 
consider  it  a  pressure  diverticulum  where  the 
mucosa  and  submucosa  are  pushed  out;  in  other 
words,  a  very  strong  contraction  of  the  intestine 
might  bring  it  on  with  a  comparatively  weak  spot 
in  the  wall. 

Klebs  found  the  diverticula  to  be  located  just 
where  the  vessels  enter  the  intestinal  walls,  and 
Dr.  Judd  has  told  us  that  they  found  diverticula 
comparatively  frequently  in  fat  people.  If  we  now 
consider  that  fat  especially  locates  around  these 
entering  vessels,  we  see  here  a  gap  in  the  muscular 
wall  and  a  lack  of  r.esistance  at  this  place  during 
forcible  contraction  of  the  gut.  I  cannot  help  feel¬ 
ing  that  these  severe  contractions  of  the  colon 
have  their  effect,  especially  when  people  can  not 
always  obey  nature’s  call  when  it  should  be.  Too 
much  and  too  prolonged  resistance  to  nature’s  call 
must  therefore  be  detrimental. 

Our  old  friend,  Dr.  S.,  had  symptoms  that  looked 
like  carcinoma  of  the  colon,  and  autopsy  showed 
that  he  had  innumerable  diverticula  from  one  end  of 
the  colon  to  the  other,  which  reduced  the  colon  to 
a  hard  thick  cord. 

I  think  a  few  meetings  ago  I  mentioned  a  woman 
who  had  discharge  of  vesical  calculi  for  many 
months.  The  patient  one  day  brought  calculi  in 
in  a  box.  There  were  more  than  twenty  of  them. 
They  did  not  seem  quite  as  firm  as  ordinary  calculi, 
almost  somewhat  elastic.  They  were  recognized 
as  hardened  fecal  masses.  The  cystoscope  allowed 
us  to  recognize  a  hole  above  the  trigone.  We 
opened  the  abdomen,  went  down  along  the  poster¬ 
ior  wall  of  the  bladder  until  we  got  to  a  thick 
mass  which  we  cut  away  from  the  bladder.  A 
small  opening  into  the  bladder  was  closed.  Then 
we  dissected  this  mass  from  the  lower  colon  which 
also  had  a  fistulous  looking  opening  into  this  mass, 
which  was  a  thick  inflamed  diverticulum.  Apparent¬ 
ly  the  fecal  matter  had  got  into  this  diverticulum, 
gradually  hardened  and  finally  perforated  into  the 
bladder  at  regular  intervals. 

The  wealth  of  material  reported  by  Dr.  Judd  is 
striking  for  one  who  sees  this  class  of  cases  only 
at  long  intervals.  Perhaps  the  reason  why  we  do 
not  see  more  of  this  condition  is  that  we  do  not 
go  through  our  cases  as  readily  with  .r-ray  exam¬ 
ination. 

— John  E.  Hynes,  M.D. 

Secretary. 
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POLITICS  AND  PUBLICITY  FROM  A 
MEDICAL  ANGLE 

The  time  is  very  near  when  all  loyal  citizens 
of  Minnesota  are  expected  to  cast  their  votes  at 
the  primaries,  June  sixteenth,  for  various  dele¬ 
gates  and  officers  of  the  state,  county,  and  muni¬ 
cipality.  Judging  from  the  conditions  which  have 
lasted  over  from  1923,  if  the  people  are  to  be 
successful  in  their  choice  they  must  turn  out  and 
vote ;  otherwise  the  non-voter  will  control  the 
situation  politically,  for  it  is  the  man  who  does 
not  vote  that  shapes  the  destinies  of  his  official 
family.  There  are  now  more  than  sixteen  candi¬ 
dates  for  governor,  six  of  whom  are  running  on 
the  Republican  ticket,  and  most  of  whom  are  con¬ 
fident  of  the  nomination  !  The  rest  of  the  candi¬ 
dates  are  divided  between  the  Democrats  and  the 
Farmer-Labor  group  and  other  organizations 
with  which  we  are  not  familiar. 

In  a  way,  this  year  seems  to  be  a  crucial  year 
in  trying  out  the  vigil  of  the  people,  to  see 
whether  they  are  alert  to  constructive  or  de¬ 
structive  candidates.  If  we  do  succeed  in  electing 
as  our  next  governor  and  a  legislative  body  men 
like  we  have  representing  us  in  congress,  it  may 
save  the  possibility  of  bills  of  an  unnecessary 
character,  because  there  will  be  much  wind,  some 
talk,  and  very  little  real,  thoughtful  expression. 
The  women’s  organizations  are  in  just  as  much 
trouble  as  the  men’s ;  the  women  are  as  indifferent 
and  unwilling  to  cast  their  votes,  for  any  party — 


they  simply  sit,  as  we  do,  and  think  there  is  no 
use  trying  to  elevate  the  body  politic.  There  is 
where  we  are  going  to  fall  down,  unless  we  have 
a  stimulant  of  some  sort  to  urge  us  on  to  register, 
to  vote,  and  to  select  with  our  best  judgment 
the  men  who  will  be  of  greatest  service.  We, 
as  medical  men,  should  take  an  active  part  in 
general  political  issues,  not  by  self-advertising, 
but  by  our  role  as  citizens,  something  for  the 
good  of  the  people.  We  should  be  as  much  in¬ 
terested  in  their  public  welfare  as  we  are  in  their 
medical  welfare.  The  effort  has  been  made  to 
bring  about  the  publicity  of  the  medical  man,  as 
Avas  shown  by  the  good  work  done  by  the  Minne¬ 
apolis  Health  Exposition.  Consequently,  the 
medical  marl  need  not  hesitate  to  enter  the  field 
of  publicity  and  with  due  modesty,  but  with  more 
vigor,  pi'esent  his  cause  to  the  people.  He  must 
be  able  to  show  that  the  medical  man  has  ad¬ 
vanced  in  medical  knowledge  and  in  his  ability 
to  care  for  the  public  from  a  public-health  point 
of  view,  as 'well  as  from  the  specialist’s  point  of 
view.  We  must  see  to  it  that  the  man  we  select 
as  our  nominee  for  governor  is  on  the  right  side 
of  constructive  medicine.  This  can  be  easily 
ascertained  by  a  conversation  with  the  many  can¬ 
didates,  at  least  in  a  general  way.  And  doubtless 
the  majority  of  the  candidates  would  express 
themselves  as  favorable  to  the  medical  profession, 
but  a  little  investigation  might  reveal  that  these 
promises  were  shallow,  and  we  want  something 
convincing. 

The  Journal-Lancet  is  firmly  convinced  that 
any  effort  made  in  the  coming  legislature  to 
secure  any  new  legislation  in  a  new  medical- 
practice  act  would  be  met  with  dire  defeat,  and 
therefore  our  entire  energy  should  be  spent  on 
keeping  what  we  have, — Minnesota’s  old  law, 
which  is  safe  and  sane ;  uphold  it  in  every  way, 
so  that  it  may  continue  in  force  as  a  helping  hand 
and  not  as  a  hindrance.  To  be  sure,  it  may  be 
necessary  some  time,  to  change  our  laws  in  some 
minor  particulars,  but  the  coming  year  is  no  time 
to  indulge  in  any  attempt  at  revisions.  It  has 
been  suggested,  too,  that  we  have  been  less  in¬ 
terested  in  our  legislative  functioning  body  than 
we  should  be ;  that  it  was  shown  at  the  last  leg¬ 
islative  session  that  very  few  medical  men  ex¬ 
pressed  their  views  to  the  members  of  the  Senate 
and  House,  and  that  not  infrequently  the  com¬ 
mittees  that  had  medical  matters  in  hand  were 
anxious  to  know  how  medical  men  felt.  And  we 
should  be  ready  with  our  advice  or  explanations 
of  what  we  think  advisable  for  the  good  of  the 
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public;  if  we  do  not,  it  is  quite  certain  that  the 
various  cults  and  their  org’anized  efforts  will 
stand  ready  to  offer  the  advice  that  should  come 
from  medically  trained  men. 

THE  FORMATION  OF  A  SOCIETY  OF 
OPTIMISTS 

The  formation  of  this  new  organization  fol¬ 
lowed  closely  upon  the  departure  of  the  Apathy 
family  that  have  been  visiting  in  various  parts 
of  the  country.  It  was  found  that  there  was 
altogether  too  much  complaint  on  the  part  of  a 
certain  number  of  people  as  to  the  amount  of 
work  they  did,  the  amount  of  money  they  re¬ 
ceived,  and  the  fact  that  the  entire  world  was 
going  to  the  dogs.  A' habit,  a  nervous  habit,  had 
been  growing  on  the  people,  who  seemingly  de¬ 
lighted  to  exhibit  their  psychoneurotic  tendencies 
by  claiming  that  the  pressure  of  the  times  was 
so  great  that  they  could  not  ])ossibly  continue 
either  to  do  business  or  to  carry  on  trade.  All 
of  which,  fortunately,  is  simply  delusion  on  the 
part  of  these  individuals. 

The  more  this  thing  is  talked  about  the  more 
the  pessimist  gets  into  the  limelight,  and,  instead 
of  crying  his  pessimistic  wares,  he  should  re¬ 
member  that  he  is  one  of  the  people  and  that  the 
only  way  to  improve  conditions,  even  as  he  sees 
them,  is  to  get  busy,  do  his  work  as  he  should, 
keep  a  stiff  upper  lip,  and  smile  himself  through 
this  temporary  bank  of  fog.  It  has  been  said  by 
those  who  know  that  business  conditions  are  not 
as  bad  as  the  pessimist  represents;  that  certain 
parts  of  the  country  have  shown  a  gradual  im¬ 
provement  over  last  year,  and  that,  although  the 
amount  of  money  that  is  handled  is  not  quite  to 
the  liking  of  the  inhabitants,  it  shows  an  improve¬ 
ment  over  what  was  taken  in  a  year  ago.  If  it 
were  not  for  the  political  upheavals,  if  it  were 
not  a  presidential  year,  and  if  it  were  not  for  the 
presence  of  this  detestable  band  of  whiners,  fault¬ 
finders,  and  long-faced  flat-bellied  men,  the  coun¬ 
try  would  get  along  quite  as  well  as  it  has  before. 
It  is  quite  true  that  since  the  summer  of  1921 
there  has  been  a  decline  in  all  lines  of  business, 
and  that  the  recovery  from  the  decline  has 
been  slow ;  but  that  the  recovery  is  on  its  way 
is  self-evident.  Financiers,  bankers,  and  other 
business  men  are  constantly  speaking  words  of 
encouragement  covering  the  conditions  of  the 
country,  and  it  seems  inevitable  that  whatever 
depression  now  exists  is  gradually  righting  itself. 
And  for  this  reason  this  new  organization,  fi¬ 
nanced  by  the  spirit  of  loyalty  and  good  faith 
and  a  desire  to  help,  has  elected  its  staff  of 


officers  and  is  ready  to  receive  applicants  for 
membership.  Who  the  officers  are  The  Journal- 
Lancet  declines  to  reveal,  but  it  may  be  taken 
for  granted  that  they  are  men  of  good  standing 
and  may  be  relied  upon  to  carry  on  the  work 
with  which  they  are  entrusted.  References  are 
any  bank  or  any  profession  that  is  organized. 
No  man  who  weeps  and  wails  at  the  condition 
of  the  country,  or  cries  hard  times,  will  be  eligible 
for  membership  until  after  his  credentials  have 
been  lying  on  the  table  for  at  least  one  year;  by 
that  time,  if  he  has  reformed,  and  re-adjusted 
his  mental  outlook  he  may  get  in  and  be  accepted 
as  a  member;  and  during  that  year  of  probation 
it  may  be  he  will  be  the  man  who  will  be  holding 
on  by  the  edge  of  his  teeth,  instead  of  the  man 
who  is  attempting  to  carry  on  his  work  and  his 
lot  in  life,  however  dismal  it  may  seem,  with 
cheerfulness  and  hopefulness.  The  initiation  fee 
cannot  be  computed  in  dollars  and  cents,  but  it 
can  be  recognized  by  hollers  and  sense.  Boost 
for  your  optimistic  club ;  put  it  over  in  big  num¬ 
bers,  and  you  will  find  that  this  line  of  “new 
thought”  will  do  more  than  any  other  system  of 
faith-healing  or  any  of  the  so-called  cult  societies 
that  are  supposed  to  be  in  existence  now. 

THE  SOUTH  DAKOTA  STATE  MEDICAL 
MEETING 

The  meeting  of  the  South  Dakota  State  Med¬ 
ical  Association  at  Mitchell,  South  Dakota,  on 
May  20  and  21,  presented  all  evidences  of  con¬ 
tinued  medical  interest  when  an  attractive  pro¬ 
gram  is  offered.  There  were  approximately  150 
men  registered,  and  they  evinced  their  interest  in 
and  loyalty  tO'  the  Association  by  listening  to 
tbe  entire  program.  South  Dakota  very  wisely 
adopted  a  change,  or  made  a  departure  from  the 
usual  custom  of  previous  years,  in  that  the  pro¬ 
gram  was  largely  of  dry  clinics  by  men  who  were 
proficient  in  their  different  specialties. 

The  meeting  was  held  in  the  Metropolitan 
Theater,  and  continued  the  entire  day  Tuesday, 
including  the  evening  program,  and  all  of  Wed¬ 
nesday.  Minneapolis  seemed  to  be  pretty  well 
represented  as  there  were  three  men  on  the  pro¬ 
gram  :  Dr.  F.  W.  Schlutz,  head  of  the  Pediatric 
Department  of  the  University  of  Minnesota;  Dr. 
J.  A.  Pratt,  of  the  Eye,  Ear,  Nose  and  Throat 
Department ;  and  Dr.  F.  L.  Adair,  of  the  De¬ 
partment  of  Gynecology. 

The  morning'  program  on  Tuesday  consisted 
of  a  clinic  by  Dr.  Walter  Sheldon,  of  the  Mayo 
Foundation,  on  “Nervous  Diseases,”  and  a  clinic 
by  Dr.  A.  D.  Dunn,  of  Omaha,  on  “Diseases  of 
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the  Heart,”  taking  up  the  entire  forenoon  and 
giving  both  men  an  opportunity  to  show  plenty 
of  clinical  material  and  discuss  the  usual  things 
that  occur  in  general  practice.  In  the  afternoon, 
Dr.  J.  S.  Pritchard,  of  Battle  Creek,  Michigan, 
gave  a  very  stimulating  talk  on  “Chest  Condi¬ 
tions,”  either  tuberculosis  or  simulating  tubercu¬ 
losis.  His  talk  in  the  evening  was  on  the  “Treat¬ 
ment  of  Tuberculosis  by  Sunlight  and  Sanitarium 
Treatment,  Combined  with  Surgery,”  particu¬ 
larly  referring  to  Rollier’s  work  among  Swiss 
children. 

Dr.  Adams,  of  Winnipeg,  supplemented  Dr. 
Pritchard’s  paper  by  a  paper  on  chest  tubercu¬ 
losis,  in  which  he  illustrated  some  of  his  points 
with  patients  supplied  by  Mitchell  physicians, — 
a  dry  clinic. 

Dr.  E.  C.  Rosenow,  Chief  of  the  Department 
of  Experimental  Medicine  of  the  Mayo  Found¬ 
ation,  gave  two  talks  on  his  studies  relative  to 
influenza  and  the  relation  of  experimental  med¬ 
icine  to  present-day  life.  Dr.  Rosenow  has  ad¬ 
vanced  many  new  theories  and  many  new  prob¬ 
lems  that  are  stimulating  others  to  follow  in  his 
path. 

The  representative  men  of  South  Dakota  were 
at  the  'meeting  in  full  force,  and  as  an  organ¬ 
ization  they  showed  the  high  point  to  which  the 
State  Association  has  developed ;  and,  unless 
some  of  our  other  state  societies  wake  up, ‘South 
Dakota  will  soon  be  in  the  lead  from  an  inter¬ 
esting-program  point  of  view,  as  well  'as  a  repre¬ 
sentative  point  of  view. 

The  editor  of  The  Journal-Lancet  had  the 
pleasure  of  sitting  in  with  the  House  of  Delegates 
and  the  Councilors  at  their  meeting  at  noon  on 
Tuesday,  and  was  very  'much  pleased  to  learn 
that  the  cordial  relations  between  The  Journal- 
Lancet  and  the  South  Dakota  State  Medical 
Association  still  continued,  which  was  manifested 
by  the  renewal  of  the  contract  with  the  Asso¬ 
ciation  and  the  expression  of  friendly  good  faith 
and  the  assurance  of  the  fact  that  the  attitude 
of  the  profession  of  South  Dakota  toward  the 
paper  was  entirely  satisfactory.  The  editor 
wants  to  express  his  appreciation  publicly  through 
these  columns  to  the  chairman  of  the  House  of 
Delegates  and  to  the  Delegates  and  Councilors, 
as  well  as  to  the  officers  who  were  present.  The 
men  in  the  state  of  South  Dakota'  have  produced 
a  goodly  number  of  papers  which  have  been  of 
more  than  state-wide  interest,  and  very  frequent¬ 
ly  the  South  Dakota  men  are  quoted  by  the  ab¬ 
stractors  and  by  other  medical  journals. 


The  meeting  next  year  will  probably  be  a  very 
large  one,  and  plans  are  being  made  to  have  it 
so  that  it  will  be  partly  a  recreational  jaunt  as 
well  as  a  meeting  of  medical  interest. 


BOOK  NOTICES 


The  New  Science  of  Radiendocrinology  in  its  Re¬ 
lation  TO  Rejuvenation  Based  on  the  Radiation 
Technic  of  Dr.  Eugen  Steinach  of  Vienna.  By- 
Herman  H.  Rubin,  M.D.,  Director  of  the  Ameri¬ 
can  Institute  of  Radiendocrinology.  Medical 
Science  Publishing  Co. 

After  stating  the  value  of  rejuvenation  to  the 
race,  the  author,  in  this  little  book,  goes  on  to  de¬ 
scribe  the  endocrine  chain  giving  the  various  func¬ 
tions  of  each  gland.  He  also  quotes  several  other 
authors  with  whom  he  agrees  that  the  sex  glands 
are  not  merely  a  link  in  the  endocrine  chain,  but 
the  dominating  influence  in  the  well  being  of  all 
the  endocrines.  The  entire  body  is  described  as  “a 
complex  chemical  laboratory  supervized  by  the  en¬ 
docrines,  the  whole  plant  operating  with  marvel¬ 
ous  precision  under  electronic  influences  of  ioniza¬ 
tion.”  These  electronic  impulses  are  furnished  by 
the  normal  chemical  processes  going  on  in  the  body 
when  the  endocrines  are  functioning  properly. 
Hence  if  the  dominating  secretion  (sex  glands)  is 
being  supplied  in  sufficient  quantity,  the  rest  of  the 
chemical  laboratory  functions  properly;  there  is  no 
sub-ionization  and  therefore  no  old  age  or  pre- 
senile  states. 

So  by  his  new  science  called  “  Radiendocrinology” 
the  author  is  able  to  stimulate  the  endocrines  by 
radiation  to  greater  activity.  The  instrument  used 
is  called  the  “Radiendocrinator.”  There  is  no  ac¬ 
curate  description  of  it  only  that  it  is  more  power¬ 
ful  than  radium,  etc.,  and  more  expensive.  It  can 
be  used  for  “Home  Treatments”  by  being  applied 
at  night  over  the  sex  glands  for  a  certain  length  of 
time.  Finally  he  states  that  diabetes,  dieseases  of 
the  kidney,  prostate,  obesity,  etc.,  can  be  cured  by 
the  use  of  his  Radiendocrinator. 

There  are  no  scientific  data  nor  case  reports  to 
substantiate  these  conclusions. 

— R.  F.  McGaudy,  M.D. 

The  Surgical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month).  Volume 
3,  No.  1,  February,  1923.  Philadelphia  Number: 
Vol.  3,  No.  3,  June,  1923.  San  Francisco  Number: 
Per  clinic  year  (February,  1923  to  December,  1923) 
Paper,  $12.00:  Cloth,  $16.00  net.  Philadelphia  and 
London.  W.  B.  Saunders  Company. 

As  usual,  these  numbers  of  the  “Surgical  Clinics” 
cover  a  wide  range  of  subjects,  and  have  the  direct¬ 
ness  and  concreteness  that  have  always  character¬ 
ized  this  series  and  made  it  so  valued.  However, 
the  most  vivid  impression  that  remains  with  me 
after  reading  these  particular  numbers,  is  that  any- 
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one  interested  in  surgery  is  always  sure  to  find 
some  of  liis  own  ])roblems  of  the  moment  discussed 
in  whatever  numher  of  the  “Surgical  Clinics”  he 
may  open. 

Deaver’s  discussion  of  the  sccpicla:  of  suppurative 
appendicitis,  with  presentation  of  a  case,  was  of 
great  interest  to  the  writer  especially  as  he  had 
just  heard  a  discussion  of  the  subject  at  a  weekly 
clinical-pathological  conference  at  St.  Mary’s  Hos¬ 
pital.  The  case  of  “acute  appendicitis”  which  proved 
to  be  acute  pancreatitis  also  called  to  mind  another 
like  it  in  our  recent  discussion. 

Ashhurst  presents  a  series  of  seven  cases  illustrat¬ 
ing  some  aspects  of  surgery  of  the  stomach.  The 
ulcer  which  he  found  on  the  lesser  curvature  near 
the  cardiac  orifice  was  resected,  and  was  later  found 
microscopically  to  be  cancerous.  The  discussion 
was  especially  valuable  to  our  staff  as  it  came  just 
at  the  time  of  a  personal  encounter  with  a  very 
similar  case. 

In  both  numbers  there  are  cases  of  gall-bladder 
disease  of  various  types  presenting  serious  difficul¬ 
ties  in  differential  diagnosis  and  treatment.  There 
is  one  especially  interesting  series  of  three  cases 
of  chronic  cholecystitis  simulating  gastric  malig¬ 
nancy.  In  all  three  cases  the  pre-operative  diagno¬ 
sis  of  the  clinicians  and  the  rontgenologist  was 
probable  pyloric  carcinoma.  Another  case  of  special 
interest  to  us  was  one  of  obstruction  of  the  cystic 
duct  by  an  enlarged  lymph  node. 

Some  well-illustrated  gynecological  clinics  are 
found  in  both  numbers.  They  are  concrete  and 
practical.  Bone  surgery  is  unusually  well  repre¬ 
sented.  We  find  a  case  of  cervical  rib,  some  knee 
resections,  fracture-dislocations  of  the  carpal  bones, 
fractures  of  long  bones,  tuberculosis  and  also  dis¬ 
location  of  the  hip,  and  cases  of  osteomyelitis.  One 
case  of  carbuncle  of  the  neck  and  one  of  tuberculous 
cervical  lymphadenitis  give  very  practical  hints.  We 
were  interested  in  the  series  of  cases  of  unilateral 
exophthalmos. 

A  number  of  reports  will  be  of  interest  to  urolog¬ 
ists.  One  patient  with  hydronephrosis  due  to  an 
aberrant  artery  underwent  nephrectomy.  Another 
patient  with  double  right  kidney  illustrates  the  diffi¬ 
culty  in  the  differential  diagnosis  between  renal 
calculus  and  appendicitis.  The  case  of  pyonephro¬ 
sis  on  the  basis  of  an  abnormal  renal  pelvis  tells 
a  lesson  to  be  remembered. 

- T.  H.  SwEETSER,  M.D. 

International  Clinics.  Edited  by  Henry  W.  Cattell, 
A.M.,  M.D.,  IMiiladelphia,  in  collaboration  with 
others.  Volume  I,  34th  series,  1924.  308  pages. 

Illustrated.  I’hiladelphia  and  London:  J.  B.  Lipp- 
incott  Company,  1924. 

According  to  the  jacket  of  this  volume,  the  most 
valuable  articles  are  those  on  the  gall-bladder,  by 
J.  E.  Sweet  of  Pennsylvania,  on  exophthalmic 
goiter,  by  I..  F.  Barker,  of  Johns  Hopkins,  and  on 
essential  hemorrhagic  purpura,  by  Nathan  E.  Brill, 
of  Mt.  Sinai,  New'  York.  The  reviewer  is  in  agree¬ 
ment  regarding  the  last-named  article,  unreservedly, 
and  as  to  the  first  article  with  reservation,  whereas 
the  Barker  article  could  be  simply  and  routinely 
considered  without  stress. 


Barker  discusses,  in  some  detail  and  wdth  con¬ 
siderable  philosophy,  the  clinical  picture  of  exoph¬ 
thalmic  goiter  and  the  management.  His  interpre¬ 
tation  of  the  underlying  pathology  as  being  outside 
the  gland  itself  and  caused  by  some  agent  acting 
jointly  upon  the  endocrin  and  vegetative  nervous 
system  is  broad  enough  to  be  in  accord  with  any 
of  the  present-day  teachings.  His  insistence  upon 
treating  each  case  as  an  individual  and  by  such 
steps  as  rest  and  forced  feeding  therapy, ligations, 
and  partial  to  complete  lobectomies,  is  properly 
taken.  Although  containing  nothing  new,  it  is  what 
he  intends  it  to  be — a  readable  resume  for  the  gen¬ 
eral  man. 

J.  E.  Sweet  takes  as  his  theme  the  gall-bladder, 
its  past,  present  and  future,  attempting  to  assemble 
pertinent  information  concerning  the  embryology, 
the  actual  structure  and  pathology,  and  data  con¬ 
tributing  to  a  reasonable  judgment  as  to  the  state 
to  which  the  gall-bladder  may  be  regulated  in  the 
future;  that  is  whether  it  shall  be  held  entirely  in¬ 
violable  e.xcept  in  dire  extremity  as  the  pancreas 
now  is,  or  whether  it  shall  be  considered  in  the 
light  of  a  vestige  as  the  appendix.  Leading  up  to 
a  basis  for  final  decision,  certain  almost  forgotten 
structures  are  brought  to  light,  namely,  Heister’s 
spiral  valve  of  the  cystic  duct;  the  mucosa,  wdth 
its  muscular  coat;  the  lymphatic  supply;  and  the 
parietal  sacculi  of  the  bile  ducts.  From  these  facts 
the  principal  function  of  absorption  is  deduced  and 
the  adjunctive  function  of  fat  and  cholesterol  meta¬ 
bolism,  first  advanced  by  Aschoff  and  recently  newly 
worked  up  by  Boyd,  of  Toronto,  is  revived.  This 
article  is  well  considered  and  constructed  without 
needless  detail  and  erudition. 

By  far  the  most  valuable  article  of  the  volume 
is  that  by  Brill  on  essential  hemorrhagic  purpura, 
because  of  the  life-saving  therapeutic  suggestion  of 
splenectomy  for  the  accurately  diagnosed  case.  The 
condition  may  be  differentiated  and  diagnosed  by 
four  simple  tests — the  capillary  resistance  test  of 
Hess  (appearance  of  petechise  on  an  extremity  distal 
to  a  constricting  pressure);  the  platelet  count,  which 
is  markedly  diminished;  the  prolonged  bleeding 
time  with  normal  clotting  time;  and  the  failure  of 
a  clot  of  blood  to  retract.  Given  an  accurate  diag¬ 
nosis,  splenectomy  is  curative  in  an  otherwise  ab¬ 
solutely  fatal  condition. 

The  other  articles  in  the  volume  need  onlj^  pass¬ 
ing  comment.  Griffith  gives  a  clinical  analysis  of 
chronic  valvular  disease  in  children  and  a  discussion 
of  cerebral  spastic  diplegia.  There  is  a  symposium 
on  the  new-born  by  Willson,  O’Donnell,  Moser, 
Foote,  and  Eichenlant,  in  which  such  subjects  as 
infant  mortality  stastistics,  birth  hemorrhages  and 
fractures,  inanition,  hemorrhagic  tendencies,  pyeloro- 
spasm  and  stenosis,  and  skin  affections  are  consid¬ 
ered,  together  with  an  article  designed  apparently 
for  students  or  nurses  on  routine  care  of  new-born. 

Under  the  heading  of  “Diagnosis  and  Treatment,” 
John  Clark  comments  quite  favorably  on  the  use  of 
radium  to  control  benign  uterine  bleeding  and  in 
treatment  of  cancer  of  the  cervix.  Parkes  Weber 
of  London  takes  up  the  question  of  operative  estab¬ 
lishment  of  collateral  circulation  in  chronic  ascites; 
Rene  Gouge,  of  Paris,  discusses  the  various  types 
of  measles  and  the  use  of  convalescent  serum,  both 
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prophylactically  and  therapeutically;  Magnac,  of 
Versailles,  gives  a  complete  report  of  a  case  of  tuber¬ 
culosis  of  the  spleen,  with  the  pathology  and  dif¥er- 
entlal  diagnosis.  Gordon,  of  McGill,  frankly  admits 
that  about  all  that  is  known  of  migraine  is  that  it 
is  probably  hereditary,  and  he  pessimistically  sug¬ 
gests  that  the  late  James  Stewart’s  treatment  of 
bed  rest  in  a  cool,  dark  room  with  a  cup  of  strong 
black  coffee  is  about  as  good  a  treatment  as  any¬ 
thing.  The  unusual  association  of  herpes  zoster  of 
the  maxillary  division  of  the  cranial  nerve  with 
complete  paralysis  of  the  seventh  is  presented  by 
Lloyd  and  Elliot. 

In  the  treatment  of  anal,  anorectal,  and  rectal 
fistulse,  Pennington,  of  Chicago,  advocates  complete 
dissection  with  primary  suture  or  what  he  calls 
the  “seton”  method.  Drueck  enumerates  normal  and 
abnormal  fecal  constituents  with  an  outline  for 
routine  examination  of  material  which  should  be 
valuable  to  the  laboratory  technician. 

For  those  occupied  with  industrial  medicine. 
Rector  gives  a  summary  of  various  important  medi¬ 
cal  aspects  of  workmen’s  compensation  laws,  and 
Price  points  out  the  need  for  much  more  extensive 
and  efficient  industrial  health  supervision.  The 
Progress  of  Aledicine  for  1923,  by  the  editor  of  The 
Clinics,  Henry  W.  Cattell,  does  not  lend  itself  read¬ 
ily  to  abstract,  being  itself  a  review. 

The  general  impression  of  this  March  number  is 
that  Sweet’s  article  is  worth  while  in  calling  atten¬ 
tion  to  some  points  of  gall-bladder  structure  not 
considered  in  the  present  trend  toward  functional 
ideas,  but  necessary  of  consideration  lest  unwar¬ 
ranted  therapeutic  enthusiasm  is  to  prevail;  and  that 
most  certainly  Brill’s  article  should  be  read,  inas¬ 
much  as  many  lives  will  be  saved  by  putting  into 
practice  his  suggestions. 

— J.  R.  Carey,  M.D. 


NEWS  ITEMS 


Dr.  C.  1.  Spannare  has  moved  from  Milton, 
N.  D.,  to  Inkster,  N.  D. 

Dr.  John  F.  Fulton,  of  St.  Paul,  has  gone  to 
Europe,  and  will  return  in  July. 

The  annual  meeting  of  the  Chisago  Pine  County 
Medical  Society  was  held  at  Pine  City  last  month. 

Drs.  H.  E.  Allen  and  C.  L.  Bury,  of  Geddes, 
S.  D.,  are  planning  to  open  another  hospital  in 
that  city. 

The  editor  of  The  Journal-Lancet  attended 
the  annual  meeting  of  the  South  Dakota  State 
Medical  Association  last  month  and  makes  some 
comments  about  it  on  another  page. 

Dr.  S.  E.  Hurley,  of  Gettysburg,  S.  D.,  ob¬ 
served  the  fortieth  anniversary  of  his  practice  in 
that  city  last  month. 

Dr.  Owen  W.  Parker,  of  the  Shipman  Hospital 
at  Ely,  was  elected  president  of  the  Rotary  Club 
of  that  city  last  month. 


Drs.  L.  D.  Peck  and  H.  A.  Fasbender,  of 
Hastings,  have  opened  the  former  Adsit  Hospital 
for  the  care  of  their  patients. 

Dr.  J.  W.  Campbell  has  moved  from  Fargo, 
N.  D.,  to  Moorhead,  Minn.,  where  he  will  do  eye, 
ear,  nose,  and  throat  work  exclusively. 

Diplomas  were  given  to  ninety-six  graduating 
nurses  last  month  by  St.  Mary’s  Hospital  and 
the  Kohler  School  of  Nursing  at  Rochester. 

Dr.  J.  A.  McIntyre,  of  Owatonna,  has  been 
promoted  from  the  rank  of  captain  to  that  of 
major  in  the  Medical  Officers’  Reserve  Corps  in 
the  L".  S.  Army. 

A  free  baby  clinic  given  at  our  Lady  of  Lourdes 
Hospital  last  month  by  The  Hot  Springs  Clinic 
at  Hot  Springs,  S.  D.,  drew  babies  from  South 
Dakota,  Wyoming,  and  Nebraska. 

The  reward  of  $2,000  offered  for  the  discovery 
of  the  body  of  the  late  Dr,  F.  E.  Fyle,  of  Geddes, 
S.  D.,  was  promptly  paid  to  the  two  farmer  boys 
who  discovered  the  body  last  month. 

The  new  Wilder  Dispensary  Building,  erected 
in  St.  Paul  by  the  Amherst  Wilder  Charity,  is 
ready  for  occupancy.  It  cost  over  $200,000,  and 
is  a  handsome  four-story  brick  and  stone  struc¬ 
ture. 

Dr.  John  Landenberger,  of  New  Prague,  died 
last  month  at  the  age  of  73.  He  had  practiced 
medicine  in  New  Prague  nearly  fifty  years,  and 
had  held  many  positions  of  trust  in  the  city  and 
county. 

The  Red  River  Valley  Medical  Society  held  a 
quarterly  meeting  last  month  at  Crookston.  Dr. 
Theodor  Bratrud,  of  Warren,  talked  on  the  work 
done  in  the  clinics  of  Eastern  cities,  which  he 
recently  visited. 

In  our  last  issue  we  noted  that  Dr.  Hans  Gol- 
hach,  of  Vienna,  had  joined  the  staff  of  the 
Bartron  Hospital  and  Clinic,  which  we  placed  at 
Mitchell,  S.  D.,  instead  of  Watertown,  S.  D., 
where  they  are  located. 

At  the  annual  meeting  of  the  Southern  Minne¬ 
sota  Medical  Association,  held  last  month  at 
Mankato,  Dr.  H.  M.  Meyerding,  of  Rochester  was 
elected  president,  and  Dr.  H.  T.  McGuigan,  of 
Red  Wing,  was  elected  secretary. 

The  General  Hospital  of  Minneapolis  has 
hitherto  not  admitted  women  as  internes  on  the 
ground  that  they  were  not  fitted  physically  for 
much  of  the  work.  This  policy  has  been  changed, 
and  women  internes  are  now  admitted. 
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Ry  hearty  and  early  co-operation  between  the 
State  Boards  of  Health  of  North  Dakota  and 
Minnesota,  a  threatened  typhoid  fever  epidemic, 
which  originated  in  Fairmount,  N.  D.,  near  the 
border  line  of  the  states,  was  prevented. 

Dr.  E.  W.  Hammes,  of  Hampton,  has  retired 
from  practice  after  over  forty  years  active  prac¬ 
tice  in  Minnesota.  He  graduated  from  Rush  in 
1882.  Dr.  Ivan  Linsin,  formerly  of  Fergus  Falls, 
is  caring  for  Dr.  Hammes’  work  temporarily. 

The  Modern  Hospital,  of  Chicago,  offers  three 
cash  prizes  of  $350,  $150,  and  $100,  respectively, 
for  three  best  essays  on  “The  Inter-relationship 
of  Hospital  and  Community.”  Details  of  the 
competition  may  be  had  from  the  Modern  Hos¬ 
pital  Publishing  Co.,  Chicago. 

Dr.  Edward  J.  Davis,  who  was  a  pioneer 
Minnesota  physician  and  practiced  in  Mankato 
for  a  number  of  years,  died  in  Ontario,  Calif., 
last  month.  Dr.  Davis  graduated  from  the  Al¬ 
bany  College  of  Medicine  in  the  class  of  ’67,  and 
at  once  came  to  Minnesota  to  .begin  practice. 

Dr.  George  W.  Davis,  of  Duluth,  died  last 
month  at  the  age  of  71.  Dr.  Davis  was  a  grad¬ 
uate  of  the  Detroit  Medical  College,  class  of  ’79, 
and  began  practice  in  Duluth  in  1883,  where  he 
remained  until  his‘  death.  He  was  County  phy¬ 
sician  for  a  number  of  years  and  held  office  in 
the  city  government  a  number  of  times. 

The  Supreme  Court  of  Minnesota  has  decided 
that  a  contract  made  between  two  physicians,  one 
of  whom  is  employed  by  the  other  for  a  definite 
term  and  agrees  not  to  enter  practice  in  the 
same  city  or  within  a  reasonable  distance  from 
it  and  within  a  reasoniable  term  of  years,  such 
contract  can  be  enforced  by  injunction.  This 
principle  would  hold  in  case  one  physician  sells 
his  practice  (good-will)  to  another  and  agrees 
not  to  resume  practice  within  reiasonable  time  and 
a  reasonable  distance  from  the  home  or  office  of 
the  physician  purchasing  the  practice. 

At  the  June  24th  meeting  of  Lymanhurst  and 
Parkview  medical  staffs,  the  following  program 
of  short  talks  will  be  given :  “Vital  Capacity 
Studies  in  3,100  University  Students,”  Dr.  W. 
P.  Shepard;  “Vital  Capacity  and  the  Lungs  and 
It’s  Significance  in  Hyperthyroidism,”  Dr.  C.  A. 
McKinlay;  “Vital  Capacity  as  a  Functional  Test 
for  Heart  Diseases,”  Dr.  Thos.  Ziskin;  “The 
Effects  of  Pregnancy  on  Vital  Capacity,”  Dr. 
Warren  J.  Bell;  “Further  Studies  on  Normal 
Vital  Capacity  Standards,”  Dr.  L.  H.  Cady ;  “The 


Vital  Capacity  in  Congenital  Heart  Disease,”  Dr. 
M.  H.  Nathanson;  “The  Effects  of  Certain  Dis¬ 
eases  of  the  Lungs  and  Pleura  upon  the  Vital 
Capacity,”  Dr.  C.  H.  Rice.  All  physicians  are 
invited  to  attend  these  meetings. 

The  South  Dakota  State  Medical  Association 
held  its  forty-third  annual  meeting  at  Mitchell, 
S.  D.,  last  month.  The  following  medical  men 
outside  of  the  state  were  on  the  program ;  Drs. 
W.  D.  Sheldon  and  C.  E.  Rosenow,  of  the  Mayo 
Clinic,  Rochester;  Drs.  F.  W.  Schlutz,  J.  A. 
Pratt,  F.  L.  Adair,  and  Wallace  Cole  of  the  Uni¬ 
versity  of  Minnesota;  Dr.  J.  S.  Pritchard,  of 
Battle  Creek,  Mich. ;  and  Dr.  A.  D.  Dunn,  of 
Omaha,  Neb.,  formerly  Professor  of  Medicine  in 
Cireighton  University.  The  following  officers 
were  elected  for  the  current  year :  President, 
Dr.  R.  L.  Murdy,  Aberdeen,  S.  D. ;  first  vice- 
president,  Dr.  W.  R.  Ball,  Mitchell ;  second  vice- 
president,  Dr.  T.  E.  Riggs,  Pierre;  third  vice- 
president,  Dr.  S.  M.  Hoff,  Yankton;  secretary- 
treasurer,  Dr.  R.  D.  Alway,  Aberdeen. 


THEY  “RUSHED”  SOUTH  DAKOTA 

Dr.  F.  E.  Clough,  of  Lead,  S.  D.,  class  of  ’02  of 
Rush  Medical  College,  presided  at  the  forty-third 
annual  meeting  of  the  South  Dakota  State  Medical 
Association  held  at  Mitchell  on  May  20  and  21. 

The  program  consisted  of  “dry  dines”  by  celebri¬ 
ties  from  outside  the  state,  four  of  the  eight  being 
Rush  alumni: 

Dr.  Walter  Sheldon,  ’95,  of  Rochester. 

Dr.  F.  L.  Adair,  ’01,  of  Minneapolis. 

Dr.  A.  D.  Dunn,  ’02,  of  Omaha. 

Dr.  E.  C.  Rosenow,  02,  of  Rochester. 

More  than  150  South  Dakota  physicians  enjoyed 
the  best  program  ever  given  at  a  State  Association 
meeting. 

The  Rush  alumni  present  gathered  about  the  sup¬ 
per  table  at  Widman  Hotel  as  the  guests  of  Dr. 
W.  R.  Ball,  ’02. 

After  the  feast  the  earliest  Rush  graduate  in  South 
Dakota,  and  Dr.  R.  F.  Dundas,  ’74,  of  Mitchell,  told 
of  interesting  times  of  Rush  “under  the  sidewalk.” 
The  latest  Rush  man  present.  Dr.  O.  Chas.  Erickson, 
’20,  of  Sioux  Falls,  spoke. 

But  this  was  an  ’02  event  for  there  were  nine  of 
the  class  of  1902  present. 

Fine  talks  from  our  guests  were  given  by  Dr. 
A.  D.  Dunn,  ’02,  of  Omaha;  Dr.  E.  C.  Rosenow,  ’02, 
of  Rochester;  Dr.  F.  H.  Roost,  ’02,  of  Sioux  City. 
Then  we  heard  from  President  F.  E.  Clough,  ’02, 
of  Lead;  Dr.  W.  R.  Ball,  ’02,  of  Mitchell;  and  Dr. 
Chas.  E.  McCauley,  ’02,  of  Aberdeen. 

The  following  Rush  men  were  present. 

Dr.  R.  F.  Dundas,  ’74,  of  Mitchell. 

Dr.  O.  R.  Wright,  ’93,  of  Huron. 

Dr.  F.  W.  Freyberg,  ’95,  of  Aberdeen. 
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Dr.  W.  D.  Sheldon,  ’95,  of  Rochester. 

Dr.  C.  L.  Wendt,  ’02,  of  Canton. 

Dr.  A.  J.  Moe,  ’97,  of  Sioux  Falls. 

Dr.  T.  J.  Wood,  ’97,  of  Huron. 

Dr.  F.  L.  Class,  ’99,  of  Huron. 

Dr.  F.  L.  Adair,  ’01,  of  Minneapolis. 

Dr.  G.  S.  Adams,  ’01,  Yankton. 

Dr.  J.  C.  Ohlmacher,  ’01,  of  Vermilion. 

Dr.  G.  W.  Potter,  ’01,  of  Redfield. 

Dr.  W.  R.  Ball,  ’02,  of  Mitchell. 

Dr.  F.  E.  Clough,  ’02,  of  Lead. 

Dr.  A.  D.  Dunn,  ’02,  of  Omaha. 

Dr.  L.  N.  Grosvenor,  ’02,  of  Huron. 

Dr.  D.  S.  Kalayzian,  ’02,  of  Parker. 

Dr.  C.  E.  McCauley,  ’02,  of  Aberdeen. 

Dr.  C.  O.  Olson,  ’02,  of  Groton. 

Dr.  F.  H.  Roost,  ’02,  of  Sioux  City. 

Dr.  E.  C.  Rosenow,  ’02,  of  Rochester. 

Dr.  J.  F.  Adams,  ’06,  of  Aberdeen. 

Dr.  O.  A.  Kimble,  ’08,  of  Murdo. 

Dr.  A.  A.  McLaurin,  ’ll,  of  Pierre. 

Dr.  E.  M.  Young,  ’12,  of  Mitchell. 

Dr.  R.  Reagan,  ’13,  of  Sioux  Falls. 

Dr.  R.  G.  Willy,  ’16,  of  Mitchell. 

Dr.  C.  G.  Lundquist,  ’18,  of  Leola. 

Dr.  B.  H.  Unruli,  ’19,  of  Emery. 

Dr.  O.  C.  Eirickson,  ’20,  Sioux  Falls. 

Signed  by, 

— L.  N.  Grosvexor,  ’02, 
Huron,  S.  D. 

Promotion  of  Good  Fellowship  among 
THE  Medics 

The  Entertainment  Committee  of  the  Hennepin 
County  Medical  Society  conducted  during  the  past 
winter  a  bridge  tournament  in  the  Society’s  rooms 
in  the  Donaldson  building. 

A  series  of  six  matches,  one  each  month,  was 
held.  A  home-to-home  match  was  held  wdth  Olm¬ 
sted  County,  the  result  being  an  even  score.  About 
sixty  members  participated  with  an  average  attend¬ 
ance  of  about  thirty.  The  boys  reported  some  very 
enjoyable  evenings  and  are  looking  forward  to  the 
series  of  1924-1925. 

A  number  of  very  choice  prizes  amounting  to 
somewhat  over  $350  were  donated  by  the  following 
firms : 

C.  Bagstad,  Surgical  Supplies,  a  Dezeng  ophthal¬ 
moscope  and  otoscope. 

Donaldson  Pharmacy,  a  game  set  in  mahogany 
case. 

Noyes  Bros.  &  Cutler,  a  Baunanometer. 

Chas.  Anderson,  Surgical  Supplies,  a  silver  cup. 
Physicians  Exchange,  one  year’s  membership. 
Physicians  and  Hospital  Supply  Co.,  a  set  of  two 
thermos  bottles  in  a  case. 

Syndicate  Bldg.  Pharmacy,  100  cigars. 

A.  Kneibel,  Cigar  Store,  50  cigars. 

Benson  Optical  Co.,  automobile  goggles. 

Loop  Garage,  $10.00  in  trade. 

G.  Dauphine  Tire  Co.,  three  $6.00  purchase  certi¬ 
ficates.  In  addition  to  these  donations  there  were 
about  $70  in  prizes  purchased. 

The  tournament  the  coming  season  will  be  under 
the  chairmanship  of  Dr.  C.  A.*  Borreen.  They  are 
now  willing  to  challenge  any  group  in  the  state. 


Under  the  management  of  the  present  committee 
a  very  successful  golf  tournament  was  held  last 
season.  Plans  are  nearly  completed  for  the  1924 
tournament,  and  a  much  larger  number  have  signified 
their  intention  to  play.  Two  matches  have  already 
been  arranged  with  the  Olmsted  County  Society, 
two  with  the  Ramsey  County  Society,  and  two  with 
the  Minneapolis  District  Dental  Society.  Several 
more  are  being  started.  All  members  of  the  pro¬ 
fession  in  Minneapolis  are  invited  to  enter  this 
tournament. 

— James  S.  Reynolds,  M.D. 

Chairman  of  the  Publicity  and 

Educational  Committee. 


Minneapolis  Office  Location  Offered 

Excellent  location  for  physician  on  a  busy  corner 
in  Minneapolis  is  offered.  Reception-room  with  an 
established  dentist.  Address  92,  care  of  this  office. 

Office  Furniture  and  Location  for  Sale 
Being  obliged  to  leave  Minneapolis  on  account  of 
health,  I  will  sell  my  office  furniture,  with  or  with¬ 
out  lease  of  office,  for  $350.  It  is  in  excellent  con¬ 
dition  and  would  cost  at  least  $600.  The  location 
is  south  on  Chicago  Avenue.  Address  99,  care  of 
this  office. 

X-Ray  Machine  for  Sale 

A  Standard  oil-transformer,  big  type  x-ray  ma¬ 
chine,  just  like  new,  for  sale  at  a  reasonable  price. 
Oil  transformer  brand  new.  Address  93,  care  of 
this  office. 

Standard  X-Ray  Machine  for  Sale 
Have  an  outfit  large  enough  to  do  all  kinds  of 
.r-ray  work,  used  four  years.  Is  in  A1  condition. 
Coolidge  tube  and  supplies  go  with  it,  tube  stand, 
etc.  Address  S.  E.  Reeves,  M.D.,  Eagle  Bend,  Minn. 

Small  Hospital  Equipment  for  Sale 
Complete  equipment  of  a  12-bed  hospital  is  offered 
for  sale.  Equipped  for  general  service,  surgery,  and 
obstetrics.  Address  inquiries  to  P.  O.  Box  135,  Elk 
River,  Minn. 

Temporary  Work  Wanted 
By  a  competent  physician  licensed  in  Minnesota 
and  North  Dakota.  Can  give  the  best  of  references. 
Ten  years  experience;  available  at  once.  Address 
79,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  LaSalle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Physician  Wanted  in  North  Dakota 
A  young  man  preferred.  For  Center,  N.  D.,  the 
County-seat  of  Oliver  County.  No  doctor  now  in 
County.  Center  has  three  churches  and  two  banks. 
It  is  an  up-to-date  town.  As  health  officer  the 
doctor  receives  $25  a  month.  Address  Robert  Dunn, 
Center,  N.  D. 
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Auto-Kamp  Trailer  for  Sale 

Late  model  with  complete  equipment,  including 
tent,  two  full-sized  spring  beds  with  mattresses, 
pillows,  ice  box,  and  grocery  chest.  All  in  first- 
class  condition.  Address  Dr.  O.  A.  Aaker,  Velva, 

N.  D. 

Fine  Opening  for  a  Physician  in  North  Dakota 

An  opening  for  an  A1  physician  and  surgeon  in 
western  North  Dakota  with  excellent  hospital  facili¬ 
ties.  Address  103,  care  of  this  office. 

Specialist  Wanted 

We  have  a  fine  opening  for  an  eye,  ear,  nose,  and 
throat  man;  also  for  a  man  in  obstetrics,  children’s 
diseases,  and  internal  medicine  to  join  a  group,  and 
simply  share  the  waiting-room  cost.  Town  of  30,000, 
west  of  the  Twin  Cities.  Address  102,  care  of  this 
office. 

Minneapolis  Office  in  Fine,  New  Residential 

District  for  Rent 

Some  business  already  established  is  open  for 
new  doctor  from  present  doctor  who  is  leaving  the 
city.  Fine  rooms,  low  rent,  and  splendid  location. 
Offices  over  a  drug-store.  Address  95,  care  of  this 
office. 

Practice  for  Sale 

Wanted:  A  physician  to  take  over  my  practice 
of  eighteen  years  in  a  live  ]\Iinnesota  town  of  2,500, 
located  sixty  miles  from  the  Twin  Cities.  Purchase 
of  modern  residence  optional.  A  good  opportunity. 
Good  collections.  Am  going  to  specialize.  Address 
91,  care  of  this  office. 


Opening  for  Young  Man 
Correspondence  solicited  with  a  recent  graduate 
or  preferably  a  physician  with  from  two  to  five 
years  experience.  Specialty,  obstetrics  and  gyne¬ 
cology.  Address  98,  care  of  this  office. 

Minnesota  Practice  for  Sale 
Will  sell  my  practice  as  I  am  taking  up  special 
work.  The  practice  is  young  yet,  but  without 
doing  my  own  surgery  I  made  over  $5,000  last 
year  and  collected  94  per  cent.  Practice  ought  to 
run  $7,000  or  upwards  next  year  on  account  of  a 
new  railroad  being  built  into  the  town.  Am  anxious 
to  close  the  deal  at  once.  Address  76,  care  of  this 
office. 

Minnesota  Practice  for  Sale 
In  good  Southern  Minnesota  town  practice  and 
complete  new  office  equipment  for  minor  surgery, 
tonsillectomies,  and  refraction.  Ideal  office  location 
with  young  dentist  who  has  .r-ray.  Waiting  room 
and  office  girl  shared.  Many  insurance  appoint¬ 
ments.  $6,000  cash  in  1923.  Town  of  1,000  wdth  good 
future.  Equipment  invoices  $1,500.  Must  have  some 
cash.  Give  reference,  affiliations,  etc.  Address  94, 
care  of  this  office. 

Minneapolis  Offices  for  Rent 
Very  desirable  accommodation  for  a  surburban 
physician  wishing  special  office  hours  downtown. 
Choice  of  several  rooms,  whole  or  part  time,  in  a 
building  exclusively  for  physicians  and  dentists.  Re¬ 
ception  room  nurse,  laboratory  technicians,  etc.,  in 
attendance.  Address  101,  care  of  this  office,  or  call 
at  821  Besse  Building. 


Post  Graduate  Hospital  and  Medical  School 

OF  CHICAGO 

has  given  SPECIAL  POST  GRADUATE  TRAINING 
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BONE  TUMORS  OF  TRAUMATIC  ORIGIN 

By  Peter  A.  Nestos,  B.A.,  M.D. 

MINOT,  NORTH  DAKOTA 


Primary  bone  tumors  are  of  particular  interest 
to  the  surgeon  because  of  their  varied  pathology 
and  the  variance  in  prognosis  dependent  on  such 
pathology.  Sarcoma  of  bone  has  been  recognized 
for  many  years,  but  opinions  still  vary  as  to  its 
proper  classification.  A  great  deal  of  work 
along  this  line  has  recently  been  done  by  Borst, 
Bloodgood,  Buerger,  and  Ewing.  Unification 
seems  difficult  where  one  attempts  to  include 
histologic  details  and  seat  of  predilection  in  the 
diagnosis.  The  simpler  the  classification  the 
more  useful  it  is  likely  to  prove. 

It  is  essential  that  the  surgeon  should  be  able 
to  distinguish  before  operation  between  certain 
types  of  these  tumors,  for  the  degree  of  malig¬ 
nancy  is  extremely  variable.  Sacrificing  an  ex¬ 
tremity  may  be  imperative  in  one  case,  but  ab¬ 
solutely  unjustifiable  in  another. 

For  practical  purposes  it  might  be  well  to 
classify  these  neoplasms  as  either  malignant  or 
benign,  as  our  chief  interest  lies  in  the  question. 
What  sort  of  prognosis  can  I  offer?  If  the 
tumor  is  a  round  or  spindle-cell  sarcoma,  the  prog¬ 
nosis  must  be  guarded  or  unfavorable,  if,  on  the 
other  hand,  it  is  a  giant-cell  tumor  the  outlook 
is  quite/  different,  as  it  has  been  shown  that  this 
type  of  tumor  is  non-malignant  and  non-metas¬ 
tatic. 

Etiology. — The  etiology  of  these  tumors  is  not 
clearly  known.  The  incidence  in  youth  is  quite 
striking  in  chondroma,  osteochondroma,  and  sar¬ 
coma  of  the  malignant  type.  In  giant-cell  tumor 

•Presented  before  the  fifteenth  annual  meeting  of  the 
Soo  Surgical  Association  held  at  Minot,  North  Dakota. 


there  is  more  of  an  equal  distribution  throughout 
life. 

Trauma  has  been  given  an  important  place  in 
the  etiolog}"  of  bony  neoplasms  by  Virchow  and 
many  of  the  older  writers.  Reinhardt  obtained 
a  distinct  history  of  trauma  in  only  16.6  per 
cent  of  his  cases.  In  an  analysis  of  cases  from 
the  records  of  the  Massachusetts  General  Hos¬ 
pital  and  the  Collis  P.  Huntington  Memorial 
Hospital  for  the  ten -year  period  ending  January 
1,  1921,  Greenaugh  and  others  report  injury  as 
a  likely  factor  in  about  40  per  cent  of  the  cases 
of  true  sarcoma  and  25  per  cent  in  cases  of 
giant-cell  sarcoma.  Considering  that  such  an 
amount  of  material  yielded  only  43  cases  for 
study  it  is  quite  apparent  that  the  individual  phy¬ 
sician,  particularly  in  the  smaller  centers,  has  but 
a  meager  chance  to  get  much  clinical  experience 
in  this  field. 

These  tumors  appear  with  greater  frequency 
in  the  epiphyseal  end  of  the  diaphysis  of  long 
bones  and  the  giant-cell  growth  is  rarely  seen 
elsewhere,  when  one  excludes  epulis. 

Dr.  Vitrac,  of  France,  reports  two  cases  of 
sarcoma  in  which  he  regarded  trauma  as  the 
unquestioned  etiology.  The  first  became  notice¬ 
able  three  months  after  injury  to  the  soft  tissues 
of  the  thigh,  and  the  second  one  and  one-half 
years  after  traumatizing  the  femur. 

H.  L.  Rocher  reports  nine  cases  of  traumatic 
periosteoma  and  shows  them  to  be  caused  by 
trauma  alone  or  by  trauma  followed  by  infection. 
Some  of  these  tumors  develop  insidiously  while 
others  grow  very  rapidly  attaining  a  considerable 
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size  in  less  than  two  months. 

Symptoms. — The  symptoms  are  often  conspic¬ 
uous  by  their  absence.  A  pathological  fracture 
often  occurs  before  anything  is  suspected.  A 
tumor  may  be  the  only  sign  of  trouble  for  a  long 
time;  however,  its  size  and  location  may  cripple 
the  extremity  affected  by  mechanical  interfer¬ 
ence.  Pain  is  a  variable  symptom.  In  central 
round-cell  sarcoma  of  rapid  growth’  it  may  be 
very  marked,  continuous  or  intermittent,  dull  or 
sharp.  In  the  malignant  tumor  cachexia  de¬ 
velops  as  the  disease  progresses. 

Diagnosis. — The  diagnosis,  as  a  rule,  has  to  be 
made  by  an  analysis  of  the  history,  physical  find¬ 
ings,  radiography,  and  microscopic  pathology. 
In  many  instances  it  is  impossible  to  say  to  what 
class  the  tumor  belongs  until  studied  microscop¬ 
ically. 

The  ;r-ray  is  invaluable  in  arriving  at  an  idea 
of  the  structural  changes  of  all  bone  lesions,  but 


Pig.  1.  Osteoclionclroma  of  the  humerus.  To  prevent 
recurrence  extirpation  should  be  complete. 


Fig.  2.  Different  view  of  the  tumor  shown  in  Fig.  1. 


to  get  all  the  benefit  from  the  picture  it  must 
be  interpreted  by  one  of  large  experience.  Os¬ 
teoma,  osteochondroma,  sarcoma,  and  giant-cell 
tumor  have  their  differentiating  points,  which 
radiography  will  reveal  to  the  expert  in  many 
instances  and  enable  him  to  distinguish  from  each 
other  and  from  conditions  such  as  arthritis,  os¬ 
teomyelitis,  tuberculosis,  syphilis,  and  metastatic 
tumor. 

Treatment. — The  treatment  in  these  conditions 
is  largely  surgical.  There  are  three  methods  of 
procedure:  (1)  excision,  (2)  resection,  and  (3) 
amputation  or  disarticulation. 

In  the  benign  types  excision  of  the  tumor  is 


Fig.  3  Osteochondroma  of  fibula  closely  resembling 
sarcoma  clinically  and  in  its  macroscopic  appearance. 
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all  that  is  required.  One  must  be  sure  to  remove 
the  entire  growth,  however,  or  recurrence  is  apt 
to  take  place.  Giant-cell  sarcoma  is  included  in 
this  class  of  cases.  In  spindle-cell  and  round-cell 
sarcoma  I  believe  the  consensus  of  opinion  is  in 
favor  of  amputation  or  disarticulation.  Early 
diagnosis  and  treatment  might  change  the  sur¬ 
gical  procedure  to  one  of  conservatism  even  in 
definite  casesi  of  sarcoma. 

Mortality  statistics  in  these  cases  do  not  tend 
to  optimism.  Three-year  cures  are  not  very  nu¬ 
merous,  but  metastasis  and  early  death  are. 

In  the  series  of  cases  reported  by  Greenaugh 
and  others  we  have  the  arbitrary  three-year  limit 
exceeded  by  only  13  per  cent. 

Early  exploration  with  permission  for  immed¬ 
iate  amputation  is  safer  treatment  in  a  doubtful 
case  than  delay.  The  gross  appearance  of  sar¬ 
coma  is  fairly  characteristic  but  one  should  al¬ 
ways  have  the  diagnosis  verified  by  a  competent 
microscopist.  This  is  shown  in  case  No.  3  sub¬ 
mitted  herewith  and  which,  by  the  way,  seemed 
to  justify  me  in  writing  this  paper. 

Case  1. — Girl,  aged  10,  complaint,  swelling  of 
arm  near  shoulder.  History  without  solicitation 
brought  forth  the  fact  that  she  had  injured  the 
affected  part  about  one  month  before  when  she  fell 
while  skating.  The  swelling  had  been  noticed  first 
on  the  day  before  consulting  me.  Examination 
showed  very  clearly  that  the  swelling  arose  from 
and  was  part  of  the  humerus  as  it  could  be  palpated 
very  easily  through  the  overlying  deltoid  muscle. 
X-ray  study  led  to  a  diagnosis  of  osteoma,  and  oper¬ 
ation  for  removal  was  advised  and  accepted.  The 
tumor  was  excised,  and  a  diagnosis  of  osteochon¬ 
droma  was  made  by  the  pathologist. 

Case  2. — Boy,  aged  15,  was  hit  in  the  right  max¬ 
illary  area  by  a  baseball.  About  six  months  later 
he  began  to  complain  of  pain  and  earache,  and  ob¬ 
serving  a  certain  amount  of  swelling  and  distortion 
of  the  face  he  consulted  a  physician.  Malignancy 
was  suspected,  but  for  certain  reasons  nothing  was 
done  for  the  boy  for  a  period  of  two  months. 

At  this  time  some  of  the  growth  was  removed, 
but  hemorrhage  prevented  the  completion  of  the 
work.  The  microscopic  diagnosis  of  the  specimen 
was  spindle-cell  sarcoma. 

The  patient  was  given  1600  mg.  hours  of  radium. 
Further  treatment  was  refused.  He  returned  to  his 
home  where  he  died  from  the  ravages  of  the  disease 
about  one  year  later. 

Case  3. — Boy,  aged  8,  rolled  off  the  roof  of  a 
shed  in  December,  1921.  He  limped  for  a  few  days 
because  of  painful  bruising  of  the  upper  external 
right  leg.  Two  months  later  there  was  a  noticeable 
swelling  at  the  site  of  the  injury,  and  the  physician 
who  was  called  pronounced  it  a  fracture  of  the  fibula 
with  excessive  callus  formation.  During  the  fol¬ 
lowing  months  the  swelling  gradually  increased  in 
size,  and  the  physician  was  again  consulted.  At 


this  time  his  suspicion  was  aroused,  and  the  parents 
were  instructed  to  bring  the  boy  back  should  the 
growth  continue  to  enlarge. 

A  month  later  the  boy  returned  and  was  referred 
to  me  for  diagnosis  and  treatment. 

Examination:  Patient  is  undernourished  and  has 
a  pale  sallow  complexion.  General  examination  is 
negative  throughout.  His  only  complaint  is  a 
growth  at  the  upper  end  of  the  right  leg  on  the  ex¬ 
ternal  side  and  partial  loss  of  function  of  the  right 
leg  and  foot.  He  walks  with  a  pronounced  limp, 
showing  weakness  of  the  extensor  muscles.  On  the 
lateral  aspect  of  the  affected  leg  corresponding 
to  the  upper  end  of  the  fibula  is  a  fusiform  swell¬ 
ing.  This  swelling  is  of  firm  consistency  and  free 
from  subjective  symptoms.  It  is  not  painful  on 
pressure.  There  are  several  dilated  veins  running 
across  its  surface.  Radiography  showed  the  tumor 
very  nicely,  and  I  made  a  diagnosis  of  probable 
sarcoma.  Because  of  the  location  of  the  tumor 
and  the  inability  to  make  a  positive  diagnosis  I 
decided  to  do  a  resection. 

Operation:  The  tumor  was  exposed  by  a  longi¬ 
tudinal  incision.  The  bellies  of  the  gastrocnemius 
and  peroneus  longus  were  thinned  out  into  fan-like 
proportions  over  the  tumor  surface,  and  the  anterior 
tibial  nerve  was  intimately  adherent  to  the  tumor 
where  it  was  stretched  over  it.  The  neoplasm  was 
freed  carefully  of  these  structures,  and  the  upper 
four  inches  of  the  fibula  with  its  tumor  was  re¬ 
sected. 

The  pathological  diagnosis  follows: 

The  section  is  composed  of  different  tissues: 

1.  Hyaline  cartilage  with  an  irregular  arrange¬ 
ment  of  its  cells,  which  appear  of  different  sizes, 
large  and  small. 

2.  A  mesh  of  trabeculae  of  connective  tissue  filled 
up  by  red  cells,  with  some  attempts  at  the  forma¬ 
tion  of  true  blood  vessels. 

3.  In  some  parts  the  cartilage  has  calcified  with 
the  abnormal  formation  of  bone. 

The  new  growth  is  a  hyperplasia  of  inflammatory 
origin.  But  the  overgrowth  was  enormous,  and  it 
has  acquired  an  independence  as  is  the  case  in 
tumors.  It  was  so  marked  that  its  macroscopical 
appearance  was  that  of  an  osteosarcoma;  but  micro¬ 
scopical  '  examination  show{S  the  neoformation  is 
similar  to  osteochondroma;  that  is  to  say,  an  ab¬ 
normal  and  irregular  formation  of  cartilage  with 
a  tendency  towards  calcification,  without  possessing 
the  characteristics  of  malignancy. 
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DISCUSSION 

Dr.  George  M.  Steele  (Oshkosh,  Wis.):  I  was 
extremely  interested  in  a  case  of  this  kind  that 
happened  in  the  service  of  the  Soo  Line.  This  case, 
which  occurred  three  years  ago,  went  on  file  in 
Chicago  for  an  injured  ankle.  The  patient  was  re¬ 
ferred  directly  for  first  care  to  Drs.  Wiley  and 
Smith,  of  Fond  du  Lac.  The  only  complaint  made 
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was  in  regard  to  the  Injured  ankle,  and  nothing  else 
was  spoken  of  for  three  weeks.  There  was  then 
discovered  an  enlargement  of  one  of  the  bones  of 
the  foot,  the  second  or  third  metatarsal.  Dr.  Wiley 
made  an  a'-ray  of  the  foot,  the  trouble,  seemingly, 
developing  in  the  metatarsus.  There  was  found  a' 
growth  with  various  cysts  without,  so  far  as  we 
could  discover,  the  departure  of  any  single  cell  be¬ 
yond  its  own  normal  covering.  The  case  went  on 
for  some  time  and  was  finally  sent  to  Dr.  Connell, 
of  Oshkosh,  who  referred  it  to  my  office.  I  made 
an  .r-ray  negative  from  both  angles,  and  they  corre¬ 
sponded  exactly  with  those  previously  made  at  Fond 
du  Lac.  1  thought,  as  did  Dr.  Connell,  that  it  was 
one  of  the  most  typical  cases  of  cystic  degeneration 
of  bone  1  had  ever  seen.  There  was  apparently 
nothing  that  indicated  malignancy.  The  case  then 
went  into  other  hands  at  Fond  du  Lac,  and  an  ex¬ 
amination  of  this  growth  was  made.  The  case  or 
a  specimen  was  sent  to  Chicago,  and  the  report  was 
made  that  it  was  a  large-cell  sarcoma.  There  is 
where  the  large-cell  sarcoma  comes  in,  to  occasion 
many  times  a  great  deal  of  trouble,  it  ought  not  to, 
and  the  needless  sacrifice  of  limbs.  I  was  surprised 
that  an  amputation  was  done  following  the  diag¬ 
nosis  of  large-cell  sarcoma. 

I  do  not  know  whether  the  first  amputation  was 
simply  of  the  foot  or  higher  up,  but  there  was  a 
secondary  amputation  of  the  leg. 

Dr.  John  H.  Rishmiller  (Minneapolis,  Alinn.): 
The  essayist  has  gone  into  detail  in  reporting  a  case 
with  microscopic  findings  of  osteochondroma,  and 
I  desire  to  make  a  few  remarks  relative  to  chon¬ 
droma  and  its  relation  to  osteoma. 

In  the  histological  classification  chondroma  and 
also  osteoma  are  grouped  in  the  connective-tissue 
type,  in  other  words,  among  the  benign  tumors  and 
not  among  the  malignant  group  as  in  epithelial 
group. 

Cartilaginous  tumors  are  divided  into  chondroma 
and  ecchondroma,  the  chondroma  originating  from 
transitory  cartilage  or  from  tissues  not  normally 
containing  cartilage,  such  as  respiratory  tract,  breast 
or  uterus,  and  the  ecchondroma  originating  from 
tissues  normally  containing  cartilage,  such  as  the 
costochondral  junctions.  Cartilage  is  essentially  em¬ 
bryonal  and  transitory  tissue,  and  chondromatous 
overgrowth  occurs  in  early  life  and  about  puberty. 
Many  cartilaginous  growths  are  located  in  the  grow¬ 
ing  ends  of  bones  and  reveal  a  distinct  tendency  to¬ 
ward  standstill  and  regression  at  the  period  when  the 
development  of  the  osseous  skeleton  is  complete. 
The  chief  growth  of  the  skeleton  in  the  upper  ex¬ 
tremity  is  in  the  upper  epiphysis  of  the  humerus  and 
the  lower  epiphyses  of  the  radius  and  ulna;  the 
growth  in  the  lower  end  of  the  humerus  and  the 
upper  ends  of  the  radius  and  ulna  add  but  little  to 
the  length  of  the  upper  extremity.  The  reverse  holds 
true  in  the  lower  extremity  as  the  growth  is  mainly 
in  the  lower  epiphysis  of  the  femur  and  the  upper 
epiphyses  of  the  tibia  and  fibula.  As  a  corollary, 
therefore,  we  would  naturally  expect  a  predilection 
for  cartilaginous  and  osseous  enlargement  in  the 
upper  end  of  the  humerus  and  the  lower  ends  of 
the  radius  and  ulna  and  in  the  lower  extremity  of 
the  femur  and  upper  extremities  of  the  tibia  and 


fibula.  The  knee  joint  is  prolific  as  to  the  frequent 
encounter  of  ecchondromas,  the  result  of  chronic 
arthritis  which  might  have  incited  an  osteochondri¬ 
tis.  The  knee  joint  is  exposed  and  is  a  frequent 
cause  of  trauma  in  mechanics,  and  joint-mice  are  a 
prolific  source  of  disability. 

The  periosteum  may  be  likened  to  the  perichon¬ 
drium,  and  trauma  to  pre-existing  cartilage  may  be 
the  inciting  cause  of  chondrogenesis.  In  other 
words,  trauma  and  inflammation  are  frequent 
causes  of  ecchondroma  about  the  knee  joint.  Chon- 
dromata  are  sometimes  encountered  in  the  diaphysis 
of  long  bones,  when  we  must  assume  that  a  local 
or  general  predisposition  exists,  traceable  to  various 
embryonic  disturbances.  Trauma  to  long  bones  may 
be  the  cause  of  osteophytes  and  in  some  instances, 
depending  on  misplaced  islands  of  cartilage,  may  be 
the  cause  of  chondrophytes.  The  development  of 
chondrophytes  has  been  demonstrated  histologically 
to  originate  from  islands  of  superfluos  caritlage  in 
the  periosteum. 

In  studying  this  subject  from  what  pathologists 
have  revealed  to  us  one  must  assume  that  osteoma 
and  ecchondroma  have  a  metaplastic  relationship 
and  it  mainly  depends  upon  whether  the  pre-existing 
cartilage  cells  are  traumatized,  stimulating  the  chon- 
droblasts  to  activity,  resulting  in  chondroma,  or 
whether  the  periosteum  is  traumatized,  stimulating 
the  osteoblasts  to  activity,  resulting  in  osteoma. 
In  all  skeletal  tumor  formations  we  must  assume 
that  embryonic  disturbances  exist  and  they  are  more 
apt  to  be  incited  to  activity  from  birth  up  to  the 
time  of  puberty. 

We  speak  about  malignant  cartilaginous  tumors, — 
chondrosarcomas.  When  the  chondroma  originates 
in  the  medulla  of  a  long  bone  the  growth  enlarges 
the  bone  and  assumes  a  thickened  spindle  form  at 
the  expense  of  the  compact  part  of  bone, — pressure 
osteoporosis.  This  may  go  on  even  to  complete 
absorption  and  perforation  of  the  diaphysis  of  the 
long  bone,  destroying  the  epiphysis  and  proving 
malignant  from  mechanical  factors,  and  w'e  might 
have  what  is  ordinarily  known  as  a  pathological  frac¬ 
ture.  Chondromas  have  an  invasive  propensity  for 
large  veins,  resulting  in  extensive  intravascular 
growths  and  proving  malignant  in  this  manner. 
Infiltrating  cartilaginous  tumors  may  be  likened  to 
sarcomatous  extension,  where  the  very  cellular 
peripheral  portion  invades  surrounding  tissues  and 
produces  nodules  of  cartilage  which  may  properly 
be  called  chondrosarcomas. 

Therefore,  in  studying  this  subject  of  osteochon¬ 
droma  (a  tumor  composed  of  bony  and  cartilaginous 
elements)  one  must  bear  in  mind  that  the  large 
majority  of  cartilaginous  growths  undergo  meta¬ 
plasia.  When  the  transformation  of  one  tissue  into 
another  takes  place,  as  of  cartilage  into  bone,  it 
remains  a  debatable  question  as  to  whether  to  call 
the  growth  cartilage,  cartilage  and  bone,  or  bone, 
and  the  report  of  neoplasms  is  only  of  value  when 
a  surgeon  works  in  conjunction  with  a  pathologist 
of  undisputed  reputation. 

Dr.  Carl  von  Neupert,  Jr.  (Stevens  Point,  Wis.) : 
It  might  be  well  to  take  a  Wassermann  in  some  of 
these  cases  of  apparent  bone  tumor.  A  few  years 
ago  I  saw  a  man  who  had  a  swelling  on  one  of  his 
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shin  bones  which  for  several  months  had  been 
treated  by  physicians,  and  an  operation  advised. 
He  presented  the  history  of  shin-bone  disease.  On 
questioning  him  a  little  more  closely  he  admitted 
that  he  had  had  syphilitic  infection  eight  years  be¬ 
fore.  I  sent  to  the  laboratory  a  specimen  of  his 
blood,  and  a  negative  report  came  back.  Being 
suspicious,  I  put  him  on  antisyphilitic  treatment  and 
the  tumor  disappeared  in  very  short  order.  In 
cases  of  similar  character  it  has  repeatedly  oc¬ 
curred  that  while  the  first  Wassermann  test  was 
negative,  the  second  has  been  positive.  Therefore 
in  doubtful  cases  of  bone  tumor  I  believe  a  Wasser¬ 
mann  test  should  be  made. 

Dr.  Herbert  H.  Leibold  (Parkers  Prairie,  Minn.): 
Bone  tumors  of  traumatic  origin,  I  feel  sure,  do 
occur.  We  do  not  see  them  very  often,  but  we 
must  always  be  on  our  guard  in  order  to  detect 
them.  I  have  seen  three  traumatic  cases  in  which 
the  tumor  that  developed  was  unquestionably  sar¬ 
coma  because  they  were  carefully  diagnosed  and 
operated  on,  and  there  was  no  question  about  it. 

The  first  case  was  that  of  a  man  whose  eye  was 
injured  by  the  penetration  of  a  foreign  body.  Some 
time  later  it  became  necessary  to  remove  the  eye. 
I  told  him  to  come  back  in  a  short  time,  as  we  were 
going  to  do  a  Mules’  operation  and  fit  him  with 
an  artificial  eye.  Three  months  afterwards  a  swell¬ 
ing  developed  in  the  back  part  of  the  orbit.  I  sent 
him  back  to  Dr.  Spratt,  of  Minneapolis,  who  ex¬ 
cised  a  portion  of  the  growth  and  found  that  it  in¬ 
volved  the  upper  part  of  the  bony  plate  of  the 
orbit.  The  diagnosis  was  round-cell  sarcoma.  They 
excised  it  as  thoroughly  as  they  could  and  sent  the 
patient  back  with  instructions  to  treat  him  with 
Coley’s  fluid.  The  patient  improved  under  this 
treatment,  the  enlargement  disappeared,  and  he  re¬ 
mained  well  for  one  year.  He  stopped  taking  the 
treatment  of  Coley’s  fluid  in  spite  of  advice,  and 
later  died  of  metastases  in  the  lungs. 

Another  case  was  that  of  a  young  lady  of  twenty- 
two,  who  had  made  a  misstep  and  was  lame  for  a 
month.  Then  it  was  claimed  that  she  had  sustained 
another  injury  from  the  result  of  which  a  swelling 
developed.  I  saw  her  three  months  after  the  first 
injury.  I  thought  she  had  a  neoplasm  and  sent 
her  away  for  .r-ray  examination.  Three  physicians 
examined  her,  and  they  decided  that  the  trouble 
arose  from  a  tuberculous  condition  of  the  ankle 
joint.  They  operated,  removed  some  of  the  tissue, 
which  was  submitted  to  microscopical  examination, 
and  then  failed  to  make  a  diagnosis.  The  wound 
apparently  healed,  and  she  came  back  with  a  lot 
of  granulations.  It  was  treated  with  silver  nitrate, 
and  the  wound  healed,  still  she  had  an  enlarged 
ankle  and  was  unable  to  walk  on  it.  All  three  men 
advised  her  to  have  an  amputation.  She  went  to 
the  city  again  and  saw  about  twelve  prominent  men, 
all  of  whom  advised  her  to  have  a  frozen  section 
made,  which  was  done,  and  they  found  it  was  sar¬ 
comatous  and  advised  amputation.  She  refused.  I 
took  her  to  Dr.  Gillette,  of  St.  Paul,  who  stated  that 
through  all  his  experience  with  sarcomatous  growths 
he  had  found  that  the  ankle  joint  is  the  place  where 
one  most  frequently  finds  giant-cell  sarcoma.  He 
said  that  in  this  case  of  giant-cell  sarcoma  he 


doubted  whether  it  would  be  necessary  to  remove 
the  leg,  but  he  advised  that  a  section  be  made,  and, 
if  the  tumor  was  found  to  be  any  other  kind  of 
sarcoma,  the  leg  ought  to  be  amputated.  She  re¬ 
fused  amputation.  This  was  five  years  ago.  The 
trouble  has  practically  disappeared  and  the  patient 
can  walk  on  the  foot  to-day. 

The  third  case  occurred  recently.  In  May,  1922, 
a  child  nine  years  of  age,  was  injured  by  falling  on 
the  hip,  was  lame  four  days  and  stayed  out  of  school, 
then  tried  to  go  to  school,  but  became  lame  again 
and  had  to  stay  home.  I  saw  the  patient  six  weeks 
later  when  she  had  some  enlargement  of  right  hip 
joint.  The  enlargement  increased,  and  she  had  a 
temperature  of  103°-104°  all  the  time.  One  would 
not  expect  to  find  this  elevation  of  temperature  in 
a  case  of  sarcoma  unless  it  was  breaking  down.  It 
looked  like  a  case  of  osteomyelitis.  After  a  week 
the  temperature  went  down,  but  the  child  was  not 
getting  along  as  well  as  she  should  and  they  took 
her  to  a  chiropractor  who  treated  her  for  a  week, 
then  brought  her  back.  They  thought  it  was  a  case 
of  tuberculosis  and  sent  her  to  a  hospital  in  St.  Paul 
where  a  diagnosis  of  sarcoma  was  made.  The  child 
died  and  post-mortem  revealed  a  round-cell  sar¬ 
coma. 

The  only  case  of  the  kind  I  had  previously  seen 
was  in  Philadelphia  while  a  senior  in  Jefferson 
Medical  College.  The  hip  joint  had  become  enor¬ 
mously  enlarged  from  sarcoma.  Dr.  DaCosta  told 
us  that  many  years  ago,  before  the  days  of  anti¬ 
sepsis,  they  sometimes  had  a  cure  of  this  condition. 
After  operating  on  these  cases  and  getting  infection, 
at  times  they  would  have  a  miraculous  cure,  and 
because  of  this  experience  Dr.  Coley  invented  his 
fluid.  In  the  case  referred  to  they  removed  the 
greater  part  of  the  hip  and  treated  the  patient  with 
Coley’s  fluid,  and  she  recovered.  (Coley’s  fluid:  A 
mixture  of  sterilized  cultures  of  streptococcus  ery- 
sipelatis  and  baccillus  prodigiosus,  in  the  proportion 
of  100  to  30,  with  20  of  glycerine.) 

Dr.  Albert  E.  Booth  (Minneapolis,  Minn.):  In 
cases  of  this  kind  where  the  question  of  diagnosis 
is  so  important  it  has  seemed  to  me  that  anything 
that  will  help  us  in  arriving  at  a  definite  diagnosis 
is  of  real  value.  The  patient  is  entitled  to  intensi¬ 
fication  of  the  idea  of  complete  study,  beginning 
with  blood  examination  and  going  on  down  the  line, 
including  a  complete  .r-ray  study.  In  metastasis 
any  operative  procedure  is  not  indicated,  but  is 
rather  meddlesome.  After  we  get  all  through  with 
our  study  I  think  we  must  take  into  account  the 
fact  that  human  frailty  enters  into  the  matter,  there¬ 
fore  we  must  go  back  over  the  ground  and  see  if 
we  have  not  somewhere  made  an  error.  That  very 
forcibly  came  to  me  some  time  ago  in  going  over 
what  I  had  first  supposed  to  be  a  sarcoma  of  the 
distal  end  of  the  femur,  but  which  proved  to  be  a 
cyst  and  where  a  little  more  careful  and  continued 
study  convinced  me  that  the  conservative,  rather 
than  the  radical,  treatment  was  indicated.  Almost 
three  and  one-half  years  have  elapsed  since  tlTe  simple 
removal  of  the  cyst,  and  the  patient  has  remained 
well.  On  the  other  hand,  it  seems  to  me  that  all  the 
malignant  cases  are  so  unsatisfactory.  All  patients 
I  have  operated  on  except  one  have  passed  on. 
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The  point  I  particularly  want  to  make  is  that  in 
our  work  for  the  last  year  and  one-half  we  have  made 
a  careful  routine  study  of  every  case  of  malignancy. 
Up  to  date  we  have  thus  studied  27  cases,  24  of  these 
carcinoma,  and  3  sarcoma  of  the  spindle-cell  variety. 
We  have  found  that  in  all  of  them  the  percentage  of 
lobulated  polymorphonuclear  leukocytes  was  above 
29.  We  have  found  this  factor  in  some  other  condi¬ 
tions  notably  indiscretion  in  diet  and  particularily 
after  the  indiscrete  use  of  intoxicants.  However,  in 
these  cases  of  indiscrete  diet  or  alcoholism  the  high 
percentage  of  lobulated  polymorphonuclear  leuko¬ 
cytes  soon  disappeared  after  the  correction  of  the 
fault,  while  in  the  malignant  tumor  cases  it  re¬ 
mained. 

I  think  we  ought  to  carefully  .v-ray  the  chest  in 
every  case  of  tumor  of  the  extremities,  thoroughly 
searching  for  metastases  before  proceeding  to  radi¬ 
cal  surgery. 

Dr.  John  V.  R.  Lyman  (Eau  Claire,  Wis.):  I 
have  three  cases  in  mind: 

1.  A  girl  aged  15,  while  playing  at  school,  was 
thrown  down  and  trampled  on  by  another  girl  im¬ 
mediately  behind  her.  A  tumor  developed  at  the 
lower  end  of  the  femur,  which  proved  to  be  sar¬ 
coma.  Amputation  was  done  early,  and  that  patient 
is  still  alive  and  is  now  perhaps  thirty  years  of  age. 

2.  A  logger  in  the  woods  was  struck  above  the 
knee  by  a  stick  being  thrown  from  a  chain  em¬ 
ployed  in  pulling  up  logs.  Sarcoma  developed, 
amputation  was  made,  and  a  year  and  a  half  later 
sarcoma  of  the  lung  developed,  and  death  followed. 

3.  A  man,  aged  24,  was  struck  in  the  upper  por¬ 
tion  of  the  thigh,  and  later  a  tumor  developed  which 
proved  to  be  sarcoma.  In  this  case  the  location  was 
on  the  anterior  portion  of  the  thigh  just  below 
Poupart’s  ligament  and  involved  Scarpa’s  triangle. 
As  amputation  at  the  hip  joint  was  not  feasible. 


radium  was  tried  and  for  a  time  seemed  to  be  of 
some  benefit.  Later  on  the  tumor  broke  down  and 
became  a  suppurating  mass,  and  the  man  died. 

Two  years  ago  I  was  called  in  consultation  to  see 
a  case  that  was  supposed  to  be  a  sarcoma  developing 
from  an  injury  to  the  femur.  The  surgeon  intended 
to  amputate  at  the  hip.  I  advised  against  amputa¬ 
tion,  recommending  that  first  an  incision  be  made 
down  on  the  tissues  involved,  a  specimen  removed 
and  taken  to  a  pathologist,  and,  if  it  proved  to  be 
sarcoma,  to  then  amputate.  The  pathologist  re¬ 
ported  that  it  was  not  a  sarcoma,  but  he  did  not 
know  what  it  was.  Seven  inches  of  the  femur  were 
removed,  and  a  tibial  transplant  was  put  in..  This 
never  united.  The  patient  had  seven  subsequent 
operations,  the  leg  was  of  no  benefit,  and  the  sur¬ 
geon  was  sued.  The  case  was  thrown  out  of  court. 

I  report  this  case  because  it  is  of  interest  to  all 
of  us.  In  case  of  any  bone  tumor  developing  after 
trauma,  a  specimen  should  be  examined  whenever 
possible  by  a  pathologist  to  find  out  the  nature  of 
the  tumor  before  amputation. 

Dr.  Nestos  (closing):  From  the  standpoint  of  the 
.r-ray  the  differential  point  lies  in  the  fact  that 
usually  a  sarcoma  will  show  a  trabeculation  of  the 
area  involved,  while  a  degenerative  process  like  a 
cyst  shows  no  such  trabeculation. 

In  regard  to  the  report  of  cases  by  Dr.  Leibold 
I  want  to  say  that  I  do  not  think  there  is  any 
question  but  that  definite  sarcoma  is  definitely  sur¬ 
gical;  however,  frequently  we  find  inoperable  cases, 
and  they  should  be  given  the  benefit  of  treatment 
with  Coley’s  fluid.  Some  authorities  have  reported 
using  Coley’s  fluid  fairly  extensively,  but  without 
any  benefit.  Dr.  Coley  reports  favorable  results 
in  a  number  of  cases.  Dr.  Coley  used  .r-ray  treat¬ 
ment  in  a  series  of  74  cases  in  only  4  of  wdiich  bene¬ 
fit  seemed  to  be  derived,  and  within  a  year  there 
was  recurrence  in  3  of  these  cases. 


CRUSHING  INJURIES  OF  THE  LIVER 

By  Martin  W.  Roan,  M.D.,  F.A.C.S. 

BISMARCK,  NORTH  DAKOTA 


It  is  the  intention  of  this  paper  to  treat  only 
injuries  to  the  liver  resulting  in  rupture,  due  to 
a  blunt  crushing  force.  This  class  of  injuries 
is  not  uncommon  and  is  frequently  overlooked 
because  of  a  hasty  superficial  examination  and 
a  too  great  readiness  to  put  the  patient  to  bed 
and  await  developments.  A  closer  study  of  the 
history  of  the  case,  especially  a  case  in  which 
the  injury  had  been  due  to  crushing  between  two 
heavy  objects,  s-uch  as  box  cars,  automobiles, 
etc.,  a  more  detailed  physical  examination,  and 
consideration  of  the  symptoms  would  reveal  the 
true  character  of  the  injury.  It  is  hoped  that 

♦Presented  before'  the  fifteenth  annual  meeting'  of  the 
Soo  Surgical  Association  held  at  Minot,  North  Dakota. 


with  the  newer  ar-ray  appliances,  such  as  the 
intensifying  screen  and  the  Bucky-Potter  dia¬ 
phragm,  the  true  condition  of  a  contused  or 
crushed  liver  can  be  more  readily  determined. 

SUBJECTIVE  SYMPTOMS 

The  chief  symptoms  are  those  of  shock,  pain, 
and  tenderness  in  the  right  hypochondrium,  nau¬ 
sea  with  vomiting,  dull  headaches,  and  inability 
to  take  nourishment.  The  pain  is  colicky  in  char¬ 
acter  and  comes  on  at  intervals  of  every  two 
or  three  hours.  The  abdomen  feels  tense  and 
hard,  as  if  it  might  break.  The  mind  is  usually 
quite  clear. 
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OBJECTIVE  SYMPTOMS 

The  temperature,  when  the  patient  is  seen 
early,  is  subnormal,  showing  that  the  patient  is 
in  severe  shock ;  and  the  skin  is  cold  and  clammy. 
The  expression  is  anxious ;  the  abdomen  is  tense 
and  usually  greatly  distended.  At  first  the  point 
of  greatest  tenderness  is  over  the  area  of  injury; 
later  it  is  diffused  over  the  abdomen.  There 
is  more  or  less  discoloration  of  the  skin,  and 
the  conjunctiva  is  injected  with  bile  pigment. 
If  not  seen  until  two  or  three  days  after  the 
injury  we  may  find  a  general  jaundice  present. 
The  pulse  varies  with  the  type  of  the  case  and 
the  severity  of  the  hemorrhage.  If  absorption 
of  bile  into  the  blood  has,  taken  place,  the  pulse 
will  be  slow  (bradycardia),  and  the  blood  pres¬ 
sure  about  normal.  A  second  type  shows  rapid 
pulse  and  falling  blood  pressure — 95  to  100  sys¬ 
tolic,  59  to  60  diastolic — and  extreme  pallor  and 
thirst,  which  no  doubt  are  due  to  hemorrhage. 
The  patient  complains  of  a  tired  feeling,  more 
than  any  particular  train  of  symptoms. 

DIAGNOSIS 

The  diagnosis  is  based  upon  the  history  of  the 
case,  symptoms,  and  a  careful  physical  examina¬ 
tion.  The  history  must  be  gone  into  in  detail 
as  to  the  approximate  amount  of  pressure  and 
the  size  of  the  crushing  force.  If  rupture  is 
complete  we  get  localized  pain  in  the  region  of 
the  injury,  which  does  not  usually  radiate,  some 
discoloration,  marked  rigidity,  signs  of  intra¬ 
abdominal  bleeding,  pallor,  thirst,  weak  and  rapid 
pulse,  and  falling  blood  pressure.  If  the  patient 
is  not  seen  until  twenty-four  to  forty-eight  hours 
after  the  injury,  we  get  a  different  picture.  The 
pain  is  more  diffuse  and  may  radiate  to  the  right 
shoulder.  Abdominal  distention  is  greater.  The 
whole  abdomen  will  be  bloated  and  tympanitic, 
and  may  resemble  acute  peritonitis,  but  no  local¬ 
ized  tenderness  will  be  found.  With  the  com¬ 
bined  symptoms,  history,  and  physical  examina¬ 
tion,  diagnosis  as  to  the  injury  can  readily  be 
made,  but  the  extent  of  the  injury  or  rupture 
cannot  be  determined  until  the  abdomen  is  opened 
and  a  direct  inspection  made. 

TREATMENT 

What  should  be  done  when  one  is  called  to 
a  case  that  has  been  severely  crushed?  If,  after 
a  careful  consideration  of  the  history  and  the 
physical  findings,  one  is  satisfied  that  the  liver 
is  ruptured,  one  should  not  delay  in  getting  the 
patient  to  a  place  where  proper  treatment  can 
be  given.  If  the  patient’s  condition  will  warrant 


moving,  a  hospital  is  the  proper  place.  If,  how¬ 
ever,  the  condition  calls  for  immediate  action, 
large  adhesive  strips  should  be  used  in  order 
to  bind  the  liver  tightly  against  the  upper  ab¬ 
dominal  wall,  which  is  supported  by  the  ribs. 
In  addition  to  this,  a  large  muslin  binder  may 
be  used  to  exert  further  pressure,  and  the  nec¬ 
essary  supportive  treatment  should  be  given.  As 
soon  as  possible  the  patient  must  be  moved  to 
a  hospital. 

Crushing  or  rupture  of  the  liver  is  so  serious 
an  accident  and  the  danger  of  fatal  hemorrhage 
and  peritonitis  are  so  great  that  an  operation 
must  be  done  as  early  as  possible.  When  the 
abdomen  is  opened  it  will  be  found  full  of  free 
blood.  A  systematic  search  for  the  wound  should 
be  made,  and  a  large  gauze  pack  should  be  used 
to  wall  oft'  the  abdomen  from  the  normal  side. 
The  liver  is  extremely  friable,  and  it  is  easy 
to  increase  the  rent  by  using  force,  therefore 
it  is  necessary  to  pack  gently  and  treat  it  with 
great  consideration.  After  the  hemorrhage  has 
been  checked  by  pressui*e  and  all  the  free  blood 
in  the  abdomen  sponged  out,  one  must  repair 
the  damage.  I  have  found  a  large  round  full- 
curved  needle  without  a  cutting  edge  and  No.  1 
thirty-day  chromic  catgut  best  suited  for  this 
purpose.  Four  through-and-through  sutures  will 
usually  be  sufficient,  but  should  they  have  a 
tendency  to  tear  out,  they  may,,  be  reinforced 
by  two  longitudinal  sutures  of  plain  No.  2.  cat¬ 
gut.  After  suturing  the  rent  the  abdomen  should 
be  thoroughly  sponged  out  and  closed.  If  the 
loss  of  blood  has  been  great,  transfusion  may  be 
done.  However,  if  the  hemorrhage  has  been  to 
that  extent,  the  patient  usually  dies  before  help 
can  be  obtained.  Injections  of  horse  serum  and 
styptics  have  been  of  little  value  in  the  cases  I 
have  had. 

After-treatment :  The  patient  should  be  placed 
in  Fowler’s  position.  The  bed  should  be  kept 
warm  with  hot  water  bottles.  Hypodermoclysis 
of  normal  saline  solution,  500  to  800  c.c.  every 
forty-eight  to  seventy-two  hours,  should  be  used. 
Proctoclysis  of  sodium  bicarbonate  solution,  gr. 
5  to  the  ounce,  should  be  given  continuously  for 
the  first  two  or  three  days,  as  it  will  help  to 
overcome  the  acidosis.  Plenty  of  water  by  mouth 
should  be  given.  The  diet  should  be  liquid  and 
nutritious  for  the  first  week.  The  patient  should 
be  kept  in  bed  for  at  least  forty  days,  because 
when  the  stitches  absorb  and  let  loose  there 
likely  may  be  additional  hemorrhage,  which  must 
be  taken  care  of  by... the.  coagulating  power  of 
the  blood.  These  hemorrhages  will  excite  the 
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heart  and  cause  some  gastric  pain,  but  they  usu¬ 
ally  clear  up  in  a  day  or  two. 

Case  1. — Final  diagnosis:  Crushed  and  ruptured 
liver.  Working  diagnosis:  fracture  of  ribs  with 
crushed  liver  and  hemorrhage. 

Fatient  admitted  September  8,  1917,  aged  28  years. 
Male,  married,  German. 

Came  for  relief  of  pain  and  shock.  The  patient 
stated  that  he  has  had  measles,  smallpox,  chicken- 
pox,  and  typhoid;  was  sick  for  five  weeks  with  ty¬ 
phoid  but  not  very  ill;  he  has  never  had  any  other 
serious  sickness;  has  always  worked  hard,  and  for 
the  past  six  years  has  been  a  brakeman;  does  not 
use  liquor  nor  tobacco;  is  five  feet  ten  inches  tall, 
and  weighs  175  pounds. 

On  September  5,  1917,  while  coupling  grain  cars, 
the  patient  slipped  on  a  piece  of  board  and  was  hit 
by  the  moving  car  in  such  a  manner  as  to  be  thrown 
against  the  car,  which  they  were  going  to  couple. 
He  was  rendered  unconscious  for  two  hours;  was 
moved  to  a  rooming  house,  where  a  physician  rend¬ 
ered  first  aid  by  putting  a  tight  binder  about  the 
upper  abdomen  and  applying  ice.  Strychnine,  whis¬ 
key,  etc.,  were  given.  The  doctor  did  not  think 
that  the  patient’s  condition  warranted  moving  ai’d 
therefore  kept  him  at  the  rooming  house  for  three 
days.  The  patient  was  then  moved  to  St.  Alexius 
Hospital. 

When  I  first  saw  him  he  was  pale,  in  a  state  of 
stupor,  and  seemed  to  be  sufifering  from  a  toxemia 
of  some  sort.  His  abdomen  was  greatly  distended, 
skin  showed  marked  jaundice,  great  tenderness  was 
present  over  the  right  iliac  fossa;  palpation  over  the 
liver  caused  pain  which  radiated  to  the  right  should¬ 
er;  bowels  were  constipated;  he  had  clay-colored 
stools  with  a  small  amount  of  blood;  and  the  urine 
was  dark  in  color. 

I’hysical  examination:  Head  and  chest  negative; 
pulse  56;  temperature,  100°;  blood  pressure,  systolic, 
98;  diastolic,  56. 

Laboratory  findings:  A'-ray,  negative;  urine,  sp. 
gr.,  1028;  albumin,  trace;  sugar,  negative;  no  pus, 
no  casts,  or  bile  pigment. 

Blood:  red  cells,  3,600,000;  leukocytes,  14,000; 
hemoglobin,  68  per  cent. 

September  9,  1917,  operation:  Bevan’s  incision 
for  gall-bladder. 

Anesthetic,  ether,  atropine,  gr.  1/150;  morphine, 
gr.  1/6. 

Condition  found:  The  left  lobe  of  the  liver  was 
crushed.  The  right  lobe  was  ruptured  for  a  distance 
of  about  four  inches.  The  abdomen  was  full  of 
free  blood.  The  rupture  in  the  liver  was  packed 
with  omentum,  which  showed  that  nature  was  try¬ 
ing  to  take  care  of  it  in  that  way.  Around  the  edge 
of  the  rent  the  liver  was  still  bleeding.  The  trans¬ 
verse  colon  and  upper  viscera  were  bile  stained  and 
congested. 

What  was  done:  The  omentum  was  removed  from 
the  rent  in  the  liver,  which  then  started  to  bleed 
profusely.  The  liver  edges  were  brought  together 
and  sutured  with  plain  catgut  No.  2,  using  a  large 
full-curved  needle  Avithout  cutting  edge.  Three 
through-and-through  sutures  were  used.  The  wound 
was  packed  with  iodoform  gauze.  The  abdomen  was 


closed,  leaving  the  iodoform  drain  in  place.  Pa¬ 
tient’s  condition  during  operation  was  good;  pulse, 
120;  respiration,  32.  After  he  returned  to  bed  he 
was  given  sterile  water  by  gastric  lavage;  by  hypo- 
dermoclysis,  normal  saline  solution  500  c.c.;  an 
hypodermic  of  five  drops  of  1-1000  adrenalin  chlor¬ 
ide  solution;  Murphy’s  drip  of  sodium  bicarbonate 
solution  was  begun  two  hours  later. 

September  10,  1917,  5  a.  m.:  I’ulse,  128,  tempera¬ 
ture,  102.5°;  and  respiration,  36.  He  complained  of 
great  thirst;  had  considerable  pain;  morphine,  1/8 
gr.  with  1/150  gr.  of  atropine  was  given  by  mouth; 
abdomen  was  distended.  He  felt  nauseated,  but  did 
not  vomit  and  seemed  very  weak. 

September  11:  Patient  slept  at  intervals  from  one 
to  two  hours.  When  changed,  the  dressings  were 
bile  stained  and  contained  considerable  amount  of 
blood,  but  no  pus  or  abdominal  odor.  The  patient 
had  little  pain.  He  was  given  a  saline  enema  with 
good  result,  expelling  blood-stained  and  clay-colored 
stool  with  mucus.  He  took  little  nourishment 
Pulse,  120;  temperature,  101°;  respiration,  28. 

September  12:  Patient  slept  for  three  hours  and 
was  very  quiet;  took  little  nourishment;  pulse,  120; 
temperature  100.5°;  respiration,  28;  blood  pressure, 
systolic,  100;  diastolic,  60.  Dressings  were  changed, 
and  the  iodoform  gauze  drain  and  pack  were  re¬ 
moved  and  replaced  by  a  rubber-tissue  drain.  The 
dressings  were  bile  and  blood  stained,  but  no  pus 
was  present.  Progress  from  this  date  was  satis¬ 
factory,  but  slow. 

November  30:  Discharged.  Patient  stated  that 
he  weighed  about  fifteen  pounds  less  than  before 
the  accident,  but  felt  good  and  slept  well. 

June  11,  1918:  He  wrote  from  Oregon  saying  that 
he  was  alright  and  wanted  a  letter  as  to  his  condi¬ 
tion,  and  as  to  what  was  found  during  the  operation, 
as  he  desired  to  join  the  army.  No  further  report 
has  been  received. 

Case  2. — Final  diagnosis:  Ruptured  liver.  Work¬ 
ing  diagnosis:  Injury  of  liver  sufficient  to  cause 
hemorrhage.  Admitted:  July  11,  1921,  aged  16  years, 
male,  Russian,  a  farmer. 

Came  for  relief  of  pain,  abdominal  distention,  and 
shock.  Patient  stated  that  he  had  had  the  usual 
diseases  of  childhood,  but  not  scarlet  fever.  Had 
never  had  any  serious  illness. 

The  patient  stated  that  two  days  ago,  while  doing 
road  work,  a  team  of  horses  starting  unexpectedly 
threw  him  against  a  scraper,  which  caused  injuries 
to  his  right  side  and  upper  abdomen.  He  was  un¬ 
able  to  get  up  for  two  hours;  was  then  loaded  into 
a  wagon  and  hauled  three  miles.  A  physician  was 
called.  He  made  a  physical  examination  and  diag¬ 
nosed  an  injury  to  the  abdominal  viscera.  The  pa¬ 
tient  was  brought  to  St.  Alexius  Hospital,  where 
the  examination  was  completed  and  a  working  diag¬ 
nosis  of  injury  to  the  liver  with  hemorrhage  was 
made  forty-eight  hours  after  the  accident. 

Physical  examination:  pulse,  120;  respiration  28; 
temperature  99°;  blood  pressure,  systolic,  122;  dia¬ 
stolic,  88;  chest  and  head,  negative;  abdomen,  dis¬ 
tended  and  tenderness  present  over  the  whole  right 
abdomen;  the  point  of  greatest  tenderness  was  over 
the  lower  border  of  the  liver. 

Laboratory  findings:  urine,  sp.  gr.,  1030;  acid; 
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albumin,  trace;  sugar,  negative;  bile,  pus.  The 
microscope  showed  both  hyaline  and  granular  casts, 
blood,  but  no  pus  or  abdominal  odor.  The  patient 
Blood:  red  cells,  3,400,000;  leukocytes,  18,000;  hemo¬ 
globin,  70  per  cent. 

July  11,  1921,  operation:  Bevan  incision  for  gall¬ 
bladder. 

Antesthetic:  ether,  plus  morphine,  gr.  1/6  and 
atropine  gr.  1/50. 

What  was  found:  The  liver  showed  an  oblique 
rupture  about  six  inches  long  in  the  right  lobe,  about 
four  inches  from  the  free  border  of  the  liver.  The 
rupture  extended  from  without  inward  to  gall¬ 
bladder.  The  abdomen  was  filled  with  clotted  blood. 
The  upper  abdomen,  intestines,  and  liver  were 
stained  with  bile.  The  rupture  was  found  partially 
filled  with  omentum. 

What  was  done:  The  liver  edges  were  brought 
together,  sutured  with  four  through  and  through 
sutures  and  packed  with  gauze.  A  round-curved 
needle  was  used  with  No.  1  chromic  catgut.  The 
abdomen  was  closed,  leaving  one  cigarette  drain 
down  to  the  rupture.  Hypodermoclysis  of  800  c.c. 
normal  saline  solution  and  gastric  lavage  were  given, 
during  the  anesthesia  the  pulse  went  up  to  160,  and 
the  respiration  to  30.  Two  hours  later  the  patient 
was  given  adrenalin  chloride  hypodermically,  minims 
7. 

July  12,  1921,  5  A.  M.:  I’ulse,  136;  temperature, 
102.°  After  operation  the  patient  had  a  very  stormy 
period  complaining  of  a  great  deal  of  pain.  He  was 
given  1/6  gr.  of  morphine  with  1/300  gr.  of  atropine. 
Continuous  proctoclysis  of  sodium  bicarbonate  so¬ 
lution  was  used.  The  abdomen  was  greatly  dis¬ 
tended.  The  patient  w'as  nauseated  and  vomited  at 
intervals,  but  in  general,  condition  was  good. 

July  13,  1921:  Patient  slept  for  two  and  one-half 
hours,  but  was  still  in  a  serious  condition;  pulse, 
130;  respiration,  24;  temperature,  101.4°;  was  unable 
to  void;  complained  of  severe  pains  in  the  abdomen. 
IVoctoclysis  was  expelled.  He  was  now  given 
strychnine  sulphate,  gr.  1/60  hypodermically  every 
three  hours.  A  soap  suds  enema  returned  wdth  much 
flatus. 

July  14,  1921:  Temperature,  102°;  pulse,  130;  res¬ 
piration,  24;  blood  pressure,  systolic,  112;  diastolic, 
74;  slept  eight  hours  during  the  past  twenty-four 
hours  and  did  not  complain  of  much  pain.  The 
dressings  when  changed  contained  blood,  and 
show'ed  bile  stains  from  day  to  day  until  the  wound 
was  healed.  There  was  a  gradual  improvement  in 
the  condition  from  July  14  to  July  20.  The  patient 
was  on  a  soft  diet  during  this  time.  On  July  20 
the  pulse  went  up  again  but  gradually  returned  to 
normal.  On  July  28  the  pulse  again  went  up  for  tw'O 
days,  but  the  abdominal  symptoms  w'ere  not  so  se¬ 
vere. 

The  post-operative  hemorrhages  were  due  to  the 
absorption  and  the  giving  away  of  the  large  through- 
and-through  catgut  sutures,  and  could  have  been 
avoided  by  the  use  of  No.  2  thirty-day  chromic  cat¬ 
gut.  From  July  28  to  September  9,  1921,  progress 
was  normal.  He  was  discharged  September  9,  1921, 
but  was  kept  under  observation.  He  stated  that  he 
was  twelve  pounds  lighter  than  before  he  was  hurt, 
and  that  his  appetite  was  good  and  he  slept  well. 
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He  was  not  allowed  to  do  any  work  for  three 
months. 

October  10,  1921.  Follow-up  record:  The  patient 
reported  and  upon  examination,  no  tenderness,  dis¬ 
tention,  or  jaundice  could  be  found.  The  bowels 
were  regular,  color  normal,  the  appetite  was  good, 
and  he  slept  well,  but  had  not  returned  to  work. 

Dr.  Carl  von  Neupert,  Jr.  (Stevens  Point,  Wis.): 
Immediate  operation  after  the  diagnosis  is  established 
seems  to  be  the  only  thing  that  can  be  of  any  bene¬ 
fit.  Suturing  the  rent  in  the  liver,  when  feasible, 
can  be  done  with  a  degree  of  satisfaction.  Where 
the  rent  is  so  situated  that  the  suture  cannot  be 
made  1  presume  that  packing  is  the  only  thing  left 
to  do.  In  a  case  of  contusion  where  there  is  slow 
bleeding  one  may  have  to  wait  a  few  days  in 
order  to  establish  a  diagnosis.  If  there  is  any 
reasonable  doubt  I  would  prefer  to  open  and  ex¬ 
plore  rather  than  to  wait  unreasonably  long  in  order 
to  establish  the  diagnosis. 

In  regard  to  the  suture  material:  Catgut  absorbs 
rather  quickly,  and  in  cases  where  'one  desires 
to  have  the  suture  remain  longer  than  would  be 
the  case  in  the  ordinary  abdominal  operations  I 
would  prefer  to  use  chromic  catgut  suture  rather 
than  plain  catgut.  In  passing  the  sutures  through 
the  liver  tissue  one  need  not  draw  them  very  tightly 
because  the  blood  pressure  is  low,  and  it  does  not 
require  much  tension  to  control  hemorrhage  of  the 
liver.  I  use  a  non-cutting  large  curved  needle  and 
take  one  deep  suture  alternating  with  superficial 
suture.  In  that  way  we  obliterate  the  dead  spaces 
and  secure  reasonable  coaptation  of  the  surface  of 
the  liver. 

Dr.  Theodor  Bratrud  (Warren,  Minn.) :  The  es¬ 
sayist  laid  stress  on  the  great  amount  of  force  re¬ 
quired  to  rupture  the  liver.  I  have  seen  two  cases 
of  extensive  rupture  of  the  liver  from  a  very  small 
amount  of  force.  One  man  was  struck  by  a  base¬ 
ball  and  sustained  a  rupture  of  the  liver  extending 
three  inches  into  the  liver.  Another  man  fell  at  a 
distance  of  three  feet  across  a  scantling  and  had  a 
ruptured  liver.  The  one  symptom  in  rupture  of  the 
liver,  and  the  first  one,  is  that  of  hemorrhage,  and 
the  abdomen  should  be  explored  in  any  case  after 
injury  where  we  believe  we  have  hemorrhage,  that 
is  exploration  should  be  done  before  local  signs  of 
liver  injury  appear.  The  signs  of  hemorrhage,  in 
my  opinion,  are  sufficiently  severe  to  warrant  ex¬ 
ploration  before  we  get  signs  of  bile  leakage  which 
is  manifested  by  jaundice.  As  a  rule,  patients  with 
rupture  of  the  liver  die  before  bile  absorption  takes 
place,  as  indicated  by  jaundice. 

Dr.  Lyman  R.  Critchfield  (Kenmare,  N.  D.):  I 
want  to  ask  the  essayist  what  advice  he  would  give 
in  a  case  in  which  the  patient  is  practically  pulse¬ 
less  when  we  get  him  and  does  not  come  back.  One 
year  ago  a  boy  was  rolled  on  by  a  horse,  and  I 
never  was  able  to  get  a  radial  pulse  although  he 
lived  eighteen  hours.  I  did  not  open  the  abdomen 
because  he  was  in  such  condition  that  this  measure 
did  not  seem  to  be  justified. 

Dr.  Burton  C.  Ford  (Minneapolis,  Minn.):  I  had 
occasion  to  see  just  one  case  following  a  gastro¬ 
enterostomy,  caused  by  a  man  jumping  out  of  fifth 
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story  window  of  the  hospital.  He  sustained  a  rup¬ 
ture  of  the  liver  without  any  fracture  of  bones.  As 
he  was  in  marked  shock  we  did  not  attempt  to  do 
anything.  He  died  two  and  one  half  hours  after 
rupture  of  the  liver  occurred. 

Dr.  Roan  (closing):  Dr.  von  Neupert  referred  to 
the  suture  material  to  be  used  and  also  to  the 
method  of  suturing.  In  the  second  case  cited  by 
me,  the  boy  16  years  of  age,  two  definite  hemor¬ 
rhages  resulted  from  absorption  of  the  catgut.  After 
the  first  catgut  gave  way  his  condition  was  serious, 
and  we  thought  we  were  going  to  lose  him.  In 
suturing  the  liver,  which  is,  as  we  all  know,  very 
friable,  if  we  do  not  put  the  horizontal  sutures  too 
deep,  but  have  them  placed  superficially,  I  do  not 
believe  we  shall  have  any  trouble.  Eisendrath  col¬ 


lected  a  series  of  37  cases  that  had  been  operated 
on  and  the  liver  sutured,  and  in  this  number  he 
found  a  mortality  of  40.5  per  cent;  in  other  words, 
22  patients  lived.  He  operated  on  two  cases,  and 
both  died  in  two  or  three  days  of  general  peritoni¬ 
tis. 

Dr.  Critchfield  asked  about  the  patient  who  comes 
in  practically  pulseless.  In  the  case  cited  by  him 
the  boy  evidently  was  in  extreme  shock.  It  is  a 
very  difficult  matter  to  know  what  to  do  with  these 
cases,  but  the  supportive  treatment  for  shock  is, 
I  think,  indicated:  Apply  hot  water  bottles,  get  the 
patient  to  bed,  and  keep  him  warm,  give  him  hypo- 
dermoclysis  if  we  can,  but,  above  all,  keep  him 
warm,  and  elevate  his  hips.  Injection  of  various 
agents,  as  strychnine,  I  have  never  seen  do  any 
good. 


IODINE  AS  A  CAUSE  OF  HYPERTHYROIDISM 

With  a  Report  of  Eighteen  Cases 
P)Y  Arnold  S.  Jackson,  M.D. 
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Iodine  has  been  employed  for  thousands  of 
years  in  the  treatment  of  goiter.  The  ancient 
Creeks  knew  that  seaweed  containing  iodine  was 
beneficial  in  the  treatment  of  enlargements  of 
the  thyroid  gland.  For  many  generations  of 
medical  science  the  idea  of  treating  goiter  with 
iodine  has  held  the  weight  of  authority,  and  it 
was  not  until  Kocher  aroused  new  interest  in  the 
thyroid  that  the  old  empiric  principles  of  treat¬ 
ment  were  first  doubted.  In  1895  Rilliet,  of 
Geneva,  called  attention  to  a  condition  resulting 
in  certain  persons  receiving  iodine  for  goiter. 
He  believed  it  to  be  an  idiosyncrasy  and  desig¬ 
nated  it  “constitutional  iodisni.”  Because  in 
many  ways  it  resembled  exophthalmic  goiter  or 
Basedow’s  disease,  Breuer  called  it  “iodine- 
Basedow,”  and  it  has  since  generally  been  termed 
by  that  name. 

Kocher  repeatedly  called  attention  to  the  symp¬ 
toms  accompanying  this  peculiar  condition  and 
as  many  times  warned  against  it ;  tremor,  tachy¬ 
cardia,  palpitation,  nervousness,  loss  in  weight 
and  strength,  and  in  some  instances  gastro-intes- 
tinal  crises  were  characteristic.  Many  others 
prominent  in  the  study  of  diseases  of  the  thyroid 
have  remarked  the  relationship  of  onset  of  hy¬ 
perthyroidism  to  the  administration  of  iodine  to 
persons  with  goiter.  In  spite  of  the  evidence 
and  the  extensive  literature  on  the  subject,  there 
are  more  cases  of  induced  hyperthyroidism  in 
this  country  to-day  than  at  any  time  during  the 


past  hundred  years.  I  make  this  statement  with¬ 
out  fear  of  contradiction  since  the  facts  are  self- 
evident.  There  are  physicians  who  claim  to  be 
specialists  in  diseases  of  the  ear,  nose,  and  throat 
who  boast  that  for  ten,  fifteen,  or  twenty  years 
they  have  applied  with  remarkable  success  a 
salve  containing  iodine  to  the  necks  of  goitrous 
jjatients.  There  are  those  who  would  specialize 
in  the  eye,  but  cannot  resist  the  temptation  oc¬ 
casionally  to  add  a  few  drops  of  tincture  of  io¬ 
dine  to  sweeten  their  patients’  morning  drink  and 
drive  within  the  disturbing  adenoma.  The  ob¬ 
stetrician  knows  that  during  menstruation  and 
jjregnancy  the  thyroid  is  overworked,  and  he  too 
adds  his  iodine  pills.  However,  the  specialists 
bear  only  a  small  burden  of  the  responsibility. 
The  general  practitioner,  the  internist,  and  the 
surgeon  are  responsible  for  the  great  majority 
of  toxic  goiters  that  develop  through  the  promis¬ 
cuous  use  of  iodine.  Finally,  the  quacks  and 
patent  medicine  concerns,  for  whom  the  patient 
has  only  a  mercenary  appeal,  have  done  their 
share  to  swell  the  ranks  of  patients  with  iodine- 
Basedow. 

Undoubtedly,  ignorance  of  the  danger  of  too 
ardent  iodine  therapy  in  the  treatment  of  goiter 
is  the  principal  excuse  for  the  majority  of  phy¬ 
sicians  who  err  in  this  respect ;  yet  I  cannot  con¬ 
ceive  of  a  wide-awake  physician  going  on  year 
after  year  enriching  the  coffers  of  the  drug  con¬ 
cerns  when  his  results  must  be  evident  to  every- 
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one.  In  the  short  series  of  cases  reported  here 
there  are  four  patients  treated  by  the  same  phy¬ 
sician  within  one  year. 

To-day  every  patient  who  has  a  goiter  comes 
to  the  physician  with  hopes  of  a  cure  by  iodine. 
The  newspapers  and  magazines  are  so  full  of 
articles  on  iodine  and  goiter  that  the  laity  have 
come  to  consider  one  a  cure  for  the  other.  The 
brilliant  work  of  Marine  and  Kimball  in  the  pre¬ 
vention  of  goiter  in  the  school  children  of  Cleve¬ 
land  and  Akron  has  had  unfortunately,  its  dis¬ 
astrous  as  well  as  its  good  effect.  I  recently  heard 
of  a  woman  public  health  official  who,  in  speak¬ 
ing  before  a  large  number  of  women,  advocated 
iodine  as  a  cure  for  all  forms  of  goiter.  There 
have  been  reports  in  the  newspapers  that  certain 
cities.  New  York,  for  example,  contemplate 
dumping  large  quantities  of  iodine  into  the  drink¬ 
ing  water  with  an  idea  of  preventing  goiter.  In 
fact,  the  laity  have  been  so  well  educated  that 
I  now'  almost  daily  see  patients  wTo  have  dis¬ 
pensed  with  the  family  physician  and  order  io¬ 
dine  as  they  would  order  so  much  salt  or  sugar. 

Two  years  ago  if  one  had  advocated  the  use 
of  iodine  in  the  treatment  of  exophthalmic  goi¬ 
ter,  he  would  have  won  scant  support.  Now 
Plummer  and  others  have  proved  that  almost  the 
same  benefit  may  be  derived  from  the  pre-opera¬ 
tive  administration  of  Lugol’s  solution  of  iodine 
as  is  obtained  by  a  ligation.  Under  Plummer’s 
direction  I  have  given  thyroxin  to  patients  with 
severe  cases  of  exophthalmic  goiter,  not  without 
considerable  doubt  and  speculation.  I  have  been 
surprised  to  observe  not  only  that  no  harmful 
effects  ensued  but  that  improvement  took  place 
in  some  instances,  although  not  proportional  to 
that  obtainable  with  Lugol’s  solution. 

The  administration  of  iodine  is  of  undoubted 
value  in  the  prevention  and  cure  of  colloid  goiter, 
that  form  of  enlargement  of  the  thyroid  gland 
that  appears  shortly  before  or  during  the  age  of 
puberty  and  which  is  often  called  an  adolescent 
or  physiologic  enlargement  of  the  gland.  Iodine 
has  proved  to  be  a  specific  in  this  disease.  We 
know'  that  the  thyroid  enlarges  at  puberty,  since 
in  the  process  of  anabolism  the  demand  for  thy¬ 
roxin  is  so  excessive  that  an  incomplete  product, 
colloid,  is  deposited  by  the  gland.  In  certain 
localities,  such  as  the  states  bordering  the  At¬ 
lantic  Coast  and  the  Gulf  of  Mexico,  iodine  has 
been  deposited  by  the  glaciers  in  sufficient 
amounts  to  supply  the  drinking  water  with 
enough  iodine  to  rnake  up  for  this  deficit.  Conse¬ 
quently,  in  those  localities  the  incidence  of  colloid 
goiter  is  very  low,  and  adenomas  of  the  thyroid 
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are  of*  infrequent  occurrence.  Simple  adenoma 
is  one  form  of  endemic  goiter,  which,  on  ac¬ 
count  of  its  similar  etiology,  closely  follows  the 
regional  distribution  of  colloid  goiter.  The  in¬ 
cidence  of  adenoma  of  the  thyroid  is  decreased 
by  the  prophylatic  treatment  of  colloid  goiter. 
Apparently,  adenomas  frequently  start  in  neg¬ 
lected  colloid  goiters  as  a  form  of  compensatory 
development.  •  . 

In  the  North w'est  (Washington,  Oregon,  and 
Idaho)  and  in  the  Great  Lakes  region  (Michigan, 
Wisconsin,  Illinois,  Minnesota,  Ohio,  and  In¬ 
diana)  the  glaciers  deposited  iodine  in  the  soil 
in  only  meagre  quantities,  and  consequently  there 
is  a  high  percentage  of  colloid  goiter  in  these 
states.  I  have  found  that  65  per  cent  of  the  girls 
who  come  to  the  Clinic  between  the  ages  of 
twelve  and  twenty  show  evidence  of  a  colloid 
deposit  by  the  thyroid  gland.  Bardeen  states 
that  fully  60  per  cent  of  the  girls  entering  the 
University  of  Wisconsin  have  enlarged  thyroids. 

Our  modern  system  of  education  is,  I  believe, 
another  factor  in  the  abnormally  high  incidence 
of  goiter  in  young  women.  There  is  no  definite 
proof  why  adenomas  are  five  times  as  common 
in  women  as  in  men.  The  change  at  adolescence 
in  girls,  involving  the  mammary  glands,  the 
uterus  and  ovaries,  and  the  function  of  menstru¬ 
ation,  is  more  rapid  and  places  a  greater  tax  on 
the  body  tissues  than  does  the  change  that  occurs 
in  boys.  There  is  an  acute  excessive  demand  on 
the  thyroid  gland  for  thyroxin,  and,  instead  of 
giving  the  body  every  opportunity  to  store  up 
thyroxin,  our  schools  are  subjecting  the  girls 
practically  to  the  same  mental  and  physical  de¬ 
mands  that  are  made  on  the  boys.  I  am  strongly 
opposed  to  excessive  physical  exercise  in  gym¬ 
nasiums  for  girls,  and  I  believe  that  at  puberty 
only  the  lighter  forms  of  outdoor  exercises  are 
required.  Another  factor  that  calls  for  an  in¬ 
creased  supply  of  thyroxin  is  our  modern  civil¬ 
ization  w'ith  its  exciting  moving  pictures,  auto¬ 
mobiles,  social  functions,  and  keen  competitions. 

If  a  check  is  not  placed  on  the  increasing 
incidence  of  goiter  in  this  country,  I  have  no 
doubt  that  in  a  few  generations  the  disease  will 
have  as  pernicious  an  influence  on  our  population 
as  it  has  on  that  of  Switzerland.  Bircher  esti¬ 
mates  the  loss  to  the  Swdss  army  due  to  the 
goiter  endemic  at  one-sixth  of  its  total  force, 
including,  as  it  does,  the  cretins,  many  of  the 
feeble-minded,  and  the  deaf  and  dumb.  The 
conditions  prevalent  in  Switzerland  have  not  yet 
gained  sufficient  hold  in  this  country  to  threaten 
our  social  w'elfare,  but  with  several  successive 
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generations  of  goiter  in  a  family  who  can  foretell 
when  we  must  pay  toll  for  our  neglect  with  a 
shocking  percentage  of  cretinism  and  idiocy. 

By  all  means,  therefore,  iodine  should  be  used 
in  the  prophylaxis  of  goiter  and  in  the  treatment 
of  colloid  goiter  in  persons  under  twenty  years 
of  age.  I  believe  that  every  school  girl  in  the 
goiter  belt  should  receive  small  quantities  of 
iodine  during  the  school  year,  and  I  am  giving 
10  mg.  a  week  to  girls  between  the  ages  of  twelve 
and  twenty  after  the  method  of  Marine  and 
Kimball.  At  present  I  favor  a  chocolate-coated 
tablet  (iodostarine)  recommended  by  Kimball. 
In  moderate-sized  colloid  goiters  in  girls  between 
twelve  and  fifteen  years  of  age,  I  give  the  same 
doseage.  Girls  from  fifteen  to  twenty  with  evi¬ 
dent  colloid  goiters  are  given  two  or  three  times 
this  doseage,  with  monthly  observation  and  me¬ 
tabolic  check.  In  the  vascular  type  of  colloid 
goiter  with  thrills  and  bruits,  I  prefer  thyroid 
extract  or  thyroxin  as  advocated  by  Plummer. 
The  treatment  of  colloid  goiter  should  be  begun 
early  since  adenomas  are  prone  to  develop  be¬ 
tween  the  ages  of  fifteen  and  twenty. 

Ill  many  colloid  goiters  it  is  difficult  to  deter¬ 
mine  whether  or  not  small  adenomas  are  present. 
After  a  few  weeks  of  treatment  one  often  is  able 
definitely  to  palpate  a  suspected  adenoma.  In 
such  a  case  I  usually  inform  the  parent  that  the 
goiter  can  probably  not  be  cured  by  iodine,  and 
I  carefully  explain  that,  if  iodine  should  be  given 
in  too  large  quantities  or  over  too  long  a  time, 
a  toxic  condition  might  develop.  A  minimal 
dosage  is  given  to  these  patients,  and  they  are 
carefully  watched.  I  have  no  idea  of  getting  rid 
of  the  adenoma,  but  merely  of  retarding  its 
growth  by  relieving  the  excessive  demand  on  the 
thyroid  and  thus  placing  it  at  rest  until  the  period 
of  full  development  is  reached.  Children  whose 
adenomas  are  evident  on  first  examination  are 
treated  in  the  same  way.  With  careful  observa¬ 
tion  little  harm  can  result,  as  the  number  of 
cases  of  toxic  adenoma  occurring  in  persons  un¬ 
der  twenty  years  of  age  is  negligible.  How  much 
is  accomplished  by  thus  delaying  or  retarding  the 
growth  of  the  adenoma  is  a  question. 

One  of  the  most  usual  remarks  made  by  my 
patients  is  that  they  had  a  goiter  when  they  were 
younger,  but  that  they  rubbed  a  salve  on  the 
neck  and  the  goiter  finally  went  away,  and  then 
a  new  goiter  began  a  few  years  ago.  The  de¬ 
posit  of  colloid  disappeared,  but  the  adenoma  was 
always  present. 

After  twenty  years  of  age  I  do  not  advise  the 
use  of  iodine,  except  in  the  pre-operative  ])fep- 


aration  of  exophthalmic  goiter.  In  young  women 
of  this  age  the  number  of  pure  colloid  goiters 
not  containing  adenomas  is  small,  and  they  do 
not  respond  well  to  iodine.  They  should  ^e  left 
alone  unless  large  enough  to  cause  pressure 
symptoms  or  disfigurement,  when  they  may  be 
removed  by  thyroidectomy. 

It  is  in  persons  between  the  ages  of  twenty-five 
and  fifty  that  I  find  the  greatest  damage  is  being 
done  by  the  use  of  iodine.  In  many  instances 
no  attempt  apparently  has  been  made  to  distin¬ 
guish  between  a  colloid  and  an  adenomatous 
goiter.  In  other  cases  the  physician  prescribing 
iodine  has  seemingly  been  so  gratified  with  the 
slight  reduction  in  the  size  of  the  neck,  through 
the  effect  on  the  colloid,  that  the  developing  signs 
of  hyperthyroidism  have  been  overlooked. 

I  believe  the  term  iodine-Basedow,  as  applied 
by  Breuer,  is  not  a  correct  one  to  apply  to  this 
condition  in  the  light  of  our  present  knowledge 
of  the  subject.  We  now  definitely  distinguish 
the  form  of  hyperthyroidism  occurring  in  exoph¬ 
thalmic  goiter,  or  Basedow’s  disease,  from  the 
hyperthyroidism  of  toxic  adenoma.  Plummer,  in 
1913,  pointed  out  the  chief  differences  between 
the  two  conditions,  and  they  should  no  more 
be  confused  than  should  typhoid  fever  and  mal¬ 
aria.  Briefly,  the  important  points  of  differential 
diagnosis  are  that  exophthalmic  goiter  is  a  dis¬ 
ease  of  rather  rapid  onset,  averaging  nine  months 
duration,  and  occurring  most  frequently  in  young 
persons  between  the  ages  of  eighteen  and  thirty- 
five.  It  progresses  by  a  series  of  waves  at  the 
crests  of  which  all  symptoms  are  exaggerated 
and  a  crisis  of  painless  vomiting  and  diarrhea 
occurs.  There  is  rapid  loss  of  weight  and 
strength,  accompanied  by  a  variable  appetite. 
P^xamination  reveals  exophthalmos  in  50  per  cent 
of  the  cases  within  three  months  of  the  onset. 
There  is  symmetrical  enlargement  of  the  gland, 
and  thrills  and  bruits  are  present  in  80  per  cent. 
The  pulse  pressure  is  high,  a  slightly  elevated 
systolic  and  a  low  diastolic  pressure  being  typical. 
On  the  other  hand,  an  adenoma  is  present  sixteen 
to  eighteen  years  before  toxic  symptoms  develop, 
unless  hyperthyroidism  is  induced  by  iodine. 
The  average  age  of  the  patient  is  forty-four 
years.  The  onset  of  toxic  symptoms  is  both 
more  gradual  and  less  severe  than  in  patients 
with  exophthalmic  goiter.  The  symptoms  are  of 
a  slow  insidious  type  with  a  serious  and  lasting 
effect  on  the  kidneys  and  heart.  Acute  crises 
do  not  occur.  Thrills  and  bruits  are  rare,  and 
true  exophthalmos  is  not  seen.  The  systolic  blood 
pressure  is  often  high,  and  the  diastolic  is  pro- 
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portionately  elevated.  The  basal  metabolic  rate 
averages  considerably  lower  than  in  exophthal¬ 
mic  goiter.  In  a  series  of  cases  previously  re¬ 
ported®  the  rate  averaged+54  per  cent  in  the 
former  and+29  per  cent  in  the  latter. 

The  toxic  condition  resulting  from  the  use  of 
iodine  in  the  treatment  of  adenomatous  goiter 
more  properly  may  be  termed  “iodine  hyperthy¬ 
roidism.”  This  form  of  hyperthyroidism  is  not 
typical  of  that  occurring  in  ordinary  toxic  aden¬ 
oma,  although  the  clinical  syndrome  is  apparently 


also  exerts  a  specific  action  on  the  heart  of  which 
there  has  as  yet  been  no  explanation.  Following 
operation  there  frequently  clevelops  a  very  severe 
tachycardia  that  cannot  be  influenced  by  digitalis. 

SUMMARY 

Iodine  is  a  specific  in  the  prevention  and  cure 
of  the  colloid  goiter  of  adolescence  providing  no 
adenomas  are  present.  In  case  small  adenomas 
are  present  iodine  may  be  given  in  minute 
amounts  with  the  idea  of  retarding  their  growth 
until  the  patient  is  twenty  years  of  age.  After 
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Fig.  1.  Patient,  aged  53,  took  a  patent  medicine  containing  potassium  iodide.  On  admission  the 
tasal  metabolic  rate  wa.s  -j-29  per  cent;  on  dismissal  following  thyroidectomy  it  was  0  per  cent.  The 
patient  has  gained  fifty  pounds  in  four  months. 

Fig.  2.  This  patient,  aged  36,  first  came  to  the  Clinic  with  a  basal  metabolic  rate  of  -|-8  per  cent. 
Three  months  later  she  returned  with  a  rate  of  +44  per  cent  and  a  history  of  having  drunk,  a  few 
h'ottles  of  patent  medicine.  She  had  lost  twenty-five  pounds  and  her  condition  was  extremely  toxic. 
Thyroidectomy  was  i)erformed  and  six  months  later  she  has  gained  twenty-five  pounds  and  has  a 
basal  metabolic  rate  of  +10  per  cent.  Alll  symptoms  of  hyperthyroidism  have  disappeared. 

Fig.  3.  On  admission  the  basal  metabolic  rate  of  this  patient  was  +61  per  cent,  and  she  had  lost 
fifty  pounds  in  weight.  Her  family  physician  had  given  her  iodine  for  her  goiter  for  a  period  of  four 
months.  The  ba.sal  metabolic  rate  three  months  after  thyroidectomy  was  +5  per  cent.  The  gain  in 
weight  is  forty-two  pounds. 


identical.  Under  medical  treatment  a  certain 
number  of  patients  with  the  induced  type  of 
hyperthyroidism  recover,  although  the  heart  re¬ 
mains  in  an  irritated  condition  for  some  time. 
Toxic  adenoma,  on  the  contrary,  is  a  disease  that 
grows  progressively  worse  in  spite  of  everything 
but  surgical  intervention.  Iodine  in  these  cases 


this  period  iodine  is  administered  in  the  presence 
of  an  adenoma  with  increasing  risk,  and  in  my 
opinion  it  should  not  be  prescribed  at  all.  Finally, 
the  popular  interest  which  has  been  aroused  in 
the  treatment  of  goiter  by  iodine  has  greatly  in¬ 
creased  the  number  of  cases  of  iodine  hyper¬ 
thyroidism.  For  those  who  are  not  especially 
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interested  in  diseases  of  the  thyroid,  the  follow¬ 
ing  rule  is  suggested :  If  in  doubt  of  the  presence 
of  an  adenoma  of  the  thyroid,  do  not  give  iodine. 

The  analytical  chart  of  the  eighteen  cases  of 
iodine  hyperthyroidism  presented  here  represents 
only  a  portion  of  the  cases  of  this  type  observed 
at  the  Clinic  during  the  past  year. 
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PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  May  14,  1924 
Dr.  a.  S.  Hamilton,  Presiding 


The  regular  monthly  meeting  of  the  Minnesota 
Academy  of  Medicine  was  held  at  the  Town  and 
Country  Club  on  Wednesday  evening.  May  14, 
1924,  at  8  p.  M.  The  meeting  was  called  to  order 
by  the  President,  Dr.  Hamilton.  There  were  34 
members  and  3  visitors  present. 

The  minutes  of  the  April  meeting  were  read 
and  approved. 

The  following  case  reports  were  given: 

Dr.  A.  C.  Strachauer  (Minneapolis)  reported 
three  cases  of  carcinoma  of  the  rectum,  with 
demonstration  of  specimens.  He  then  presented 
the  subject  of  surgery  of  cancer  of  the  rectum 
and  showed  lantern  slides : 

In  briefly  reviewing  our  experience  in  this  field 
the  following  features  stand  out  prominently: 

1.  The  long  interval  of  time  elapsing  lietween 
the  appearance  of  the  symptoms  of  cancer  of  the 
rectum  and  the  time  of  institution  of  treatment. 
The  majority  of  patients  have  not  heeded  or  ap¬ 
preciated  the  importance  of  Nature’s  warning. 

2.  The  long  interval  that  so  commonly  obtains 
between  the  time  of  the  first  visit  of  the  patient 
to  a  physician  on  account  of  warning  symptoms 
and  the  institution  of  proper  treatment.  Here  the 
profession  is  grossly  derelict.  In  many  instances 
not  even  a  digital  examination  is  made.  One  of 
the  cases  here  presented  was  treated  for  diarrhea, 
secondary  to  a  carcinoma  of  the  rectum  that  could 
be  readily  palpated,  for  over  a  year  without  a  digital 
examination  ever  being  made. 

3.  As  a  profession  we  are  making  the  mistake 
of  regarding  only  patients  over  thirty-five  or  forty 
years  as  being  in  the  cancer  age.  We  have  had  a 
number  of  cases  of  cancer  of  the  rectum  under 
thirty,  the  youngest  being  twenty-six. 

4.  Surgery  of  carcinoma  of  the  rectum  has  been 
a  dark  chapter  attended  by  high  mortality  and  mor¬ 
bidity  and  unsatisfactory  after-results.  The  Kraske 
operation,  with  removal  of  the  lower  sacral  segments, 
is  a  formidable  and  mutilating  procedure.  Bilroth,’ 
in  1896,  reported  608  cases  with  a  mortality  of  53 
per  cent.  The  institution  of  the  two-stage  opera¬ 


tion  cut  this  mortality  to  about  one-half.  The  two 
or  more  stage  operation  with  improvement  in  tech¬ 
nical  details  has  further  reduced  the  mortality  to 
less  than  2  per  cent. 

The  posteriorly  placed  artificial  anus  is  purely  a 
matter  of  sentiment,  and  when  so  placed  without 
sphincter  control  it  is  the  poorest  of  locations.  A 
lower,  left  rectus  anus  performed  with  an  ample 
loop  of  bowel  for  the  accumulation  of  feces,  with 
a  valve  opening,  is  nearly  as  satisfactory  as  the 
normal.  I  have  one  such  patient  of  eleven  years 
standing  who  states  that  he  has  gotten  along  nearly 
“as  good  as  before.”  The  exercise  of  the  voluntary 
control  of  the  lower  rectus  muscle  can  be  further 
developed  and  is  at  times  of  assistance  to  these  in¬ 
dividuals.  A  truss  with  a  pad  over  the  artificial  anus 
has  been  found  to  be  more  satisfactory  than  a  colos¬ 
tomy  bag. 

Hemorrhage  and  infection  have  been  the  outstand¬ 
ing  responsible  factors  in  making  cancer  of  the 
rectum  so  dark  a  chapter  in  the  practice  of  surgery. 
Hemorrhage  and  shock  are  synonymous.  Patients 
who  have  lost  blood  are  more  susceptible  to  the 
ravages  of  sepsis  and  respiratory  infection  and  the 
various  postoperative  complications. 

Dr.  Coffey  has  developed  what  constitutes  the 
nearly  ideal  operation  in  that  it  controls  these  two 
factors  and,  in  addition,  provides  for  the  perform¬ 
ance  of  the  major  procedure  by  the  abdominal  route, 
all  performed  under  the  direct  vision  of  the  opera¬ 
tor. 

An  ample  right  rectus  incision  is  made  with  the 
patient  in  the  extreme  Trendelenburg  position. 

a.  The  superior  hemorrhoidal  artery  is  ligated 
and  divided  just  below  the  promontory  of  the 
sacrum,  thus  controlling  the  arterial  hemorrhage  of 
the  operative  field  at  its  source,  instead  of  repeatedly 
dividing  the  terminal  branches  with  successive 
hemorrhages  as  in  the  Kraske  operation. 

b.  The  major  dissection  is  performed  through 
the  abdomen  under  direct  vision  of  the  operator, 
with  complete  hemostasis  by  ligature  and  suture. 
The  bowel  is  separated  from  the  uterus  in  the  fe¬ 
male  and  the  bladder  in  the  male,  and  the  dissection 
carried  down  below  the  tip  of  the  coccyx,  if  indi¬ 
cated.  Opportunity  for  the  removal  of  Ij'^mph  nodes 
and  perirectal  fat  and  tissues  is  afforded  under  direct 
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vision.  The  bowel  is  divided  by  the  cautery,  thus 
sterilizing  the  cut  surfaces  of  the  bowel.  A  left 
rectus  anus  with  a  trap  is  formed  and  the  lower 
portion  of  the  sigmoid  and  rectum  are  invaginated 
through  the  anus  by  traction  on  a  rectal  tube 
fastened  to  the  divided  end  of  the  bowel.  The  peri¬ 
toneal  floor  of  the  pelvis  is  completely  closed  over 
this  dissection  and  by  drawing  in  the  loose  peri¬ 
toneum  from  the  sides  of  the  pelvis  an  extraperi- 
toneal  cavity  drainage  tract  (the  latter  formed  of 
peritoneum)  is  established,  draining  suprapubically 
from  the  region  of  the  base  of  the  bladder.  In  the 
female  after  closure  of  the  peritoneum  of  the  floor 
of  the  pelvis  a  post-vaginal  drainage  is  established. 

The  second  stage  of  the  operation  is  performed 
after  ten  days,  and  is  a  quite  minor  and  bloodless 
procedure,  ten  or  twelve  minutes  sufficing  for  its 
performance.  In  the  female  it  is  not  even  necessary 
to  remove  the  coccyx.  In  the  male  an  incision  is 
made  around  the  anus  and  extended  over  the  length 
of  the  coccyx,  the  latter  being  removed,  and  the 
rectum  and  invaginated  sigmoid  are  scooped  out. 
By  placing  a  rubber  tube  down  the  suprapubic  tract 
on  through  the  operative  field,  with  its  exit  through 
the  perineum,  the  entire  operative  field  in  the  hollow 
of  the  sacrum  can  be  washed,  kept  clean,  and  irri¬ 
gated  with  Carrel-Dakin  fluid,  thus  controlling  the 
element  of  sepsis,  hastening  healing  and  greatly 
shortening  the  postoperative  convalescence. 

Dr.  A.  W.  Collins  (Duluth)  gave  the  following 
case  report : 

C.  G.  D.,  aged  34,  married;  born  in  Maine;  occupa¬ 
tion,  executive  secretary.  Mother  died  at  about  the 
age  of  70;  cause  unknown.  Father  living  and  in  fair 
health,  aged  70  or  over.  No  family  history  of  tuber¬ 
culosis,  carcinoma,  insanity,  or  Bright’s  disease.  Pa¬ 
tient  was  a  healthy  child  until  in  his  teens,  or  about 
twenty  years  ago,  when  he  was  operated  on  for  ap¬ 
pendicitis,  at  which  time  the  wound  drained  for 
three  weeks,  which  he  spent  in  bed.  About  one  week 
ago,  while  skiing  down  a  hill,  he  struck  against  a 
stone  fence  and  hurt  his  right  side  in  the  neighbor¬ 
hood  of  the  old  operation  scar  and  had  pain  along 
the  groin  and  down  into  the  right  cord  and  testicle. 
Two  days  before  I  saw  him,  in  January,  about  one 
week  following  the  skiing  accident,  he  made  a  long 
auto  trip  into  the  country  on  business  and  became 
quite  chilled.  He  complained  of  much  pain  in  the 
right  side  on  that  day.  On  Sunday,  the  following 
day,  January  20,  1924,  he  was  worse  and  stayed  in 
bed.  On  Monday,  January  21,  I  saw  him  on  the 
invitation  of  Dr.  Cyril  Smith.  I  found  him  lying 
in  bed  in  a  characteristic  attitude  of  pain;  he  com¬ 
plained  of  tenderness  in  the  right  abdomen  and  gave 
me  the  above  history,  also  that  he  had  had  a  chill 
on  the  evening  of  January  19  and  that  he  had  had 
more  or  less  distress  in  urinating. 

Examination:  No  lung  involvement.  His  temper¬ 
ature  on  admission  to  the  hospital  was  102,°  and 
the  tenderness  was  exquisite  over  the  old  wound, 
but  there  was  no  sign  of  fluctuation;  he  was  also 
tender  out  in  the  right  lumbar  region.  Pressure 
from  the  back  forward  in  this  region  made  him 
wince  considerably.  The  tenderness  in  the  right  iliac 
region  extended  upward  and  gave  considerable  spasm 


to  the  muscles  in  the  liver  region.  The  left  rectus 
(muscle)  was  not  spastic.  There  was  no  resistance 
in  the  other  portions  of  the  abdomen.  On  careful 
questioning  he  stated  that  the  appendix  was  re¬ 
moved  at  the  time  of  his  operation  twenty  years 
ago.  He  insisted  that  the  operation  was  done  by 
a  competent  surgeon  in  a  large  city,  who  was  chief 
of  a  surgical  service,  and  that  the  appendix  was  re¬ 
moved,  according  to  the  statement  of  the  surgeon. 
The  urine  was  scanty,  very  dark  in  color,  and  con¬ 
tained  no  sediment.  The  tongue  was  thickly  coated. 
The  bowels  had  moved  the  day  before,  he  having 
had  a  physic.  The  stereo-.r-ray  of  the  chest  was 
negative.  The  throat  was  negative.  On  further 
examination  of  the  abdomen  a  quick  pressure  over 
the  sigmoid  gave  reflex  pain  in  the  region  of  the 
cecum.  The  white  count  was  19,000. 

Diagnosis  at  that  time:  acute  pelvic  infection, 
possibly  intestinal  obstruction  from  old  adhesions, 
possibly  abscess  in  the  pelvis. 

Operation:  Separation  of  intestinal  adhesions  and 
severing  of  constricting  bands. 

Operation  findings:  The  cecum  was  bound  down 
in  the  lumbar  trough  and  adherent  beneath  the  old 
appendectomy  scar.  It  was  folded  on  itself  with 
adhesions,  the  last  three  or  four  inches  of  the  ileum 
were  pulled  down  into  the  pelvis  by  adhesive  bands. 
The  last  two  or  three  inches  of  ileum  were  con¬ 
stricted  by  bands.  The  gut  was  red  and,  in  spots, 
raw.  The  omentum  at  one  spot  adherent,  red  and 
thickened.  No  pus.  No  appendix.  The  adhesions 
were  separated,  and  the  constricted  gut  freed  by 
cutting  the  bands. 

Anesthetic,  ether;  drainage,  by  rubber  tube. 
Peritonitis  developed  rapidly,  and  he  died  the  fol¬ 
lowing  evening. 

Autopsy  showed:  Spleen,  adrenals,  bladder, 
prostate,  liver,  stomach,  small  intestines,  lungs — all 
practically  negative.  The  external  iliac  glands  of 
the  right  side  were  very  much  enlarged,  congested, 
and  edematous.  Marked  proliferation  of  the  con¬ 
nective  tissues  below  the  old  lateral  appendectomy 
scar  described  above.  This  fibrous  tissue  in  places 
very  congested  and  edematous  and  shows  slits  filled 
with  pus.  Such  spaces  filled  with  pus  are  found 
between  the  fascia  transversalis  and  the  transversus 
abdominis,  near  to  the  iliac  crest,  and  also  between 
the  anterior  layer  of  the  lumbodorsal  fascia  and  the 
quadratus  lumborum,  near  to  the  iliac  crest. 

The  soft  parts  are  very  much  congested,  edema¬ 
tous,  and  infiltrated  around  the  right  iliac  crest, 
around  its  anterior  part.  The  iliac  crests  are  then 
cleaned  of  the  surrounding  soft  parts  and  the  an¬ 
terior  part  of  the  right  iliac  crest  is  seen  to  be  about 
one  and  one-half  times  as  thick  as  the  left  one.  On 
cut  surface,  the  corticalis  of  the  right  iliac  crest 
is  thick,  and  very  dense;  the  spongiosa  is  also  more 
dense  than  usual.  The  peritoneum  at  the  surface  of 
this  thickened  bone  is  also  more  thick  and  tough 
than  on  the  left  side.  No  abscess  is  found  in  the 
bone;  no  sequestrum.  The  only  observation  made 
is  the  thickening  of  the  bone,  the  thickening  of  the 
periosteum,  the  edema  and  fibrosis  of  the  surround¬ 
ing  tissues  which  are  in  direct  connection  with  the 
above  described  purulent  fistulous  tracts.  No 
changes  can  be  found  in  the  other  parts  of  the  iliac 
bone,  in  the  12th  rib,  or  in  the  dorsal  column. 
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The  diameter  of  the  thigh  is  the  same  on  both 
sides.  There  are  no  apparent  wounds  of  the  right 
limb  or  of  the  anus. 

The  cecum  was  attached  to  the  iliac  fossa,  some¬ 
what  tighter  than  usual,  by  tough  connective  tissue. 
(The  appendix  had  been  removed  about  twenty 
years  ago  and  no  rests  in  the  wound  of  amputation 
could  be  found  on  the  cecum.)  The  periosteum  of 
the  iliac  bone  is  not  loosened  at  any  place;  there 
are  no  naked  and  rough  bony  surfaces. 

No  perforation  of  the  gut  at  any  point,  the  gut 
having  been  filled  with  water  to  determine  this. 

Anatomical  diagnosis: 

Status  after  recent  laparotomy. 

Status  after  old  appendectomy. 

Retrocecal  chronic  inflammation. 

(Reactive)  periostitis  of  the  right  iliac  crest. 

Inflammation  of  the  peritoneum  (peritonitis). 

Cloudy  swelling  of  the  kidneys. 

Cloudy  swelling  of  the  liver. 

Chronic  cholecystitis. 

Smears  of  pus  of  the  parietal  abscesses  show 
numerous  isolated  gram-positive  cocci  and  only  a 
few  short  chains  of  streptococci,  several  groups  of 
staphylococci. 

Summary:  This  seems  to  me  an  unusual  condition 
of  infection  lurking  in  an  old  drainage  wound  fol¬ 
lowing  appendectomy,  20  years  ago.  The  lighting 
up  probably  had  its  origin  in  the  “bump”  against 
the  stone  fence  a  week  before  admission  to  the  hos¬ 
pital  and  his  lack  of  care  of  himself  in  the  interim. 

The  obscurity  was  deepened  by  his  insistance  that 
the  appendix  was  removed.  The  doubt  of  this  still 
lurked,  ho’wever,  in  the  minds  of  consultants  and 
myself. 

Dr.  A.  E.  Benjamin  (Minneapolis)  reported 
a  case  of  acute  appendicitis,  rupture,  gangrenous, 
and  intussusception. 

Mrs.  W.,  aged  41,  married,  two  children,  aged  20 
and  10.  Family  history,  negative. 

Personal  history:  Well,  except  following  birth  of 
first  child  she  had  pelvic  peritonitis  with  some  pelvic 
trouble  for  some  time,  with  pain  on  the  left  side 
of  the  lower  abdomen. 

Symptoms:  Was  taken  suddenly  ill  on  the  morn¬ 
ing  of  the  13th,  with  acute  gastric  disturbance  and 
soreness  in  the  right  lower  quadrant.  Has  had 
paroxysmal  attacks  of  pain  with  relief  between. 
Was  sent  to  the  hospital  on  the  evening  of  the  13th. 
Leucocyte  count  16,000;  temperature  99,°  which  rose 
to  100°  the  next  morning.  Urinalysis:  slight  trace 
of  albumen,  otherwise  negative. 

Morning  of  the  14th,  patient  feeling  very  well. 
Temperature,  100,°  and  pulse  100.  Great  deal  of 
pain  upon  pressure  over  the  appendix.  No  vomiting. 
Abdomen  fairly  flat. 

Operation:  Under  local  anesthetic,  gas  and  ether, 
median  incision  was  made.  The  left  ovary  was  found 
three  times  normal  size,  fibrocystic,  with  left  tube 
enveloping  it  and  two  parovarian  cysts,  thin-walled 
and  containing  about  an  ounce  of  serum.  The  outer 
half  of  the  tube  and  the  ovary  were  removed,  and 
also  the  cysts.  The  gall-bladder  was  large  but  con¬ 
tained  no  stones.  It  was  somewhat  prolapsed. 

The  appendix  was  acutely  inflamed  and  two  and 


one-quarter  inches  long,  not  diseased  at  the  outer 
half.  The  base  of  it  was  surrounded  by  inflamma¬ 
tory  bands  and  the  cecum  creeping  upon  the  lower 
third  of  the  appendix,  the  base  being  inverted  some¬ 
what.  The  cecum  around  the  base  of  the  appendix 
was  very  much  thickened  and  inflamed.  The  ileum 
was  kinked  somewhat.  This  whole  mass  was  tele¬ 
scoped  into  the  ascending  colon  which  was  redund¬ 
ant,  showing  a  definite  beginning  of  intussusception. 
A  few  bands  were  beginning  to  form,  holding  it  in 
this  position.  This  was  reduced  as  well  as  the  base 
of  the  appendix,  gently  pulling  out  all  the  surround¬ 
ing  cecum.  The  appendix  had  ruptured  at  the  base 
but  the  imbedded  condition  prevented  the  pus  escap¬ 
ing  before  operation.  The  base  was  entirely  gan¬ 
grenous,  as  well  as  a  part  of  the  cecum.  The  ap¬ 
pendix  was  removed  and  this  portion  of  the  cecum 
involved.  Supplementary  sutures  brought  the  other 
portion  of  the  cecum,  mesentery,  appendix  and 
omentum  over  the  involved  diseased  area.  A  penrose 
drain  was  left  to  drain  this  diseased  area. 

Patient  operated  upon  this  morning,  May  14,  1924. 

Dr.  A.  Schwyzer  (St.  Paul)  gave  an  additional 
report  of  a  case : 

This  case  was  presented  before  the  Academy  two 
and  one-half  years  ago. 

Patient,  a  ladjq  then  69^4  years  old,  was  operated 
on  two  and  one-half  years  ago.  Cholecystectomy 
was  done  for  severe  cholecystitis  with  stones;  and 
because  there  was  great  thickening  in  the  cystic 
duct  we  inadvertently  removed  the  whole  of  the 
hepatic  duct.  This  case  was  published  last  fall  in 
the  “Surgical  Clinics  of  North  America.”  We  were 
not  sure  at  the  time  of  operation  that  we  had  in¬ 
jured  the  duct,  but  thought  we  had  because  there 
was  a  suspicious  looking  cord  running  upward. 
While  the  assistant  closed  up  the  wound  I  went  into 
the  laboratory  and  cut  the  specimen  open.  In  the 
wall  of  the  cystic  duct  we  noticed  a  little  tube.  A 
frozen  microscopic  section  showed  epithelium.  The 
shape  of  the  tube  showed  that  the  upper  end  was 
near  the  bifurcation.  We  had  not  only  removed 
part  of  the  hepatic  duct,  but  had  removed  every  bit 
of  it.  The  wound  was  amply  drained.  I  went  in 
again  after  six  days,  which  I  thought  would  be  just 
long  enough  to  have  the  eflect  of  the  operation 
overcome  and  short  enough  so  that  I  could  still 
open  the  wound  easily.  We  found,  back  of  the  duo¬ 
denum  and  covered  by  fibrin,  the  tied-off  common 
duct.  On  the  liver  there  was  the  raw  surface  from 
the  cholecystectomy,  and  there  was  no  sign  of  the 
duct.  However,  we  found  a  little  catgut  on  a  small 
cord  and  hoped  that  was  where  we  tied  the  duct. 
We  loosened  that  ligature  .and  it  started  to  pump; 
it  was  the  cystic  artery.  No  place  could  be  made 
out  on  the  surface  of  the  liver  where  the  duct  was 
to  be.  But  mopping  carefully  we  finally  saw  a  little 
oozing  of  bile,  so  we  took  a  large  uterine  sound  and 
went  in.  It  slipped  in  easily  toward  the  left,  so 
that  we  knew  we  were  in  the  left  hepatic  duct.  Some 
bile  escaped  along  this  sound.  We  introduced  a 
small  catheter  cut  on  a  slant  and  left  it  there.  The 
stump  of  this  cystic  artery  was  used  to  anchor  it 
with  chromic  catgut.  The  lower  part  of  the  tube 
was  also  cut  on  a  slant  so  as  not  to  cause  any  pres- 
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sure.  The  catheter  was  left  long,  so  as  to  get  the 
lower  end  out  of  and  beyond  the  duodenum.  After 
dilating  the  papilla,  the  tube  went  in  easily.  We 
could  readily  approximate  the  upper  end  of  the  com¬ 
mon  duct  to  the  liver,  but  there  was  nothing  to  hold 
it  except  that  cystic  artery  stump. 

The  tube  was  left  in  till  now.  It  was  thus  in 
for  two  and  one-half  years,  and  the  patient  came 
to  town  at  different  intervals.  Each  time  the  .r-ray 
picture  was  identical,  with  the  tube  remaining  in 
place.  She  was  perfectly  well.  I  had  word  from 
her  two  years  after  the  operation  that  she  did  her 
work  and  was  well. 

All  went  well  until  about  three  w'eeks  ago,  when 
she  developed  chills,  temperature  of  103°  to  103.5°; 
and  she  became  severely  jaundiced.  She  was 
brought  to  the  city.  We  put  her  on  Carlsbad,  hop¬ 
ing  for  a  gradual  decrease  of  the  fever.  At  the  end 
of  eight  days  the  same  condition  existed.  From 
the  .r-ray  picture  it  appeared  that  the  tube  was  still 
in  place.  We  had  to  remove  that  tube.  But,  per¬ 
haps  the  tube  had  come  out  of  the  duct,  and  was 
the  present  condition  due  to  a  stricture.  When  the 
tube  was  removed  by  nicking  the  duodenum  and 
grasping  the  tube  with  a  thin  artery  forceps,  it  re¬ 
tained  the  shape  it  shows  in  the  .r-ray  picture,  and 
was  quite  stiff.  You  see  here  the  tube.  I  throw  it 
on  the  table;  it  always  retains  the  same  curves 
which  you  saw  in  the  .r-ray  two  and  one-half  years 
ago  and  which  you  see  in  the  one  taken  immediately 
before  this  last  operation.  That  is  undoubtedly  the 
reason  why  it  was  not  passed. 

In  the  upper  opening  we  noticed  a  smeary,  grey¬ 
ish-looking  material.  We  figured  that,  if  this  was 
pus,  the  tube  had  been  still  in  place,  as  otherwise 
food  would  have  washed  it  clean  of  pus.  If  the 
tube  had  still  been  in  place,  our  operation  promised 
a  good  result.  We  thus  made  a  smear  of  this  ma¬ 
terial  and  found  it  to  be  pus  with  an  immense 
amount  of  bacilli  of  hay-bacillus  shape. 

The  patient  thus  had  an  infectious  cholangitis. 
The  chills  stopped,  and  now,  after  eight  days,  she 
is  free  from  fever,  sits  up,  and  the  jaundice  has  al¬ 
ready  nearly  disappeared. 

Dr.  Schwyzer  also  showed  autopsy  specimen 
of  a  case  of  aneurysm  of  the  uppermost  part  of 
the  descending  aorta,  perforating  in  three  places 


into  the  left  bronchus.  The  patient  died  very 
suddenly  from  hemorrhage.  The  posterior  wall 
of  the  aneurysm  had  disappeared  from  pressure 
against  the  vertebral  column.  Three  vertebrae 
had  been  eroded  with  the  intervertebral  carti¬ 
laginous  discs  protruding,  as  they  are  less  readily 
yielding  to  pressure. 

Dr.  S.  E.  Sweitzer  (Minneapolis)  then  gave 
his  inaugural  Thesis,  entitled  “Protein  Skin  Dis¬ 
eases  Including  Syphilis  and  Lantern  Slide  Dem¬ 
onstration.” 

DISCUSSION 

Dr.  C.  D.  Fre?:man  (St.  Paul):  The  method  by 
which  Dr.  Sweitzer  has  made  his  entre  into  the 
Academy  of  Medicine  is  very  commendable.  When 
I  heard  he  was  to  give  a  lantern-slide  demonstra¬ 
tion,  instead  of  a  thesis  on  some  rare  skin  disease, 
I  told  him  he  used  good  judgment.  To  the  average 
physician  dermatology  is  a  vague  subject,  and  an 
ultrascientific  paper  by  him  before  a  body  of  general 
men  would  be  similar  to  a  surgeon,  neurologist,  or 
ocultist  delving  into  the  intricacies  of  their  special¬ 
ties  before  a  dermatological  society. 

He  has  practically  made  a  clinical  evening  of  it 
and  has  shown  slides  of  cases  many  of  you  can 
recognize.  I  think  Dr.  Sweitzer  is  to  be  congratu¬ 
lated  on  his  collection. 

Dr.  Paul  Cook  (St.  Paul):  I  wish  to  add  only 
that  the  change  in  the  last  twenty  years  has  been 
very  marked  in  the  teaching  of  dermatological  sub¬ 
jects.  With  the  development  of  photography  and 
showing  of  lantern  slides,  I  think  all  physicians  will 
be  better  trained  in  'dermatology.  Heretofore  the 
ordinary  courses  in  dermatology  have  consisted  of 
lectures.  The  only  way  one  can  teach  dermatology 
is  to  show  patients  with  the  diseases  or  show  lantern 
slides  that  will  picture  it  clearly.  I  think  in  a  few 
years  opticians  will  develop  lenses  so  that  they  will 
show  the  lesions  better,  and  there  are  great  possi¬ 
bilities  in  color  photography.  Heretofore  one  had 
to  go  into  the  clinic  and  spend  an  immense  amount 
of  time  examining  patients. 

— John  E.  Haynes,  M.D., 
Secretary. 


SPEECH  CLINIC  OF  THE  MINNEAPOLIS  GENERAL  HOSPITAL* 


By  Walter  E.  List,  M.D. 

Superintendent 

Mary  Kilgour 

Speech  Instructor 


MINNEAPOLIS,  MINNESOTA 


One  of  the  problems  to  which  little  attention 
has  been  given  in  the  past,  but  which  is  now 
receiving  the  thoughtful  consideration  of  both 
the  medical  and  the  educational  profession,  is 

*At  our  request  Dr.  List  |)repared  this  account  of  tlie 
work  done  in  the  Speech  Clinic  of  the  Hospital. — The  Editor. 


defective  speech.  It  has  been  estimated  by  those 
in  a  position  to  know,  that  five  thousand  children 
in  Minneapolis  have  defective  speech.  There  are 
many  adults,  two  or  three  thousand  at  least,  who 
also  need  corrective  speech  training. 
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To  help  meet  this  need  the  General  Hospital 
has  established  a  Speech  Clinic  in  its  Out-Patient 
Department.  Here  those  suffering  from  any 
speech  defect,  whether  children  or  adults,  may 
come  for  treatment.  A  thorough  physical  ex¬ 
amination,  as  well  as  a  speech  examination,  is 
given  on  entrance  to  determine  the  nature  and 
cause  of  the  trouble.  Whatever  medical  or  sur¬ 
gical  treatment  is  found  necessary  is  prescribed 
by  the  examining  physician,  and  the  patient  is 
sent  to  the  clinic  school  for  corrective  training. 

Stammering,  the  inability  to  begin  a  word  or 
sentence,  is  the  trouble  for  which  help  is  most 
frequently  asked.  The  elementary  sounds  of  the 
English  language  are  taught  separately,  then  in 
combinations  of  two,  three,  and  four  in  an  end¬ 
less  variety  of  rhythmic  syllable  and  sentence 
drills.  As  the  pupil  finds  that  he  can  speak  the 
simple  rhythmic  drills  correctly,  his  confidence 
in  himself  increases  and  his  will  to  always  so 
speak  is  awakened.  This  marks  7S  per  cent 
of  the  winning  of  the  battle.  Exercises  for 
the  limbering  and  control  of  tbe  tongue,  lips, 
and  voice  play  an  important  part  in  tbe  estab¬ 
lishing  of  this  co-ordination  between  tbe  brain 
and  the  speech  organs.  Another  aid  along  this 
line  is  hand  work,  and  the  pupils  have  work 
in  basket  making,  drawing  and  coloring  of  pic¬ 
tures,  and  paper  cutting. 

A  close  second  in  number  to  the  stammerers 
are  the  cases  which  come  under  the  heading  of 
delayed  and  retarded  speech.  There  are  a  vari¬ 
ety  of  causes, — Little’s  disease,  tongue-tie,  cre- 
tonism,  and  other  diseases.  The  method  of  pro¬ 
cedure  is  much  the  same  as  in  the  case  of  stam¬ 


mering,  for  the  fundamentals  underlying  correct 
speech  are  the  same,  regardless  of  the  cause  of 
their  violation.  Variations  of  drills  are  made  to 
fit  the  individual  needs  of  the  pupils,  a  notebook 
containing  individual  lessons  to  be  practiced  at 
home  being  given  each  one.  Corrective  physical 
exercises  for  the  co-ordination  of  the  movements 
of  hands  and  feet  are  also  given  this  type  of 
cases. 

Some  deaf  and  very  hard-of-hearing  children 
have  been  brought  to  us.  In  addition  to  the 
teaching  of  elements  they  are  given  acoustic 
training  and  lip-reading.  By  acoustic  training 
the  sound  perception  of  a  hard-of-hearing  child 
can  be  so  educated  that  there  is  an  appearance 
of  greatly  improved  hearing,  and  in  many  cases 
an  actual  development  of  tone  perception  can  be 
accomplished.  Through  training  the  eyes  to 
note  the  movement  and  position  of  the  lips  and 
tongue  for  each  sound  it  is  possible  for  the  deaf 
to  follow  spoken  language,  as  well  as  to  read 
written  language. 

Cases  of  lisping,  letter  substitution,  and  mum¬ 
bling  speech,  technically  known  as  “lolling,”  are 
also  treated. 

At  present  there  is  a  capacity  for  handling 
fifteen  pupils  a  day,  giving  each  i)upil  an  hour’s 
lesson.  Classes  are  arranged  for  the  morning 
and  evening  hours,  the  latter  to  accommodate 
adults  who  cannot  attend  classes  during  working 
hours.  Most  pupils  come  only  two  or  three 
times  a  week,  and  all  are  requested  to  do  daily 
practice  at  home. 

A  small  fee  is  charged  those  who  are  able  to 
pay  for  the  lessons. 


\/  UNERUPTED  AND  IMPACTED  TEETH 

Report  of  a  Case  in  Which  Two  Unerupted  Upper  Cuspids  Caused  no  Symptoms  until 

VERY  LATE  IN  LIFE 


By  T.  C.  Bonney,  D.D.S. 

ABERDEEN,  SOUTH  DAKOTA 


Mrs.  W.,  aged  65,  had  worn  an  upper  partial 
plate  for  nearly  twenty-five  years.  Three  years 
ago  she  began  to  have  pain  in  the  upper  left 
lateral  region,  which  finally  got  so  severe  that 
she  could  no  longer  wear  the  plate. 

Prior  to  her  visit  to  me  she  had  consulted  four 
physicians  during  the  past  three  years  without 
obtaining  any  relief  or  securing  a  hint  as  to 
what  might  be  the  cause  of  her  trouble.  She 
was  referred  to  me  by  her  daughter,  and  an 


examination  showed  a  boggy  swelling  about  the 
size  of  a  small  hazle-nut  in  the  upper  left  lateral 
incisor  region.  This  mass  was  very  tender  and 
had  much  the  appearance  of  an  old  chronic  ab¬ 
scess.  I  suggested  that  the  trouble  might  be 
caused  by  either  an  infected  cyst,  a  root  frag¬ 
ment  left  years  ago,  or  an  unerupted  tooth,  and 
I  advised  having  an  nr-ray  film  made. 

The  accompanying  radiogram  shows  very 
clearly  the  cause  of  the  trouble.  There  are 
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present  in  the  jaws  two  nnerupted  cuspids,  the 
crown  of  the  left  one  being  practically  destroyed 
by  caries  with  resultant  infection  of  the  sur¬ 
rounding  soft  parts.  Had  an  .;r-ray  examination 
been  made  when  the  trouble  first  developed  and 
the  unerupted  teeth  been  removed,  this  patient 
would  have  been  saved  many  months  of  suffering. 

I  am  presenting  this  case  to  call  the  attention 
of  physicians  to  the  necessity  of  "more  careful 
examination  in  many  mouth  conditions  in  which 
the  etiology  is  obscure,  and  as  a  striking  example 
of  the  value  of  the  ;r-ray  in  the  diagnosis  of 
many  oral  conditions. 


3^3 


RADIUM  TREATMENT  FOR  CANCER  OF  THE  UPPER  END 

ESOPHAGUS* 


OF 


By  Charles  D.  Harrington,  M.D. 

Rontgenologist,  St.  Barnabas.  St.  Mary’s,  Abbott,  and  St.  Andrew’s 
MINNEAPOLIS,  MINNESOTA 


Hospitals 


It  is  unfortunate  that  cancer  of  the  esophagus, 
like  cancer  of  some  other  parts  of  the  body,  is  not 
discovered  until  the  disease  is  advr.nced  beyond 
any  hope  of  cure,  patients  generally  not  present¬ 
ing  themselves  for  examination  until  they  are 
unable  to  swallow  solid  food.  At  this  stage  the 
development  of  the  cancer  is  generally  rapid, 
which  may  be  due  partly  to  the  increased  irri¬ 
tation  in  taking  food.  Patients  do  not  complain 
of  pain,  as  a  rule,  until  the  disease  is  far  ad¬ 
vanced.  Physicians  should  not  overlook  the 
esophagus  when  patients  are  examined  com¬ 
plaining  of  slight  stomach  trouble. 

I  wish  to  report  two  advanced  cases  where 
the  growth  was  at  the  upper  end  of  the  eso¬ 
phagus  : 

Case  1. — Male;  60  years  of  age;  weight,  150  lb.; 
laborer. 

The  patient  went  to  his  family  physician  when  he 
found  it  difficult  to  swallow  solid  food.  The  de¬ 
velopment  had  been  very  gradual,  and  as  there  was 
no  pain  he  did  not  think  it  necessary  to  consult  a 
physician.  He  was  referred  to  me  for  treatment. 

Patient  had  been  unable  to  take  solid  food  for  a 
number  of  days,  and  only  soft  foods  for  a  number 
of  weeks.  He  had  lost  considerable  weight  and 
was  despondent.  Rontgenoscopic  examination,  with 
barium  malted  milk  mixture,  disclosed  a  growth  in¬ 
volving  about  two  inches  of  the  upper'  end  of  the 
esophagus.  Four  per  cent  cocaine  was  applied  to 
the  throat,  and  a  50  mg.  tube  of  radium,  fastened 
with  a  linen  thread,  was  placed  in  position  with  a 
curved  forceps.  No  force  was  used  in  placing  the 
radium  tube  directly  on  the  upper  end  of  the  growth. 
The  free  end  of  the  thread  was  fastened  to  the 


cheek  with  adhesive  tape,  leaving  a  little  slack  in 
the  thread. 


Case  1. — Radium  tul)e  in  the  esophagus. 

The  patient  was  then  examined  with  the  ront- 
genoscope  to  determine  the  exact  position  of  the 
radium.  After  the  first  few  minutes  there  was  not 
much  difficulty  in  keeping  the  tube  in  place.  Treat¬ 
ment  lasted  two  hours.  Four  treatments  were  given, 
with  one  day  between  treatments.  The  week  follow¬ 
ing  these  treatments,  he  reported  at  the  office  and 
stated  that  he  had  eaten  eight  griddle-cakes  for 
breakfast  without  difficulty.  He  was  in  better  spirits 
and  felt  as  if  he  had  a  new  lease  on  life. 

Eight  weeks  later  the  treatment  was  repeated. 
Radium  could  be  placed  a  little  lower  in  the 
esophagus.  During  the  reaction  following  the  sec¬ 
ond  radium  treatment  his  friends  became  very  much 
interested  in  him,  to  the  extent  of  inducing  him 
to  go  to  a  clinic,  where  he  could  get  well  quicker. 
I  did  not  see  him  again,  but  was  advised  of  his 
death  the  following  month,  two  months  from  the 
time  I  first  saw  him. 
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The  lessons  we  get  from  this  patient  are,  first, 
the  almost  hopeless  condition  before  the  growth 
was  discovered ;  second,  that  relief  can  be  ob¬ 
tained  to  a  greater  or  less  degree,  which  is  worth 
the  effort ;  third,  that,  where  it  is  possible,  the 
patient  should  be  in  a  hospital  under  the  control 
of  the  physician,  out  of  reach  of  his  over-sym¬ 
pathetic  friends,  who  would  like'  to  drag  him 
from  one  office  to  another,  with  disastrous  re¬ 
sults. 

Case  2. — Female,  aged  55;  married;  great  loss  of 
weight. 

She  consulted  a  surgeon  because  she  could  not 
take  solid  food.  Examination  showed  a  growth 
involving  the  upper  two  inches  of  the  esophagus. 
This  patient  remained  a  hospital  patient,  and  was 
given  radium  treatment  similar  to  Case  1.  Some 
slight  improvement  was  noted  after  the  first  treat¬ 
ment,  but  the  loss  of  weight  continued  on  account 
of  lack  of  nourishment.  The  surgeon  was  requested 
to  do  a  gastrostomy,  which  was  done  under  local 
anesthesia.  Food  was  then  given  through  a  tube. 
Under  direct  vision,,  with  a  short  esophagoscope,  a 
tube  of  radium  was  placed  into  the  almost  obliter¬ 
ated  canal.  After  the  reaction  from  the  radium 
treatment,  liquids  could  be  taken,  and  the  patient 
was  more  comfortable,  being  able  to  swallow  mucus 
and  saliva.  This  treatment  was  repeated  in  four 
weeks.  The  patient  had  gained  slightly  in  weight 
and  was  fairly  comfortable.  At  this  time  further 
treatment  was  refused,  and  the  patient  left  the 
hospital.  She  died  six  months  later,  nine  months 
from  the  time  she  first  entered  the  hospital. 


C'as?e  2. — Radium  tube  in  the  esophagus. 


In  reporting  these  advanced  cases,  I  wish  to 
call  attention  to  the  method  of  treatment,  show¬ 
ing  that  some  comfort  and  relief  can  be  obtained 
in  a  simple  way.  Much  better  results  can  be 
expected  if  these  patients  are  seen  early.  Ra¬ 
dium  can  be  held  in  position  for  several  hours 
without  much  discomfort. 


BOOK  NOTICES 


Applied  Psychology  for  Nurses.  By  Donald  A.  Laird, 
Assistant  Professor  of  Psychology,  University  of 
Wyoming.  Philadelphia.  J.  B.  Lippincott  Com¬ 
pany.  266  pages.  Cloth.  $2.50. 

The  author  dedicates  his  book  “To  the  nurse  who 
would  understand  her  own  mental  life  and  to  the 
patient,  whose  mental  life  should  be  understood  by 
the  nurse.” 

Dr.  Laird  attempts  to  select  from  the  literature 
of  psychology  those  facts  that  should  be  of  the 
most  aid  to  nurses  in  understanding  the  patient 
themselves  and  their  fellow-men  as  organisms  that 
act,  think,  and  feel.  Ffe  adopts  the  theory  of  the 
psychobiologist,  and  discusses  the  biological  found¬ 
ations  of  behavior,  the  more  practical  results  of 
biological  adaptations  in  the  psychological  level, 
and  also  some  aspects  of  mental  hygiene. 

— J.  C.  Michael,  M.D. 

The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month),  vol. 
vii.  Number  V,  March,  1924.  Per  clinic  year 
(July  1923  to  May  1924),  paper,  $12.(X)  net;  cloth, 
$16.00  net.  Philadelphia  'and  London:  W.  B. 
Saunders  Company. 

The  outstanding  articles  in  the  March  (St.  Louis) 
number  of  the  Medical  Clinics  of  North  America 
are  those  of  Engelbach  on  “Pituitary  Tumor”  and 
Tierney  on  “Fleadache.” 

The  various  articles,  contributed  by  nineteen  men, 
cover  the  various  phases  of  general  medicine  and 
pediatrics.  They  are  presented  in  the  form  of  well 
worked  up  case  reports,  outlined  without  needless 
detail  and  discussed  with  the  evident  intention  of 
meeting  the  needs  of  a  general  practitioner’s  read¬ 
ing.  Taken  as  a  whole,  the  volume  is  worth  the 
time  spent  in  its  perusal. 

Dr.  Wm.  Engelbach  discusses  very  clearly  some 
of  the  earlier  signs  of  pituitary  tumor,  at  the  same 
time  pointing  out  departures  from  the  oft-presented 
“classical  picture.”  Emphasis  is  placed  upon  the 
different  color  changes  in  the  visual  fields  and  the 
fact  that  many  deviations  from  the  well-recognized 
changes  of  bitemporal  heminopsia  are  met  with. 
The  changes  from  time  to  time  in  the  fields  of  any 
single  case  as  denoting  course  of  growth  of  the 
tumor,  are  very  well  elucidated.  Sella  changes  are 
also  discussed  with  the  timely  warning  that  the 
so-called  normal  sella  shows  so  many  variations 
that  care  must  be  extreme  in  interpretation.  Gen¬ 
eral  hormonic  signs  are  mentioned,  without  being 
discussed  in  much  detail.  The  progress,  course, 
differential  diagnosis,  treatment,  and  prognosis  are 
given. 

A  companion  article  is  that  of  John  L.  Tierney 
on  headaches.  In  his  usual  logical  and  uninvolved 
manner  he  follows  a  reasonable  classification  of  in¬ 
tracranial  and  extracranial,  dividing  the  first  into 
cortical,  which  he  dismisses  almost  immediately, 
and  dural,  under  which  heading  is  discussed  migraine 
and  pituitary  headaches  in  some  detail,  with  pre- 
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sentation  of  cases.  The  extradural  causes  are  given 
as  osseous,  ocular,  dental,  nasal  (including  sinusitis, 
— vacuum  and  ganglion  types),  neuralgia,  and  indur¬ 
ative  rheumatic.  The  discussion  of  migraine  is  ex¬ 
tremely  suggestive,  and  brings  forward  the  relation¬ 
ship  of  this  obscure  malady  to  the  nervous  system  on 
the  one  hand,  and  the  endocrine  system  on  the  other. 
The  use  of  calcium  is  suggested  and  the  procedure 
outlined  in  some  detail.  Pituitary  headache  with 
its  treatment  by  glandular  therapy  is  also  clearly 
discussed. 

Schwab,  from  a  neurologic  dine,  analyzes  certain 
functional  cardiac  conditions  from  the  psychoneu¬ 
rotic  point  of  view.  His  cases  are  well  presented, 
and,  although  there  is  an  evident  Freudian  bias, 
it  is  not  stressed.  A  reading  of  his  cases  should 
stimulate  investigation  of  the  lightly  dismissed 
“cardiac  neurotic.” 

After  spending  some  pages  in  defining  the  term 
“hysteria”  and  loosely  classifying  that  condition 
among  the  psychoses,  Barnes  importunes  for  a 
recognition  of,  and  differentiation  from,  hysteric 
constitution  and  hysteric  reaction  to  a  constitutional 
anomaly.  His  discussion  of  cases  shows  the  very 
influence  of  the  neighboring  endocrinologic  clinic 
of  Engelbach  and  Tierney. 

There  is  a  series  of  pediatric  clinics,  including 
Brady’s  on  intracranial  hemorrhage  in  the  new-born 
and  the  use  of  the  cisterna  magna  puncture  when 
spinal  puncture  fails;  Marriot’s  on  nephritis  in  child¬ 
ren,  stressing  the  factor  of  infection;  Veeder’s  pre¬ 
sentation  of  an  atypical  case  of  lobar  pneumonia 
in  a  child  with  discussion  of  sequelae;  Jean’s  on 
diphtheria,  particularizing  as  to  the  use  prophy- 
lactically  and  therapeutically  of  antitoxin  both  as 
to  time,  methods  of  administration,  and  dosage; 
Zabrowsky’s  presentation  of  the  unusual  occurrence 
of  erythema  nodosum  in  a  child,  a  case  showing 
Saunder’s  sign  of  “hand  and  mouth  synkinesia”  and 
the  use  of  blood  serum  in  a  case  of  extreme  maras¬ 
mus. 

Ralph  Kinsella’s  clinic  on  benign  and  malignant 
hypertension  is  very  evidently  a  student’s  lecture 
based  upon  Volhard  and  Fahr’s  classification  of 
nephritides.  Diet  and  infections  are  not  stressed 
and  the  importance  of  rest  with  the  use  of  digitalis 
in  the  anuric  and  edematous  case  is  opportunely 
discussed.  An  often  forgotten  fact,  that  an  optimum 
pulse  pressure  must  be  maintained  regardless  of 
total  pressure,  is  well  emphasized. 

Taussig  demonstrates  the  importance  of  the  sugar 
tolerance  test  in  differentiating  renal  glycosuria. 


prediabetic  and  diabetic  cases.  The  descriptive 
terms,  non-diabetic  glycosuria  and  non-glycosuric 
diabetes,  are  used  for  the  first  two  types  with  clear 
justification.  A  related  subject,  the  weight  curve  in 
diabetes,  is  treated  by  Olmsted,  who  shows  by 
charts  that  the  weight  curve  is  a  good  clinical  guide 
to  the  severity  of  the  case  and  its  progress  under 
treatment,  if  due  allowance  is  made  for  the  age 
of  the  patient. 

Luten  uses  digitalis  to  good  results  in  cases  of 
failing  myocardium  with  edema,  irrespective  of 
whether  the  conduction  mechanism  is  embarassed. 
He  states,  however,  that  no  benefit  is  to  be  expected 
in  “toxic”  myocarditis  even  with  fibrillation,  but 
does  not  clearly  define  his  terms.  He  does  not 
use  it  in  acute  infectious  valulitis  unless  there  is 
broken  compensation. 

Soper  claims  that  the  clinical  history  is  the  most 
important  differential  diagnostic  datum  to  be  had 
in  the  consideration  of  pyloric  obstruction  in  the 
aged,  inasmuch  as  the  majority  of  cases  narrow 
down  to  obstructive  ulcer  or  malignancy. 

Lyten  presents  three  unusual  cases:  first,  meta¬ 
static  adenocarcinoma  of  the  brain  (primary  in  rec¬ 
tum)  with  a  discussion  of  the  localizing  signs;  sec¬ 
ond,  a  case  of  multiple  emboli  from  an  endocarditis 
which  necessitated  amputation  of  a  leg  for  gangrene 
and  ultimately  killed  the  patient  with  a  mesenteric 
thrombosis;  and,  third,  a  perforating  gastric  ulcer 
which  had  given  a  misleading  filling  defect  and 
hour-glass  constriction  rontgenologically,  due  to  its 
rupture  into  the  pancreas  and  consequent  perigastric 
inflammation. 

Wilson  covers  in  an  orthodox  manner  the  etiology, 
course,  and  sequelae  of  influenza. 

MacMahon’s  discussion  of  purpura  suffers  con¬ 
siderably  by  comparison  with  the  recent  work  of 
Brill,  of  Mt.  Sinai. 

Hempelman  reports  a  case  of  Mikulicz’s  disease, 
and  Neilson  finds  the  prostate  the  most  frequent 
focus  of  chronic  infection  in  the  male. 

It  is  seen  from  the  above  inadequate  and  unfairly 
brief  review  that  this  volume  contains  nothing  par¬ 
ticularly  erudite.  It  is,  however,  enlightening  in 
that  it  shows  work-a-day  clinics  in  operation  by 
men  who  are  using  a  good  deal  of  common  sense 
in  the  analysis  of  cases  and  who  are  not  afraid  of 
emphasizing  the  ordinary  procedures.  It  is  a  relief 
to  find  that  clinical  observation  is  still  being  done 
and  that  dependence  upon  the  laboratory  is  not 
mentally  stultifying  all  clinicians  at  least. 

— J.  B.  Carey,  M.D. 
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ERYTHREDEMA 

In  a  recent  article  Erederick  Lanj^mead  has 
called  attention  to  the  history  of  erythredema, 
sometimes  known  as  “pink  disease”  and  also  as 
“achrodynia.”  This  disease  has  been  known, 
according  to  the  authorities,  for  a  quarter  of  a 
century,  especially  in  Australia,  but  no  atten¬ 
tion  was  drawn  to  it  in  literature  until  a  paper 
by  H.  Swift,  which  appeared  in  the  London 
Lancet  in  1914.  In  1921  A.  J.  Wood  and  E.  H. 
Cole  were  able  to  compile  records  of  91  cases, 
and  these  came  from  the  medical  journal  of 
Australia.  Other  papers  by  Glubbe,  Weston, 
Rilderback  (published  in  Northwest  Medicine  in 
October,  1920)  definitely  defined  a  symptom- 
complex  which  was  not  accurately  recognized. 
More  recently  Byfield,  Zahorsky,  Carten,  Emer¬ 
son,  Ereed,  Weber,  and  Thurston  and  Patterson 
have  written  on  the  subject. 

In  spite  of  all  these  authorities  but  few  cases 
were  really  recognized  in  this  country,  but  re¬ 
cently  in  Minneapolis  there  have  been  presented 
for  consideration  fourteen  cases  which  were  out¬ 
lined  by  Dr.  E.  C.  Rodda.  Now  that  the  disease 
has  attained  such  clearness  in  diagnosis,  more 
cases  are  reported.  Most  of  the  symptoms  which 
are  recognized  early  are  those  in  which  a  change 
of  disposition  is  a  very  constant  manifestation. 
The  child  becomes  miserable  and  inactive,,  sleep¬ 
ing  irregularly,  and  waking  and  crying  many 
times  during  the  night.  He  takes  no  interest  in 


his  foods  or  toys  and  is  uncomfortable  whether 
sitting  up  or  lying  down.  Not  infrequently  the 
skin  eruption  precedes  the  symptoms  mentioned 
above.  The  rash  usually  appears  suddenly  and 
is  apt  to  be  regarded  as  measles,  rubella,  or  scarlet 
fever,  especially  when  it  is  accompanied  by  a 
temperature.  It  sometimes  resembles  eczema  or 
is  fleeting  and  changeable  and  may  be  mistaken 
for  erythema  multiforme  or  urticaria.  The  skin 
shows  sometimes  minute  ])apules,  and  these  are 
limited,  often,  to  the  hands  and  wrist  or  the  feet 
and  ankles,  and  it  is  patchy  and  thick  and  reddish 
for  an  indefinite  period.  The  skin  is  really  not 
])ink  but  a  dusky  or  garnet  red.  The  hands  and 
feet  are  sometimes  called  “raw-beef”  hands  and 
feet.  The  fingers  are  bluish-red  and  swollen,  and 
may  desquamate,  while  the  hands  are  enlarged, 
sweat  freely,  or  are  icy  cold.  The  gastro-intes- 
tinal  tract  shows  a  very  decided  change,  and  chil¬ 
dren  are  apt  to  put  their  hands  in  their  mouths 
as  if  something  were  wrong,  the  mouth  is  sore 
or  the  lower  jaw  is  affected  so  that  some  change 
has  been  going  on  in  the  mucous  membrane.  It 
is  commonly  accompanied  by  green,  slimy  stools, 
and  there  is  an  excoriation  about  the  anus. 

The  nervous  system  is  usually  involved  in  most 
of  the  cases.  There  are  hyperesthesia  and  pain 
on  moving  the  limbs  while  paresthesia  is  recog¬ 
nizable  in  most  cases.  Large  areas  of  anesthesia 
occasionally  occur,  and  there  is  usually  a  muscu¬ 
lar  weakness  which  renders  the  child  unable  to 
support  himself,  either  sitting  up  or  standing, 
and  the  voluntary  movements  of  the  limbs  are 
checked  or  in  abeyance  for  sev'eral  weeks.  The 
deep  reflexes  are  often  exaggerated  and  later 
become  weakened  or  lost.  There  is  usually  a 
marked  leucocytosis  (12,OCX3  to  30,000  in  severe 
eases),  and  the  proportion  of  polymorphonuclear 
cells  is  increased,  except  in  very  young  infants, 
when  they  may  be  equalled  by  the  lymphocytes. 
There  is  no  definite  anemia.  Some  of  the  author¬ 
ities  find,  as  they  suppose,  a  pathological  evidence 
of  a  peripheral  neuritis  and  of  a  chronic  in¬ 
flammatory  change  in  the  s})inal  cord  and  nerve 
roots  ;  and  here  the  sensory  fibers  are  not  affected, 
but  the  motor. 

It  seems  to  be  generally  accepted  that  the  cause 
is  infection  from  some  source;  and,  if  it  can  be 
reached,  it  may  be  eradicated  and  the  patient 
makes  a  fairly  prompt  recovery.  In  all  cases 
there  is  malnutrition ;  and,  if  it  is  recognized  and 
the  feeding  of  the  child  is  remedied,  the  recovery 
is  very  prompt,  usually. 

This  disease  will  probably  be  more  readily 
recognized  than  heretofore  because  at  this  time 
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widespread  information  has  been  going  through 
the  medical  journals  which  makes  it  possible  to 
recognize  the  issue.  Rest,  correction  of  dietary 
disturbances,  cleansing  of  the  gastro-intestinal 
mucosa,  and  the  removal  of  infected  areas  are 
the  important  factors. 

MURDER  OF  DELIBERATION 

The  whole  world  has  recently  been  astounded 
by  the  murder  of  a  Chicago  school  boy  by  two 
L^niversity  men  nineteen  years  of  age;  and  spec- 
til  ation  as  to  why  it  was  done  is  ripe  in  the 
press,  and  what  the  motive  was  is  still  to  be 
determined  in  the  courts.  They  have  asserted 
that  they  did  it  in  a  spirit  of  adventure.  Some 
call  them  insane ;  others  call  them  addicts  or 
perverts ;  others  supernormal  egotists ;  and  they 
probably  come  under  the  head  of  psychological 
criminals,  which  covers  the  wide  field  of  “bad 
behavior.” 

The  families  of  the  three  boys,  including  the 
murdered  one,  are  looked  upon  as  fine,  intelligent 
people  and  of  good  social  standing.  They  have 
money  in  abundance ;  and  the  idea  is  spreading 
that  with  all  the  money  that  the  parents  of  the 
two  boys  have  it  may  release  itliem  in  some  w'ay, 
or  at  least  will  put  many  obstacles  in  the  way  of 
the  arrival  of  justice.  Doubtless  many  threats 
have  been  made  in  Chicago  that  if  the  boys  were 
freed  they  wall  not  live  long.  The  spirit  of  re¬ 
venge  is  often  and  freely  discussed.  Someone 
has  said  they  were  the  victims  of  modern  liter¬ 
ature,  or  the  so-called  sensational  books  and 
matter  which  appears  on  the  printed  page. 

Chicago  is  evidently  determined  to  do  its  best 
to  convict  these  boys  speedily  in  order  to  make 
an  impression  on  others  who  may  be  tempted  to 
follow  in  their  footsteps.  This  has  always  been 
a  questionable  procedure.  Whether  the  example 
of  complete  punishment  has  any  effect  upon 
similarly  organized  individuals  is  doubtful  be¬ 
cause  the  exposition  of  crime,  its  publicity,  and 
the  speedy  termination  or  a  long-drawn  out  litiga¬ 
tion  simply  fires  the  weak  or  radical  element  to 
occupy  the  page  of  publicity.  From  now  on  this 
case  wall  be  followed  with  intense  interest  by 
thousands  of  readers,  and  the  outcome,  whatever 
it  is,  will  be  the  subject  of  criticism.  It  is  un¬ 
fortunate  that  in  our  present-day  methods  of  se¬ 
curing  justice  publicity  cannot  be  avoided.  If 
these  men  had  been  arrested,  the  case  proved 
against  them,  and  sensationalism  and  dramatic  and 
spectacular  efforts  suppressed,  with  only  a  few 
lines  of  notice  telling  of  the  verdict  and  the  car¬ 
rying  out  of  the  sentence  imposed,  it  would  have 
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done  much  toward  deterring  others  from  similar 
actions. 

One  is  tempted  to  speculate  upon  what  is  be¬ 
hind  all  this — whether  the  studies  in  biology  and 
heredity  of  these  cases  would  be  of  any  service. 
It  is  said  that  so  far  there  is  no  evidence  of  any 
hereditary  defects  in  the  family.  The  evolution¬ 
ary  tendencies  toward  criminal  acts  offer  another 
field  in  addition  to  biology  and  heredity.  And 
yet  there  are  doubtless  many  who  would  say  that 
the  environment  of  the  young  people, had  much 
to  do  with  the  development  of  their  crimes,  but 
this  is  theoretical.  It  is  quite  probable  that  some¬ 
where  the  germinal  cell  has  asserted  itself  and 
that  whatever  efforts  were  made  to  develop  these 
children  by  suitable  environment  would  make  no 
difference;  that  what  is  in  the  germinal  cell  is 
inevitably  present  in  the  younger  generation,  the 
same  phase  of  life.  Both  of  these  young  men 
seem  to  be  more  or  less  indifferent ;  and  because 
one  has  told  the  truth,  as  far  as  is  known,  and 
has  confessed  his  part  in  the  crime,  the  other  is 
indignant  and  resentful  and  threatening  in  his 
attitude.  Both  boys,  it  seems,  have  contemplated 
suicide,  but  it  seems  unlikely  that  this  would  be 
carried  out  because  morally  such  people  are 
cowardly,  and  these  boys  probably  will  both  go 
through  the  gamut  of  speculation  and  criticism 
and  get  some  sort  of  thrill  out  of  the  situation. 

As  time  goes  on  some  of  the  facts  surrounding 
them  may  be  brought  out,  and  probably  some  of 
the  experts  will  attempt  to  revive  the  old  classi¬ 
fication  commonly  called  “moral  insanity,”  to 
which  they  have  no  claim.  Although  it  seems, 
too,  that  these  boys  were  approximately  normal 
in  mind,  a  careful  analysis  of  the  situation  may 
develop  quite  another  angle  or  issue.  When  de¬ 
liberation  among  young  men  who  have  been  given 
the  advantage  of  education  is  brought  into  play, 
and  their  egosism  in  feeling  that  they  can  do 
something  and  escape  from  the  penalties  of  their 
acts,  enters  into  the  situation,  the  probabilities 
are  that  their  defense  will  break  down.  Then, 
too,  their  freedom  from  perturbation,  their  cold, 
calm  indifference,  will  also  break  under  the  stress 
of  public  sentiment.  It  has  been  proved  many 
times  that  criminals  usually  allow  one  or  more 
loopholes  that  convict  them,  and  it  is  quite  likely 
that  this  will  be  brought  out,  too. 

These  cases  are  not  infrequently  studied  by  the 
psychologist,  that  is,  the  man  who  is  trained  in 
the  study  of  conduct  and  behavior;  and  they 
would  probably  offer  many  suggestions  for  the 
psycho-analysts,  although  at  present  nothing  is 
known  about  their  Freudian  attitude. 
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Dr.  Barker,  Professor  of  Clinical  Medicine  in 
Johns  Hopkins  University,  made  a  very  telling 
suggestion  when  he  said:  “If  the  public  could 
be  accurately  informed  of  the  prevalence  of  ab¬ 
normal  thought,  feeling,  and  behavior  in  the 
United  States,  such  indifference  as  now  exists 
regarding  prevention  would  become  inconceiva¬ 
ble.  If  the  public  fully  realized  how  much  in¬ 
sanity,  mental  deficiency,  criminality,  and  inca¬ 
pacity  for  social  effectiveness  actually  exists, 
and  how  easily  much  of  these  could  be  prevented 
by  the  adoption  of  wide  measures  that  are  prac¬ 
ticable  even  in  the  present  state  of  knowledge, 
one  cannot  but  feel  that  the  apathy  would  be  dis¬ 
placed  by  activity  and  that  a  vigorous  prophylac¬ 
tic  camimign  through  education  and  legislation 
would  be  peremi)torily  demanded.” 

At  this  point  it  may  be  fitting  to  remark  that 
in  the  recent  letters  on  immigration  by  James  A. 
Davis,  Secretary  of  Labor,  he  considers  this 
question  broadly.  He  says:  “You  may  believe 
in  evolution,  or  you  may  not ;  you  may  believe 
in  a  literal  interpretation  of  the  Bible,  or  you 
may  not.  But  if  you  will  read  any  good  text¬ 
book  of  American  History  and  if  you  will 
read  the  wonderful  story  of  Exodus  in  the 
Old  Testament  you  will  believe  in  the  survival 
of  the  fittest.”  He  goes  on  to  say,  further,  that 
it  was  found  that  among  early  American  pioneers 
it  took  from  six  to  ten  weeks  to  sail  from  Europe 
to  America.  The  little  ships  were  crowded  tight. 
They  were  unsanitary,  and  there  were  no  modern 
methods  of  detecting  and  controlling  disease. 
Epidemics  broke  out  frequently  among  the  pas¬ 
sengers,  and  thousands  of  bodies,  history  tells 
us,  were  thrown  overboard — bodies  not  strong 
enough  to  stand  the  strain  of  the  voyage ;  bodies 
unable  to  resist  the  attacks  of  disease.  The  more 
resistant,  the  stronger,  the  fitter  men  and  women 
survived,  to  land  on  our  shores.  They  began  a 
serious  struggle,  and  half  of  the  Mayflower  pil¬ 
grims  died  before  that  noble  ship  turned  back  to 
England.  One-fifth  of  the  pilgrims  of  1629  died 
in  their  first  battle  with  the  wilderness.  Then 
came  the  Indian  massacres,  and  only  the  hardiest 
and  those  with  physical  courage  survived  that 
struggle.  In  spite  of  all  this  there  were  among 
the  people  who  immigrated  to  this  country  con¬ 
demned  criminals  who  mixed  human  chaff  with 
the  wheat.  Some  50,000  convicts  from  England 
were  dumped  on  America  before  1776,  when  our 
Revolution  put  a  stop  to  this  sort  of  “immigra¬ 
tion.”  Consequently,  a  lot  of  poor  stock  who  were 
weak-minded  and  who  went  wrong  because  they 
had  not  the  qualities  to  go  right  were  landed 


here  and  dumped  on  us  long  ago,  and  the  re¬ 
sults  are  with  us  still.  About  the  year  1760  there 
settled  in  the  mountains  of  western  Massachu¬ 
setts  a  family  of  vagabonds,  part  hunter,  part 
farmer,  part  fisher,  who  began  to  contribute  their 
share  to  the  population  of  America.  The  parents 
had  eight  children.  Five  of  these  migrated  to 
New  York.  Their  second  generation  numbered 
13,  the  third  29,  the  fourth  70,  the  fifth  194,  the 
sixth  397,  the  seventh  146,  and  the  eighth  has 
thus  far  produced  1  as  a  beginning ;  784  members 
of  this  family  have  given  us  the  following  roll 
of  social  inferiority:  180  illegitimate  children; 
232  notably  immoral  women ;  199  notably  im¬ 
moral  men;  19  epileptics;  24  insane;  15  asylum 
orphans;  and  40  in  state  prison  and  jail.  New 
York  State  has  spent  $89,000  in  supporting,  ar¬ 
resting,  jailing,  and  custodially  keeping  members 
of  the  family.  It  has  been  conservatively  esti¬ 
mated  that  its  dead-loss  cost  to  the  community 
has  been  about  $270,000.  This  example  has  been 
followed  many  times  by  the  undesirable  and  the 
unfit,  who  migrate  to  our  shores  and  with  the 
same  ultimate  outgrowth.  Consequently,  who 
can  determine  how  many  of  them  are  throwbacks 
who  have  been  at  some  time  in  the  course  of  their 
lives  inferiors  or  worse  and  have  gone  down  to 
the  lowest  level  of  human  development. 

These  statistics  and  examples  of  what  has  been 
brought  to  this  country,  as  well  as  to  other  coun¬ 
tries,  leave  an  indelible  mark  and  not  infre¬ 
quently  it  crops  out  in  some  manner  suggestive  of 
these  recent  crimes  against  society.  Shall  we 
ever  be  able  to  correct  a  condition  of  this  sort, 
particularly  with  the  physical  and  mental  radical¬ 
ism  that  is  so  prominent  and  conspicuous  in  the 
life  of  to-day? 


NEWS  ITEMS 


Dr.  William  P.  Herbst,  of  the  Mayo  Clinic, 
has  moved  from  Rochester  to  Minneapolis. 

The  American  Dermatological  Association  held 
its  annual  session  in  the  Twin  Cities  last  week. 

The  South  Dakota  State  Medical  Association 
will  hold  its  1925  annual  meeting  in  Sioux  Falls. 

Dr.  Theodor  Bratrud,  of  Warren,  has  returned 
from  a  tour  of  the  Eastern  hospitals  and  clinics. 

Dr.  Erling  W.  Hansen,  of  Minneapolis,  was 
married  to  Miss  Anna  Ruth  Eddy,  also  of  Min¬ 
neapolis,  on  June  4. 
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Dr.  E.  E.  Novak,  of  New  Prague,  is  spending 
the  month  of  June  in  Chicago,  doing  postgrad¬ 
uate  work  in  surgery. 

The  Minnesota  State  Tuberculosis  Sanatoriums 
Association  will  hold  their  annual  meeting  in 
Thief  River  Falls  on  July  17. 

Dr.  J.  E.  Campbell,  of  South  St.  Paul,  has 
gone  to  Europe  for  special  work  in  Berlin  and 
Vienna.  He  will  be  absent  three  months. 

Dr.  A.  J.  Courshon,  of  Winner,  S.  D.,  has 
opened  a  hospital,  using  the  remodeled  First  Na¬ 
tional  Bank  building  for  hospital  quarters. 

The  health  authorities  of  Minneapolis  desire 
to  prohibit  the  sale  of  raw  milk  from  untested 
cows,  and  will  ask  the  City  to  take  such  action. 

The  new  Community  Hospital,  of  New  Prague, 
was  opened  on  June  1,  by  a  public  reception. 
The  hospital  is  open  to  all  physicians  of  good 
standing. 

Dr.  L.  A.  Sukeforth,  Public  Health  Director 
of  Duluth,  recommends  that  people  keep  their 
back-yard  standards  as  high  as  their  front-yard 
standards. 

Dr.  W.  H.  Hengstler,  who  went  to  California 
in  April,  expecting  to  remain  there,  has  returned 
to  St.  Paul  and  become  associated  with  Dr.  C. 
Eugene  Riggs. 

Miss  Belle  Anderson  has  resigned  her  position 
as  superintendent  of  St.  Olaf’s  Hospital  at  Aus¬ 
tin,  and  has  been  succeeded  by  Miss  Lucile  Lorn- 
men,  of  the  hospital. 

The  Division  of  Child  Hygiene  of  the  Minne¬ 
sota  State  Board  of  Health  is  giving  clinics  in 
various  parts  of  the  state  to  expectant  mothers 
and  mothers  of  young  babies. 

Dr.  H.  H.  Blaustone  has  moved  from  Isle  to 
IMinneapolis  and  has  offices  at  403  West  Lake 
St.  Dr.  Blaustone  is  a  graduate  of  the  Medical 
School  of  the  University  of  Minnesota. 

Miss  Hulda  Thelander  of  the  senior  medical 
class  of  the  University  of  Minnesota,  which 
graduates  this  month,  has  received  the  highest 
marks  gained  by  any  medical  student  in  the  Uni¬ 
versity  in  seven  years. 

The  Olmsted  County  Board  of  Commissioners 
met  at  Rochester  last  month  and  voted  to  join 
Winona  and  Wabasha  Counties  in  the  mainte¬ 
nance  of  the  Buena  V^ista  Tuberculosis  Sana¬ 
torium  located  at  Wabasha. 

In  a  baby  clinic  held  at  Aurora  last  month 
fifty-five  babies  were  examined  by  Dr.  L.  E. 


Doolittle,  of  Duluth.  Twenty-four  of  these  child¬ 
ren  needed  surgical  treatment  and  twenty-two 
needed  medical  treatment,  and  their  parents  were 
so  advised. 

The  Tri-State  Hospital  Association  of  Iowa, 
Wisconsin,  and  Minnesota  will  hold  its  annual 
meeting  in  Madison,  Wis.,  on  June  25,  26  and  27. 
Dr.  Walter  E.  List,  Superintendent  of  the  Minne¬ 
apolis  General  Hospital,  will  be  one  of  the  chief 
speakers  at  the  meeting. 

The  annual  meeting  of  the  Woman’s  Auxiliary 
of  the  St.  Louis  County  Medical  Society  was 
held  in  Duluth  last  month,  when  the  philanthropic 
committee  reported  that  91  articles  had  been 
made  for  inmates  of  charitable  institutions,  and 
a  cash  donation  has  been  voted  to  send  two  girls 
to  a  summer  camp. 

The  name  of  the  editor  of  The  Journal- 
Lancet  appeared  on  the  program  for  an  address 
at  the  graduating  exercises  of  the  1924  class  of 
nurses  from  the  Lincoln  Hospital  of  Aberdeen, 
S.  D.  As  he  could  not  be  present  on  account  of 
work  in  court.  Dr.  R.  L.  Murdy,  of  Lincoln  Hos¬ 
pital,  gave  the  address. 

Dr.  Howard  L.  Sargeant,  formerly  of  Dalton, 
but  late  of  Rochester,  has  joined  Drs.  Sherping 
and  Estrem,  of  Fergus  Falls.  Dr.  Sargeant  is 
a  graduate  of  the  Medical  School  of  the  Uni¬ 
versity  of  Minnesota,  and  after  practicing  several 
years  he  spent  nearly  two  years  in  the  Mayo 
Clinic,  specializing  in  internal  medicine. 

The  Medical  Short  Course  at  the  University 
of  Minnesota,  which  ended  last  week,  was  at¬ 
tended  by  thirty-six  physicians  from  five  states, 
as  follows:  fifteen  from  Minnesota;  seven  from 
Iowa;  six  from  North  Dakota;  four  from  South 
Dakota;  and  one  from  Wisconsin.  A  second 
course  of  two  weeks  will  be  given  in  September. 

The  Glen  Lake  Sanatorium,  the  tuberculosis 
institution  of  Hennepin  County,  has  completed 
the  last  of  its  twelve  buildings  and  has  now  a 
capacity  of  600  patients.  The  home  of  Super¬ 
intendent  E.  S.  Mariette,  one  of  the  buildings 
just  completed,  is  a  handsome  and  commodious 
structure,  richly  deserved  for  the  home  of  the 
superintendent. 

Dr.  Alvinza  B.  Cole,  of  Fergus  Falls,  died 
last  week  at  the  age  of  76.  Dr.  Cole  graduated 
from  the  New  York  Homeopathic  Medical  Col¬ 
lege  with  the  class  of  ’78  and  began  practice  in 
Minnesota  soon  after  graduation.  He  was  prom¬ 
inent  in  political  affairs  for  many  years,  and 
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served  two  terms  in  the  State  Senate.  He  was 
a  candidate  for  the  Legislature  this  year. 

Dr.  Otto  W.  Haugan,  of  Fergus  Falls,  died 
last  month  at  the  age  of  57.  Dr.  Haugan  was 
born  in  Norway  and  came  to  South  Dakota  when 
a  mere  lad.  After  graduating  from  the  Red 
Wing  (Minn.)  Seminary  he  became  a  teacher 
and  was  prominent  in  educational  matters 
throughout  his  life.  He  graduated  from  Jeffer¬ 
son  Medical  College  with  the  class  of  ’02,  and 
soon  began  the  practice  of  medicine  in  Minne¬ 
sota  at  Fergus  Falls. 


Fine  Opening  for  a  Physician  in  North  Dakota 

An  opening  for  an  A1  physician  and  surgeon  in 
western  North  Dakota  with  excellent  hospital  facili¬ 
ties.  Address  103,  care  of  this  office. 

Minneapolis  Office  Space  For  Rent 

In  the  Metropolitan  Bank  Building.  Separate 
office  and  share  reception  room  with  a  dentist  and 
physician.  For  particulars  telephone  Geneva  5441. 

Experienced  Laboratory  Technician  Wants  Position 

In  a  hospital  for  a  private  laboratory.  Very  high 
grade  work  guaranteed,  with  best  of  references.  Sev¬ 
eral  years  experience.  Address  109,  care  of  this 
office. 

X-Ray  Machine  for  Sale 

A  Standard  oil-transformer,  big  type  .v-ray  ma¬ 
chine,  just  like  new,  for  sale  at  a  reasonable  price. 
Oil  transformer  brand  new.  Address  93,  care  of 
this  office. 

Small  Hospital  Equipment  for  Sale 

Complete  equipment  of  a  12-bed  hospital  is  offered 
for  sale.  Equipped  for  general  service,  surgery,  and 
obstetrics.  Address  inquiries  to  P.  O.  Box  135,  Elk 
River,  Minn. 

An  X-Ray  Technician  Wants  Work  In  Twin  Cities 

Has  had  wide  experience  in  large  clinics  in  the 
Twin  Cities  and  has  done  hospital  work  in  the  coun¬ 
try.  Can  give  the  best  of  references.  Address  105, 
care  of  this  office. 

Temporary  Work  Wanted 

By  a  competent  physician  licensed  in  Minnesota 
and  North  Dakota.  Can  give  the  best  of  references. 
Ten  years  experience;  available  at  once.  Address 
79,  care  of  this  office. 

Opening  for  Young  Man 

Correspondence  solicited  with  a  recent  graduate 
or  preferably  a  physician  with  from  two  to  five 
years  experience.  Specialty,  obstetrics  and  gyne¬ 
cology.  Address  98,  care  of  this  office. 

Standard  X-Ray  Machine  for  Sale 

Have  an  outfit  large  enough  to  do  all  kinds  of 
.v-ray  work,  used  four  years.  Is  in  A1  condition. 
Coolidge  tube  and  supplies  go  with  it)  tube  stand, 
etc.  Address  S.  E.  Reeves,  AI.D.,  Eagle  Bend,  Minn. 


Physician  Wanted  In  North  Dakota 

A  good  town  in  North  Dakota  in  a  prosperous 
farming  community,  mostly  Norwegian  people, 
wants  a  physician.  Position  will  pay  $5,000  a  year, 
and  collections  are  good.  Address  104,  care  of  this 
office. 

Specialist  Wanted 

We  have  a  fine  opening  for  an  eye,  ear,  nose,  and 
throat  man;  also  for  a  man  in  obstetrics,  children’s 
diseases,  and  internal  medicine  to  join  a  group,  and 
simply  share  the  waiting-room  cost.  Town  of  30,000, 
west  of  the  Twin  Cities.  Address  102,  care  of  this 
office. 

Salaried  Position  Open 

A  Minnesota  institution  desires  a  man  of  good 
reputation.  Work  will  be  very  light  and  will  be 
confined  to  the  institution.  Will  pay  a  salary  of 
$200  and  room  and  board  for  himself  and  wife,  if 
married.  The  board  and  accommodations  are  those 
of  first-class  hotel.  Address  106,  care  of  this  office. 

Physician  Wanted  in  North  Dakota 

A  young  man  preferred.  Por  Center,  N.  D.,  the 
County-seat  of  Oliver  County.  No  doctor  now  in 
County.  Center  has  three  churches  and  two  banks. 
It  is  an  up-to-date  town.  As  health  officer  the 
doctor  receives  $25  a  month.  Address  Robert  Dunn, 
Center,  N.  D. 

Office  Furniture  and  Location  for  Sale 

Being  obliged  to  leave  Minneapolis  on  account  of 
health,  I  will  sell  my  office  furniture,  with  or  with¬ 
out  lease  of  office,  for  $350.  It  is  in  excellent  con¬ 
dition  and  would  cost  at  least  $600.  The  location 
is  south  on  Chicago  Avenue.  Address  99,  care  of 
this  office. 

Physician  Wanted 

To  take  my  established  Minnesota  practice  for  in¬ 
voice  price  of  modern  equipment.  Fine  town  of 
1,000;  excellent  gravel  roads;  sound  dairying  and 
farming  communtity;  large  consolidated  schools  with 
gymnasium;  collections  excellent;  modern  offices 
with  dentist.  Give  qualifications.  I  am  going  to 
specialize.  Address  107,  care  of  this  office. 

Practice  For  Sale  In  South  Dakota 

General  practice  with  opportunity  for  surgery. 
Modern  town  of  over  one  thousand  in  heart  of 
South  Dakota  corn  belt;  hospital;  large  territory; 
good  collections;  one  place  where  doctors  have 
made  money.  Protestant,  Masonic,  and  some  think 
a  K.  K.  K.  community.  Reason  for  sale,  moving 
to  city.  Some  cash  required,  balance  on  terms.  Ad¬ 
dress  108,  care  of  this  office. 

Minneapolis  Offices  for  Rent 

Very  desirable  accommodation  for  a  surburban 
physician  wishing  special  office  hours  downtown. 
Choice  of  several  rooms,  whole  or  part  time,  in  a 
building  exclusively  for  physicians  and  dentists.  Re¬ 
ception  room  nurse,  laboratory  technicians,  etc.,  in 
attendance.  Address  101,  care  of  this  office,  or  call 
at  821  Besse  Building. 
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TRANSACTIONS  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIA¬ 
TION— FORTY-THIRD  ANNUAL  MEETING 


OFFICERS— 1924-25 

PRESIDENT 

R.  L.  MURDY,  M.D.  . 

Aberdeen 

FIRST  VICE-PRESIDENT 

W.  R.  BALL,  M.D.  . . 

SEI’OND  VICE-PRESIDENT 

T.  F.  RIGGS,  M.D.  . 

THIRD  VICE-PRESIDENT 

^S.  M.  HOHF,  M.D.  . 

•  Yankton 

SECRETARY-TREASURER 

R.  D.  ALWAY.  M.D.  . 

Aberdeen 

UOUNUI  LOR — FIRST  DISTRICT 

J.  F.  D.  COOK,  M.D.  . 

Langford 

COUNCILOR — SECOND  DISTRICT 

H.  W.  SHERWOOD,  M.D. . 

COUNCILOR— THIRD  DISTRH'T 

J.  R.  WESTABY,  M.D.  . 

•  Madison 

COUNCH.OK— FOl  RTH  DISTRK  T 

A.  A.  McLAURIN,  M.D. . 

COUNCILOR —  FIFTH  DISTRICT 

L.  N.  GROSVENOR,  M.D.  (Clerk) . 

. .  -  Huron 

COUNCILOR — SIXTH  DISTRICT 

FREDERICK  TREON,  M.D.  (Chairman) 

Mitchell 

COUNCILOR— SEV  ENTH  DISTRICT 

R.  W.  MULLIN,  M.D.  . Sioux  Falls 

COCNCILOK — FilGHTH  DISTRICT 

T  P  ISA  ATS  M  n  . 

COUNCILOR— NINTH  DISTRICT 

F.  W.  MINTY,  M.D.  . Rapid  City 

COUNCILOR— TENTH  DISTRICT 

J.  C.  WATERMAN,  M.D.  . 

COUNCI I.OK — EI.EVKNTH  DISTRICT 

N.  K.  HOPKINS,  M.D.  . Arlington 


COUNCI  I.OK— T  VVE  UF'I' H  IIISTKICT 

PERCY  D.  PEABODY,  M.D.  . Webster 

DELEGATE  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 

G.  G.  COTTAM,  M.D.  . Sioux  Falls 

ALTERNATE 

J.  C.  WATERMAN,  M.D.  . Burke 


HOUSE  OF  DELEGATES 


ABERDEEN  DISTRICT 

J.  F.  ADAMS,  M.D. . Aberdeen 

M.  C.  JOHNSTON,  M.D. . Aberdeen 

J.  E.  BRUNER,  M.D. . Frederick 

WATERTOWN  DISTRICT 

J.  B.  VAUGHN,  M.D. . Castlewood 

MADISON  DISTRICT 

L.  JORDAN,  M.D. . Madison 

PIERRE  DISTRICT 

H.  B.  MARTIN,  M.D. . Harrold 

HURON  DISTRICT 

B.  H.  SPRAGUE,  M.D. . Huron 

MITCHELL  DISTRICT 

T.  B.  SMILEY,  M.D.... . Mt.  Vernon 

A.  H.  HOYNE,  M.D. . Salem 

SIOUX  PALLS  DISTRICT 

S.  A,  KELLER,  M.D. . Sioux  Falls 

S.  A.  DONAHOE,  M.D.. . .....Sioux  Falls 

YANKTON  DISTRICT 

L.  F.  BEALL,  M.D.. . Irene 

D.  S.  KALAYJIAN,  M.D.. . Parker 

HLACK  HILLS  DISTRICT 

J.  W.  FREEMAN,  M.D. . Lead 

KOSEHUD  DISTRICT 

R.  J.  QUINN,  M.D. . Winner 

KINGSBURY  COUNTY  DISTRICT 

J.  B.  DICKEY,  M.D. . Iroquois 

WHETSTONE  VAI.LEY  DISTRICT 

H.  G.  HARRIS,  M.D. . Wilmot 


342 


THE  JOURNAL-LANCET 


COMMITTEES 

COM.MITTEK  ON  CHIU)  VVECFAUK 


CLARA  E.  HAYES,  M.D.  (Chairman) ... -Waubav 

E.  A.  PITTENGER,  M.D. . Aberdeen 

I. YLE  HARE,  M.D. . Spearfish 

W.  E.  DONAHOE,  M.D. . Sioux  Falls 

CO.H.MITTKE  ON  EDUCATION 

S.  M.  HOHF,  M.D.  (Chairman) . Yankton 

T.  B.  SMILEY,  M.D. . Mt.  Vernon 

N.  J.  NESSA,  M.D. . Sioux  Falls 

CO.H.MITTEE  ON  CONSERVATION  OF  VISION 

J.  G.  PARSON,  M.D.  (Chairman) . Sioux  Falls 

H.  C.  PEABODY,  M.D. . Webster 

A.  EINAR  JOHNSON,  M.D. . Watertown 

J.  M.  WALSH,  M.D. . Rapid  City 

COM.MITTEE  ON  IIOSFITAUS 

G.  H.  TWINNING,  M.D.  (Chairman) ...  .Mobridge 

B.  A.  BOBB,  M.D. . Mitchell 

H.  J.  BARTON,  M.D. . Watertown 

C'OM.MITTEE  ON  AVOKKMEN’S  (;OMI*ENSATION 

R.  D.  ALWAY,  M.D . Aberdeen 

PEACE  OF  NEXT  MEETING,  SIOUX  FAUI.S 


PROCEEDINGS  OF  THE  HOUSE  OF 
DELEGATES  OF  THE  SOUTH 
DAKOTA  STATE  MEDICAL 
ASSOCIATION 

First  Session — Tuesday,  May  20,  1924 

The  first  meeting  of  the  House  of  Delegates 
was  called  to  order  immediately  after  luncheon, 
at  the  Hotel  Widman,  Mitchell,  by  the  President, 
Dr.  F.  E.  Clough,  of  Lead. 

The  Secretary  called  the  roll  and  announced 
that  a  quorum  was  present,  and  the  President 
declared  the  House  duly  constituted  for  the 
transaction  of  business. 

The  following  Delegates  were  present : 


Dr.  F.  E.  Clough . Lead 

Dr.  J.  F.  D.  Cook . Langford 

Dr.  J.  F.  Adams  . Aberdeen 

Dr.  J.  B.  Vaughn . Castlewood 

Dr.  H.  W.  Sherwood  . . Doland 

Dr.  C.  H.  R.  Hovde . Madison 

Dr.  A.  A.  McLaurin . Pierre 

Dr.  H.  B.  Martin . Harrold 

Dr.  D.  H.  Sprague . Huron 

Dr.  L.  N.  Grosvenor . Huron 

Dr.  Fred  Treon . Chamberlain 

Dr.  T.  B.  Smiley . Mt.  Vernon 

Dr.  F.  I.  Putnam . Sioux  Falls 

Dr.  S.  A.  Donahoe . Sioux  Falls 

Dr.  J.  G.  Parsons  . Sioux  Falls 

Dr.  M.  A.  Stern . Sioux  Falls 

Dr.  J.  P.  Isaac  . Freeman 

Dr.  L.  F.  Beall  . Irene 

Dr.  F.  W.  Minty . Rapid  City 

Dr.  J.  W.  Freeman . Lead 

Dr.  J.  B.  Dickey  . Iroquois 

Dr.  R.  D.  Alway . Aberdeen 


The  Secretary  announced  that  330  members 
had  renewed  their  membership  for  the  year,  and 
gave  the  membership  by  counties.  (See  the 
Roster.) 

THE  OFFICIAL  ORGAN 

The  President  then  introduced  Dr.  W.  A. 
Jones,  of  Minneapolis,  who  addressed  the  mem¬ 
bers  briefly  regarding  the  publication  of  the  pro¬ 
ceedings  of  the  Association  in  The  Journai.- 
Lancet. 

Following  Dr.  Jones’  remarks  the  President 
introduced  Dr.  F.  L.  Adair,  of  Minneapolis,  who 
addressed  the  House  concerning  the  merits  of 
Minnesota  Medicine. 

Dr.  Parsons  moved  that  the  Association  con¬ 
tinue  their  present  arrangement  with  The  Jour¬ 
nal-Lancet,  and  that  it  continue  to  be  the  of¬ 
ficial  organ  of  the  Association.  Motion  sec¬ 
onded. 

Dr.  Smiley,  representing  the  Sixth  District, 
said  that  at  their  last  meeting  he  was  instructed 
to  vote  for  a  change. 

Dr.  Isaacs,  representing  the  Eighth  District, 
said  that  he  had  not  been  officially  instructed, 
but  personally  he  was  in  favor  of  standing  by 
The  Journal-Lancet.  One  reason  for  this 
was  that  they  might  receive  more  and  prompter 
attention  than  if  they  adopted  the  Minnesota 
Medicine. 

Dr.  Adams,  Dr.  McLaurin,  Dr.  Bostrom,  and 
Dr.  Sprague  expressed  themselves  as  in  favor  of 
continuing  the  present  arrangement. 

Dr.  Parsons’  motion  was  put  to  a  vote  and 
carried. 

ASSOCIATION  DUES 

The  Secretary  then  introduced  the  subject  of 
State  Dues  and  said  that  there  was  approxi¬ 
mately  $2,700.00  in  the  treasury.  As  there  had 
been  some  criticism  about  the  size  of  the  dues, 
he  thought  it  might  be  well  to  discuss  the  question 
in  order  to  ascertain  the  opinion  of  the  Delegates. 

In  order  to  get  the  matter  before  the  House 
for  discussion.  Dr.  Alway  moved  that  the  By- 
Laws  be  amended  to  make  the  dues  $4.00  an¬ 
nually,  instead  of  $6.00,  as  at  present,  this  to  be 
laid  on  the  table  (in  accordance  with  the  Con¬ 
stitution  and  By-Laws)  until  the  next  meeting 
of  the  House.  Motion  seconded. 

This  question  was  discussed  by  the  following; 

Dr.  Sherwood,  who  believed  the  dues  should 
be  kept  at  $6.00  annually,  as  it  is  much  better 
to  have  a  surplus  on  hand  than  to  be  short  of 
funds. 

Dr.  Treon,  who  thought  that  when  the  dues 
were  raised  it  was  with  the  understanding  that 
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a  full-time  secretary  was  to  be  arranged  for. 
He  did  not  see  any  reason  for  piling  up  money 
in  any  bank  just  for  the  sake  of  having  it,  and 
he  believed  it  might  make  a  difference  in  secur¬ 
ing  new  members. 

Dr.  Vaughan,  who  saw  no  need  of  making  a 
change  and  thought  it  would  be  well  to  let  the 
matter  rest  for  at  least  another  year,  for  being 
out  of  money  all  the  time  was  very  inconvenient. 

Dr.  Parsons,  who  said  that  his  Society  favored 
the  abolition  of  a  sinking  fund,  that  the  State 
dues  might  be  reduced. 

Dr.  Smiley,  who  said  that  at  the  last  meeting 
of  the  Sixth  District  Society  they  passed  a  reso¬ 
lution  favoring  a  reduction  of  the  State  dues. 

Dr.  Freeman,  who  called  attention  to  the  fact 
that  the  California  dues  amount  to  $22.00,  in¬ 
cluding  the  County  and  State  Society  dues. 

THE  GROWTH  OF  CULTS 

Secretary  Alway  then  read  a  letter  from  the 
Yankton  District  Society,  requesting  that  some 
action  be  taken  in  regard  to  the  growth  of  the 
various  cults  related  to  medicine,  and  the  Presi¬ 
dent  requested  an  expression  of  opinion  regard¬ 
ing  this  matter. 

Dr.  Treon  said  that  he  thought  the  medical 
profession  had  given  the  cults  sufficient  adver¬ 
tising  and  that  they  should  be  left  alone. 

Dr.  Parsons  asked  what  was  the  use  of  making 
resolutions  in  regard  to  cults  when  they  did  not 
use  the  machinery  they  have  to  do  business  with. 
He  thought  it  should  be  made  the  duty  of  the 
State  Licensing  Board  to  institute  prosecution  for 
violation  of  the  Medical  Practice  Act,  and  that 
until  this  was  done  there  was  not  much  use  in 
expressing  disapproval. 

Dr.  Alway  called  attention  to  the  fact  that 
osteopaths  and  chiropractors  are  given  license  to 
use  narcotics.  He  had  attempted  to  investigate 
this  through  the  office  of  the  Attorney-General, 
but  had  received  no  reply.*  He  had  seen  a  copy 
of  a  prescription  for  morphine,  calling  for  one 
grain,  but  without  any  directions  whatever,  yet 
the  druggist  filled. 

LETTER  FROM  THE  ATTORNEY-GENERAL 

May  28,  1924. 

Dr.  R.  D.  Alway, 

Vice  President,  State  Board  of  Health, 

Aberdeen,  S.  D. 

Dear  Doctor: 

You  have  submitted  the  following  inquiry: 

“I  understand  that  one  of  your  predecessors 

made  a  ruling  that  osteopaths  and  chiropractors 

are  eligible  under  our  Federal  Narcotic  Law  to 

♦The  reply  of  the  Attorney-General  to  Dr.  Alway’s  in¬ 
quiry  was  received  after  the  meeting  of  the  Association. 


prescribe  narcotics.  As  I  remember,  both  osteo¬ 
paths  and  chiropractors  do  not  teach  matera 
medica  or  therapeutics  in  their  schools  and  further 
claim  that  they  do  not  believe  in  medicine.  Will 
you  kindly  give  me  some  information  in  regard  to 
this  and  your  opinion  of  the  same?” 

I  find  no  opinion  on  this  subject  among  the  official 
opinions  of  my  predecessors. 

Under  the  federal  law  (Compiled  Statutes  6287g) 
the  collector  of  internal  revenue  registers  on  proper 
application  all  who  are  by  the  State  law  permitted 
to  dispense  narcotics. 

Stearns  vs.  Rose,  282,  Fed.  336. 

Under  the  South  Dakota  law  (Section  7858  R.  C., 
as  amended  by  Chapter  191,  Laws  of  1923)  opium, 
coca  leaves,  or  any  compound  manufacture  salt,  de¬ 
rivative  or  preparation  thereof,  may  be  dispensed 
and  administered  to  a  patient  by  a  duly  licensed 
and  practicing  physician  within  this  state,  in  the 
course  of  such  physician’s  professional  practice  only. 
Such  drugs  may  be  sold  by  registered  pharmacists 
to  a  consumer  only  “in  pursuance  of  a  written  pre¬ 
scription  issued  by  a  duly  licensed  and  practicing 
physician,”  or  may  be  sold  or  dispensed  by  any 
wholesale  druggist,  dealer,  or  jobber  within  the  state 
to  registered  pharmacists  owning  and  conducting 
retail  drug  stores,  or  by  such  registered  pharmacists 
to  a  duly  licensed  and  practicing  physician,  dentist 
or  veterinarian  within  the  state. 

The  question  of  whether  or  not  osteopaths  and 
chiropractors,  or  either  of  them,  may  prescribe  or 
dispense  the  habit-forming  drugs  referred  to,  de¬ 
pends  upon  whether  or  not  the  term,  “duly  licensed 
and  practicing  physician”  includes  osteopaths  and 
chiropractors. 

Chiropractors  are  licensed  to  practice  chiroprac¬ 
tic.  Since  chiropractic  is  defined  by  Section  8  of 
Chapter  143,  Laws  of  1921,  to  be  “the  adjustment 
by  hand  of  the  articulation  of  the  human  spine  and 
other  incidental  adjustments  according  to  the  science 
of  chiropractics,”  it  seems  apparent  that  chiroprac¬ 
tors  are  not  authorized  to  dispense  or  administer 
habit-forming  drugs  under  the  limited  license 
granted  them.  It  is  therefore,  my  opinion  that 
a  chiropractor  is  not  a  duly  licensed  and  practicing 
physician”  within  the  meaning  of  that  phrase  as 
used  in  Section  7858. 

Osteopaths  are  licensed  to  practice  osteopathy, 
and  are  referred  to  as  “osteopathic  physicians”  in 
Section  7722  and  Section  7724  R.  C.,  the  last  section 
providing  in  part: 

“The  certificate  provided  for  in  the  second  pre¬ 
ceding  section  shall  not  authorize  the  holder  there¬ 
of  to  perform  major  operations;  his  practice  shall 
be  limited  to  the  methods  of  practice  as  taught 
in  the  standard  colleges  of  osteopathy.” 

If  the  methods  of  practice  as  taught  in  the  stand¬ 
ard  colleges  of  osteopathy  include  and  contemplate 
the  prescribing  and  administering  of  the  drugs  re¬ 
ferred  to  here,  osteopaths  are  duly  licensed  and 
practicing  physicians  within  the  terms  of  the  stat¬ 
ute;  otherwise,  they  are  not.  The  question  of  fact 
involved  is  one  which  I  am  not  qualified  to  answer 
for  you. 

Yours  truly, 

(Signed)  Buell  F.  Jones, 

Attorney-General. 
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Dr.  Stern  said  that  he  had  given  this  matter 
considerable  thought  and  had  reached  the  con¬ 
clusion  that  there  is  only  one  way  to  counteract 
the  cults,  and  that  is  by  education  of  the  people 
by  means  of  proper  propaganda. 

Dr.  Kalajian  thought  it  would  not  do  any  good 
to  do  this.  In  his  community  there  is  an  osteo¬ 
path  who  gives  medicine,  prescribes  morphine, 
and  performs  tonsillectomies.  The  druggist  re¬ 
fused  to  refill  a  prescription  for  him,  but  he 
wrote  to  Pierre  and  then  the  druggist  had  to  fill 
it.  Chiropractors  do  the  same  thing.  He  thought 
it  a  surprising  fact  that  so  many  prominent  men 
are  followers  of  the  cults  and  that  they  are  very 
ignorant  concerning  medical  matters.  He  be¬ 
lieved  that  physicians  should  take  a  hint  from 
these  fellows  and  seek  more  publicity  for  the 
benefit  of  the  profession. 

Dr.  Westaby  called  attention  to  the  chiropractic 
law  which  says  that  no  chiropractor  shall  treat 
any  infectious  or  contagious  disease.  This  had 
been  called  to  the  attention  of  Attorney-General 
Payne,  who  said  the  law  simply  meant  that  they 
shall  regard  acute  contagious  and  infectious  dis¬ 
eases  as  other  practitioners,  and  that  it  is  all 
right  for  them  to  sign  death  certificates.  He 
was  at  present  under  a  judgment  of  $1,500.00 
because  he  investigated  the  cause  of  a  death 
which  was  due  to  tuberculosis  and  which  a  chiro¬ 
practor  had  been  treating  for  bowel  trouble. 
They  sued  him  for  giving  the  matter  publicity, 
and  the  judge  upheld  the  chiropractor. 

On  motion,  this  matter  was  tabled. 

INVESTIGATION  OF  HOSPITALS  OF  THE  VETERANS’ 
BUREAU 

Secretary  Alway  presented  a  letter  from  the 
Disabled  American  Veterans  of  the  World  War, 
asking  if  the  South  Dakota.  State  Medical  Asso¬ 
ciation  would  be  in  a  position  to  furnish  an  ex¬ 
pert  to  assist  in  the  investigation  of  all  hospitals 
established  by  the  Veterans’  Bureau. 

On  motion  of  Dr.  Stern  this  matter  was  tabled. 

THE  workman’s  COMPENSATION  FEE  BILL 

Dr.  Parsons  presented  a  communication  from 
the  Seventh  District  regarding  the  present  work¬ 
man’s  compensation  fee  table,  and  another  re¬ 
garding  the  National  Prohibition  Law,  which  re¬ 
quested  that  some  steps  be  taken  by  the  Asso¬ 
ciation  to  secure  a  change  in  the  present  State 
laws  regarding  prohibition  to  make  them  con¬ 
form  with  the  Federal  law. 

The  President  asked  for  an  expression  of 


opinion  regarding  the  fee  table,  and  the  matter 
was  discussed  by  the  following: 

Dr.  Stern,  who  thought  that  some  definite  ac¬ 
tion  should  be  taken  on  this  matter.  Some  states 
put  no  limit  on  the  amount  that  should  be  ex¬ 
pended  for  an  employee.  South  Dakota  at  pres¬ 
ent  stipulates  $150.00,  and  he  thought  this  should 
not  be  less  than  $300.00. 

Dr.  Clough,  who  said  it  had  been  computed, 
he  thought  on  an  absolutely  true  basis,  that  the 
industries  have  to  pay  at  least  60  per  cent  of  the 
claims  against  them  because  of  the  personal  care¬ 
lessness  of  the  employees.  If  the  industries  have 
to  pay  60  per  cent  of  such  claims,  he  believed 
they  would  not  stand  for  increasing  the  amount 
of  damages  in  the  other  cases.  The  people  who 
have  to  pay  the  compensation  are  all  against  any 
change  in  the  present  law.  His  company  gives 
unlimited  service,  not  limited  to  $150.00,  but  the 
real  organizations  interested  are  the  insurance 
companies  and  the  employers’  associations,  which 
include  companies  employing  men  all  over  the 
state.  He  thought  it  would  be  opening  up  a 
bomb-shell  to  open  up  the  medical  and  surgical 
fee  question.  If  it  were  not  for  the  Employer’s 
Liability  Law  they  would  get  nothing  out  of  50 
or  60  per  cent  of  the  claims  out  of  which  they 
now  get  a  reasonable  fee.  Many  concerns,  he 
was  convinced,  would  carry  their  own  insurance 
if  the  fees  were  raised.  The  fee  table  was  made 
up  on  an  average  of  practically  all  the  fee  tables 
used  by  neighboring  states,  and  he  doubted  the 
wisdom  of  making  any  change. 

Dr.  Treon,  thought  it  well  to  let  well  enough 
alone. 

Dr.  Westaby,  who  said  that  in  discussing  the 
matter  with  Mr.  Travis  he  had  stated  that  the 
amount  paid  by  the  insurance  company  had  noth¬ 
ing  to  do  with  bringing  action  against  the  patient 
for  anything  above  that  sum  which  might  be  due. 

Dr.  Stern,  who  thought  the  men  handling  in¬ 
dustrial  cases,  saw  the  injustice  of  the  law  better 
than  some  of  the  others.  The  present  fee  of 
$150.00  will  not  pay  half  of  the  necessary  ex¬ 
penses.  He  thought  the  hospitals  should  at  least 
be  recompensed  for  the  patient’s  board  and  care, 
and  he  believed  that  South  Dakota  had  the  lowest 
limit  of  any  state.  He  wished  some  definite 
action  to  be  taken  on  the  matter  and  moved  that 
the  Association  go  on  record  as  endorsing  a 
movement  to  raise  the  maximum  amount  for 
hospital  and  medical  and  surgical  care  from 
$150.00  to  $300.00. 

Motion  seconded. 
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Dr.  Alway  suggested  that  it  might  be  well  to 
divorce  the  two,  saying  a  certain  sum  for  med¬ 
ical  care  and  a  certain  sum  for  hospital  fee,  mak¬ 
ing  the  maximum  for  each  the  same  amount, 
$150.00. 

Following  this  the  motion  was  withdrawn. 

THE  PROHIBITION  LAW 

The  President  than  called  attention  to  the 
second  communication,  regarding  the  prohibition 
law,  and  said  he  did  not  think  it  could  be  ad¬ 
equately  discussed  in  the  brief  time  remaining 
before  adjournment,  and  he  suggested  that  it  be 
postponed  until  the  next  meeting. 

Dr.  Stern  requested  the  privilege  of  discussing 
it  briefly,  and  stated  that  the  National  law  pro¬ 
vides  for  the  legitimate  use  of  alcohol,  while  the 
State  law  does  not.  He  thought  it  rational  to 
draw  up  a  resolution  whereby  the  State  law 
would  comply  with  the  recjuirements  of  the  Na¬ 
tional  law.  In  their  drug-store  they  are  at  present 
absolutely  unable  to  get  alcohol  legally  to  use 
in  making  tinctures. 

Another  thing  to  which  he  took  exception  was 
the  attitude  of  the  State  authorities  toward  one 
who  holds  a  State  license,  which  made  one  feel 
that  he  should  apologize  for  having  it. 

Further  discussion  of  this  question  was  post¬ 
poned. 

THE  UNRESTRICTED  SALE  OF  LYE 

Dr.  Parsons  brought  up  the  subject  of  the 
proposed  lye  legislation,  and  spoke  of  the  dangers 
that  come  from  the  unrestricted  sale  of  lye  for 
household  purposes.  He  asked  that  the  State  As¬ 
sociation  go  on  record  as  favoring  the  law  in¬ 
troduced  by  Senator  Pepper  providing  for  a 
distinctive  label. 

Dr.  Alway  stated  that  he  had  already  com- 
m.unicated  with  our  Senators  and  Representa¬ 
tives  in  Washington  and  had  received  favorable 
replies  from  them. 

APPOINTMENT  OF  COMMITTEES 

N ominating  Committee. — The  President  ap¬ 
pointed  a  Nominating  Committee  consisting  of 
Dr.  Adams,  chairman,  and  Drs.  Sherwood,  Mc- 
Laurin,  Sprague,  Smiley,  Donahoe,  Isaacs,  I'ree- 
man,  Bostrom,  and  Harris. 

Necrology  Committee. — The  President  also  ap¬ 
pointed  a  Committee  on  Necrology  consisting  of 
Drs.  Grosvenor,  Treon,  and  Isaacs. 

The  Secretary  called  a  m.eeting  of  the  Board 
of  Councilors  immediately  following  the  ad- 
journHient  of  the  House  of  Delegates. 


On  motion,  the  House  of  Delegates  adjourned 
at  2:00  p.  m.  to  reconvene  at  12:30  p.  m.  on 
Wednesday. 

Second  Session — Wednesday,  May,  21,  1924 
The  second  meeting  of  the  House  of  Delegates 
was  called  to  order  immediately  after  luncheon, 
at  the  Hotel  Widman,  Mitchell,  by  the  President, 
Dr.  F.  E.  Clough,  of  Lead. 

The  Secretary  announced  that  a  quorum  was 
present  and  the  President  declared  the  House 
duly  constituted  for  the  transaction  of  business. 
Second  meeting  of  House  of  Delegates. 

The  following  Delegates  were  present : 


Dr.  F.  E.  Clough  . Lead 

Dr.  J.  F.  D.  Cook . Langford 

Dr.  J.  F.  Adams  ...........  Aberdeen 

Dr.  J.  B.  Vaughn  . Castlewood 

Dr.  H.  W.  Sherwood . Doland 

Dr.  C.  H.  R.  Hovde . Madison 

Dr.  L.  N.  Grosvenor  . Huron 

Dr.  Fred  Treon . Chamberlain 

Dr.  F.  I.  Putnam  . Sioux  Falls 

Dr.  J.  P.  Isaac . Freeman 

Dr.  F.  W.  Minty . Rapid  City 

Dr.  S.  A.  Donahoe . Sioux  Falls 

Dr.  W.  F.  Keller . Sioux  Falls 

Dr.  M.  A.  Stern . Sioux  Falls 

Dr.  H.  B.  Martin . Harrold 

Dr.  D.  G.  Sprague  . Huron 

Dr.  T.  B.  Smiley . Mt.  Vernon 

Dr.  J.  W.  Freeman . Lead 

Dr.  J.  B.  Dickey  . Iroquois 

Dr.  R.  D.  Alway  . Aberdeen 


The  Secretary  read  the  minutes  of  the  pre¬ 
ceding  meeting,  which  were  approved  as  read. 

THE  GORGAS  MEMORIAL 

The  Secretary  then  presented  a  letter  from 
Dr.  Franklin  Head  Martin,  Chairman  of  the 
Board  of  Directors  of  the  Gorgas  Memorial, 
asking  for  endorsement  by  the  Association  of 
the  following  resolution  : 

Whereas,  the  life  and  achievements  of  the  late 
William  Crawford  Gorgas  have  been  to  our  mem¬ 
bers  an  inspiration  to  service  for  humanity,  and 

Whereas,  the  Gorgas  Memorial  Institute  contem¬ 
plates  the  establishment  in  his  memory  of  a  living, 
working  memorial  in  the  form  of: 

(a)  A  Research  Institute  at  Panama  for  the  study, 
prevention  and  cure  of  tropical  diseases;  and 

(b)  The  development  of  a  national  educational 
campaign  under  the  supervision  of  the  scientific  med¬ 
ical  profession  for  the  purpose  of  improving  and 
protecting  the  health  of  people  everywhere,  there¬ 
fore  be  it 

Resolved,  in  consideration  of  these  facts,  the  South 
Dakota  State  Medical  Association,  assembled  at  its 
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annual  convention  at  Mitchell,  May  20  and  21,  hereby 
heartily  endorses  the  plan  to  memorialize  William 
Crav/ford  Gorgas  in  the  manner  contemplated  by 
the  Gorgas  Memorial  Institute,  not  only  because 
it  will  constitute  a  worthy  recognition  of  the  char¬ 
acter  and  achievements  of  our  late  colleague,  but 
will  be  in  effect  a  memorial  to  the  achievements  and 
importance  of  medical  science  in  world  prop;ress. 

Dr.  Alway  moved  the  adoption  of  this  reso¬ 
lution. 

Seconded  and  unanimously  carried. 

FEE  REDUCTION 

The  Secretary  then  introduced  the  question  of 
the  proposed  amendment  to  Article  XT  of  the 
Constitution,  in  regard  to  reducing  the  dues  from 
$6.00  per  capita  per  annum  to  $4.00  per  capita, 
making  the  Article  read : , 

Funds  shall  be  raised  by  an  equal  per  capita  as¬ 
sessment  on  each  component  society.  The  amount 
of  the  assessment  shall  be  fixed  by  the  House  of 
Delegates,  but  shall  not  exceed  the  sum  of  $4.00  per 
capita  per  annum  for  dues  to  State  Association  ex¬ 
cept  on  a  four-fifths  vote  of  the  Delegates  present. 

He  also  moved  the  adoption  of  this  amendment 
to  take  effect  in  1925. 

IMotion  seconded  by  Dr.  l^utnam  and  carried. 

REPORT  OF  NOMINATING  COMMITTEE 

Dr.  Adams,  chairman,  reported  that  the  Com¬ 
mittee  met  with  eight  members  present,  the  ab¬ 
sentees  being  Drs.  McLaurin  and  Harris.  The 
report  was  as  follows  : 

The  Committee  recommends  that  the  invitation  to 
meet  in  Deadwoed  the  first  week  in  August,  1925, 
be  accepted. 

For  officers,  the  Committee  recommends  that  the 
Vice-Presidents  be  advanced  one  place,  but  for  the 
position  of  Third  Vice-President  we  were  dead¬ 
locked  on  Dr.  Hopkins,  of  Arlington,  and  Dr.  S.  M. 
Hohf,  of  Yankton. 

For  Councilors  we  recommend  for  re-election  in 
the  Fifth  District,  Huron,  Dr.  D.  M.  Grosvenor,  for 
the  Sixth  District,  Mitchell,  Dr.  Frederick  Treon; 
for  the  Seventh  District,  Sioux  Falls,  Dr.  R.  W. 
Mullen:  for  the  Twelfth  District,  Whetstone  Valley, 
Dr.  I’ercy  D.  Peabody. 

Dr.  Vaughn  moved  that  the  report  of  the 
Nominating  Committee  be  accepted. 

Seconded  and  carried. 

The  names  of  the  two  gentlemen  proposed  for 
Third  \'4ce-President  were  then  balloted  upon, 
and  the  President  appointed  Drs.  Stern  and  I3on- 
ahoe  as  tellers. 

Dr.  Idopkins  received  9  votes  and  Dr.  Hohf 
10  votes,  and  Dr.  Hohf  was  declared  duly  elected 
Third  Vice-President. 

Dr.  Vaughn  moved  that  the  Secretary  cast  the 
unanimous  ballot  of  the  House  for  the  other 


officers  recommended  by  the  Nominating  Com¬ 
mittee. 

Seconded  and  carried,  and  the  Secretary  did 
so  cast  the  vote. 

PLACE  OF  1925  MEETING 

I'he  President  then  asked  if  there  were  other 
invitations  for  the  1925  meeting. 

Dr.  F.  1.  Putnam  said  that  some  months  ago 
he  had  received  a  letter  from  Dr.  Freeman  re¬ 
questing  him  to  use  his  influence  to  get  the  1925 
meeting  for  Deadwood,  and  that  he  was  willing 
to  do  so,  but  inasmuch  as  the  program  at  this 
meeting  was  such  a  success  it  had  been  thought 
advisable  to  continue  the  meetings  where  ])lenty 
of  clinical  material  is  available.  Therefore,  he 
nominated  Sioux  Falls  as  the  meeting  place  for 
1925. 

Deadwood  and  Sioux  Falls  were  then  balloted 
upon,  and  of  19  votes  cast  Sioux  Falls  received 
11,  and  was  declared  the  meeting  place  for  1925. 

UNFINISHED  BUSINESS 

DOUBLE  ENFORCEJIENT  OF  PROHIBITION  LAW 

Lmder  this  head  Dr.  Stern  brought  up  the  ques¬ 
tion  of  the  double  enforcement  of  the  prohibition 
law  in  South  Dakota,  the  State  law  and  the 
hVderal  law,  and  after  some  exjilanation  moved 
that  the  South  Dakota  State  Medical  Association, 
as  represented  by  the  House  of  Delegates,  go  on 
record  as  favoring  a  change  in  the  State  Pro¬ 
hibition  Act  to  make  it  conform  with  the  Federal 
Prohibition  Act,  and  that  the  State  Secretary  be 
instructed  to  correspond  with  the  secretaries  of 
the  component  societies  and  send  them  a  copy  of 
this  resolution,  recjuesting  their  aid  in  securing 
the  requisite  number  of  signers  to  secure  a  refer¬ 
endum. 

Seconded  by  Dr.  Donahoe. 

The  c|uestion  was  then  discussed  by  the  fol¬ 
lowing  : 

Dr.  Cook,  who  asked  why  the  matter  should 
not  be  taken  to  the  State  Druggists  Association, 
instead  of  to  this  Association,  since  Dr.  Stern 
was  apparently  more  interested  in  the  making  of 
tinctures  than  in  anything  else,  and  that  it  was 
merely  the  druggists’  needs  that  he  was  solicitous 
about. 

Dr.  Sherwood,  who  stated  that  under  the  State 
law  druggists  are  licensed  to  secure  alcohol  for 
making  drugs. 

Secretary  Alway,  who  stated  that  the  druggist 
had  to  put  up  a  bond  in  order  to  get  alcohol  to 
make  tinctures. 

Dr.  Sherwood,  who  said  that  his  objection  to 
having  the  law  changed  was  that  it  would  throw 
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the  responsibility  on  the  medical  profession  as 
to  whether  the  people  in  the  community  could 
abuse  the  law  or  not.  If  it  was  known  that  the 
druggist  had  a  right  to  get  alcohol  and  that  the 
doctor  had  a  right  to  prescribe  it  there  would 
be  the  same  trouble  that  was  experienced  before 
the  law  went  into  effect. 

Dr.  Stern,  who  stated  that  there  were  certain 
provisions  in  the  law  which  prevent  their  secur¬ 
ing  alcohol  in  a  legal  way  for  compounding  tinc¬ 
tures  in  their  drug  department  in  connection  with 
the  Sioux  Falls  Clinic.  It  is  also  impossible  to 
secure  alcohol  for  the  laboratory  work  in  a  legal 
way.  He  thought  most  of  those  present  believed 
that  there  are  times  when  it  is  advisable  to  pre¬ 
scribe  alcohol  in  cases  of  sickness,  which  cannot 
be  done  under  the  present  situation.  He  thought 
the  few  who  do  not  believe  it  is  valuable  should 
not  dictate  to  those  who  do.  If  the  State  law 
was  made  to  conform  with  the  Federal  law  they 
would  still  have  to  take  out  licenses  to  prescribe, 
but  that  was  well  regulated. 

Dr.  Isaacs,  who  thought  that  in  some  instances, 
particularly  in  pneumonia,  brandy  and  alcohol 
are  of  value. 

Dr.  Treon,  who  endorsed  Dr.  Isaacs  remarks, 
and  who  thought  the  present  State  law  should 
be  altered  so  that  they  could  save  the  lives  of 
patients  who  need  alcohol  and  not  be  made  crim¬ 
inals  by  doing  so. 

Dr.  Putnam,  who  said  it  was  possible  to  get 
a  State  and  a  Federal  permit  at  present  so  that 
one  could  write  prescriptions  and  have  them 
filled.  He  thought  the  State  law  was  “a  darned 
good  law,”  and  he  wished  to  go  emphaticalh'  on 
record  as  against  any  change  in  it. 

Dr.  Stern,  who  said  that  getting  the  permits 
did  not  always  hold  good,  and  he  thought  it  un¬ 
necessary  to  have  double  enforcement  of  the  pro¬ 
hibition  law. 

Following  the  discussion  Dr.  Stern’s  motion 
was  put  to  a  rising  vote  and  lost. 

REPORT  OF  THE  CHILD  WELFARE  COMMITTEE 

Two  phases  of  child  welfare  have  been  touched 
upon  during  the  year. 

1.  Physical  examinations  and  advice  regarding 
the  means  of  correction  of  physical  defects  and  the 
improvement  of  nutrition  and  posture. 

2.  Securing  surgical  treatment  for  indigent  crip¬ 
pled  children. 

The  first  mentioned  work  consisted  of  the  physi¬ 
cal  examination  of  168  boys  and  girls  of  the  Farm 
Clubs  at  the  State  Fair  last  September.  The  child¬ 
ren  ranged  in  age  from  ten  to  eighteen  years  and 
were  the  winners  of  prizes  for  livestock,  poultry, 
and  various  other  exhibits  at  their  county  fairs. 


The  work  was  done  by  the  State  Division  of  Child 
Hygiene  of  the  State  Board  of  Health,  at  the  re¬ 
quest  of  the  State  College,  at  Brookings,  with  the 
sanction  of  the  President  of  the  State  Medical  As¬ 
sociation.  Letters  were  wwitten  to  all  doctors  of 
Beadle  and  contiguous  counties  regarding  the  scope 
and  purpose  of  the  work.  Many  prompt  responses 
were  received  from  the  doctors  who  volunteered 
their  services.  The  State  Board  of  Health  paid  the 
travelling  and  hotel  expenses  of  those  who  helped, 
and  the  Fair  Board  gave  them  admission  tickets 
and  press  passes  to  the  activities  on  the  grounds. 
We  worked  during  the  forenoons  of  four  days. 
Twelve  practising  physicians,  four  nose  and  throat 
specialists,  three  eye  specialists,  and  five  dentists 
gave  their  time,  some  giving  twm  half  days  each. 
The  work  was  highly  commended  by  the  State  Col¬ 
lege,  and  the  announcement  of  its  results  was  given 
a  prominent  place  on  the  program  at  which  the 
State  Fair  awards  were  made.  The  faculty  of  the 
Extension  Division  has  requested  that  we  repeat 
the  work  this  year,  and,  if  possible,  to  make  it  a 
permanent  part  of  the  Agricultural  College  program. 

Fifty-nine  of  the  eighty-five  girls  examined  and 
thirt)"  of  the  eighty-two  boys  have  reported  the 
correction  of  their  physical  defects,  and  other  mem¬ 
bers  of  the  families  of  these  children  have  had 
physical  examinations  and  treatment  which  were 
prompted  by  the  Boys  and  Girls  Club  clinic. 

If  the  State  Medical  Association  approves  and 
desires  to  sponsor  this  work  at  the  State  Fair  this 
3"ear,  suggestions  as  to  some  manner  of  expediting 
the  examinations  will  be  greatly  appreciated.  Per¬ 
haps  those  who  have  had  army  experience  in  ex¬ 
amining  large  numbers  could  make  some  valuable 
suggestions. 

Before  the  work  for  crippled  children  was  begun, 
a  letter  was  sent  to  each  physician  in  the  state 
requesting  the  names  of  indigent  crippled  children 
in  his  community.  Dr.  H.  1.  King,  of  Aberdeen, 
and  Dr.  H.  D.  Sewell,  of  Huron,  volunteered  to  do 
the  surgical  work  without  charge  for  the  children  of 
their  district.  Dr.  G.  E.  Van  Denmark,  of  Sioux 
Falls,  volunteered  to  help  with  certain  types  of  cases 
and  Dr.  Emil  S.  Geist  and  Dr.  Carl  C.  Chatterton, 
orthopedic  specialists  of  Minneapolis  and  St.  Paul, 
offered  to  take  cases  for  treatment  from  any  part 
of  the  state  without  charge.  In  each  instance  the 
parents  have  been  required  to  sign  an  affidavit  stat¬ 
ing  that  they  were  financially  unable  to  obtain 
proper  treatment  for  their  children  and  to  state  their 
preference  of  the  surgeons  who  would  do  the  work. 
The  Division  of  Child  Hygiene  pays  all  hospital 
charges,  and  the  families  or  some  local  organization 
pays  the  transportation. 

From  among  the  operable  cases  reported  by  the 
physicians  of  the  state  five  have  been  operated  on, 
four  by  Dr.  Geist  and  one  by  Dr.  King.  Arrange¬ 
ments  have  been  completed  for  four  more  cases, 
three  of  which  will  be  done  by  Dr.  Sewell  and  one 
by  Dr.  Geist.  The  cases  selected  for  treatment  so 
far  have  been  club  feet,  extreme  bowed  legs  and  a 
large  contracting  scar  of  the  neck. 

The  fund  for  crippled  children  is  limited,  but  is 
still  sufficient  to  take  care  of  several  more  cases. 
While  the  State  Medical  Association  as  an  organi- 
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zation  has  not  assisted  with  this  work,  it  has  been 
done  with  the  knowledge  of  every  physician  in  the 
state  and  the  assistance  and  co-operation  of  most 
of  them. 

If  through  the  Association  we  could  be  notified 
of  the  most  needy  of  these  indigent  crippled  child¬ 
ren,  and  those  who  could  be  benefited  most  by  sur¬ 
gical  treatment,  it  would  be  a  great  advantage. 

— Clara  E.  Hayes,  M.D. 

Chairman  Child  Welfare  Committee, 
South  Dakota  State  Medical  Association. 

REPORT  OF  COMMITTEE  ON  NECROLOGY 

Dr.  Grosvenor,  chairman,  stated  that  he  had  been 
able  to  secure  information  regarding  only  one  mem¬ 
ber  of  the  Association  who  had  died  during  the 
year.  Dr.  Lee  R.  Prouty,  of  Conde,  who  died  in 
October,  1923.  He  had  recently  received  a  letter 
from  his  wife,  who  was  living  in  Casselton. 

On  motion  duly  seconded  and  carried  this  re¬ 
port  was  accepted  as  submitted. 

ELECTION  OF  A  COUNCILOR 

The  Secretary  called  attention  to  the  fact  that 
no  Councilor  had  been  elected  for  the  Madison 
District. 

Dr.  J.  R.  Westaby,  of  Madison,  was  nominated 
for  this  position  and  was  unanimously  elected. 

THE  NEW  PRESIDENT,  DR.  MURDY 

Dr.  Clough  then  introduced  the  newly  elected 
President,  Dr.  R.  L.  Muirdy,  of  Aberdeen,  and 
expressed  his  thanks  to  the  Delegates  for  their 
support  and  assistance  during  the  year. 

Dr.  R.  L.  Murdy :  I  thank  you  for  this  honor. 
I  feel  that  if  I  follow  in  the  steps  of  our  re¬ 
tiring  President,  Dr.  Clough,  I  will  have  to  step 
fast.  I  think  he  has  established  a  pretty  high 
order  of  things,  and  I  hope  the  work  we  have 
been  following  here  will  conform  to  the  good 
plans  he  has  established  this  year. 

THANKS  TO  DR.  J.  L.  STEWART 
Dr.  Vaughn  called  attention  to  the  little  book, 
“The  Medical  Pilgrim’s  Progress,’’ which  had  been 
sent  to  the  Association  by  Dr.  J.  L.  Stewart,  and 
moved  that  the  House  of  Delegates  extend  a 
vote  of  thanks  to  Dr.  Stewart  for  his  instructive 
and  interesting  little  book. 

Motion  seconded  and  unanimously  carried. 

Dr.  Freeman  said  that  in  talking  with  Dr. 
Stewart  he  had  requested  him  to  get  the  opinion 
of  the  doctors  who  received  the  little  book  as  to 
whether  or  not  it  was  suitable  to  give  to  laymen. 

No  action  was  taken. 

TYPE  OF  NEXT  MEETING 

Dr.  Clough  asked  if  the  House  of  Delegates 
wished  to  go  on  record  regarding  the  type  of 


meeting  for  1925,  or  whether  this  should  be  left 
to  the  Program  Committee. 

It  was  the  concensus  of  opinion  that  it  should 
be  left  to  the  Program  Committee. 

REPORT  OF  THE  STAFFORD  MEMORIAL  COMMITTEE 

The  Secretary  presented  a  report  from  Dr. 
Cottam  regarding  the  Spafford  Memorial,  and 
moved  that  the  report  be  accepted  and  the  Com¬ 
mittee  continued,  letter  of  Dr.  Cottam  follows : 
Dr.  R.  D.  Alway, 

Aberdeen,  S.  D. 

Dear  Dr.  Alway: 

I  have  no  final  report  to  pre.sent  on  the  Spafiford 
Memorial,  but  I  can  say  at  this  time  that  the  pic¬ 
tures  have  been  finished  and  paid  for.  The  large 
one  is  hung  in  the  Capitol  at  Pierre  and  the  small 
one  given  to  Mrs.  Spafford,  while  there  remains  on 
hand  a  balance  of  over  $300.00  to  pay  for  the  bronze 
tablet  which  is  to  be  placed  either  in  Flandrcau  or 
at  the  State  University  according  to  Mrs.  Spafford’s 
wishes. 

Respectfully, 

G.  G.  Cottam,  M.D., 
Chairman. 

The  Secretary  called  a  meeting  of  the  Board  of 
Councilors  immediately  after  adjournment,  and 
on  motion  the  House  of  Delegates  adjourned 
at  1 :45  p.  m.,  sine  die. 

PROCEEDINGS  OF  THE  SCIENTIFIC 
MEETINGS  OF  THE  ASSOCIATION 
First  Day — Tuesday,  May  20 

The  forty-third  annual  meeting  of  the  South 
Dakota  State  Medical  Association  was  called  to 
order  at  the  Metropolitan  Theatre,  Mitchell,  on 
Tuesday,  May  20,  1924,  at  9:50  a.  m.,  by  the 
President,  Dr.  F.  E.  Clough,  of  Lead. 

The  President  announced  that  the  entire  pro¬ 
gram  was  to  consist  of  dry  clinics  and  that  there 
would  be  no  discussion,  but  that  the  clinicians 
would  be  glad  to  answer  any  questions  that  the 
members  of  the  Association  caired  to  ask. 

Dr.  Walter  D.  Shelden,  Chief  of  the  Depart¬ 
ment  of  Nervous  Diseases,  Mayo  Clinic,  Roches¬ 
ter,  Minnesota,  gave  a  Clinic  on  “The  Nervous 
System,”  and  presented  two  cases  of  postdiph- 
theritic  paralysis  and  one  of  tabes  dorsalis. 

Dr.  Arthur  D.  Dunn,  formerly  Professor  of 
Medicine,  Creighton  University,  Omaha,  Nebras¬ 
ka,  gave  a  clinic  on  “Diseases  of  the  Heart,”  and 
presented  seven  cases. 

On  motion  the  meeting  adjourned  at  12:20  to 
reconvene  at  2:00  p.  m. 
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First  Day — Afternoon  Session 

The  afternoon  session  of  the  first  day  was 
called  to  order  at  the  Metropolitan  Theatre, 
Mitchell,  at  2  :C)0  o’clock,  by  the  President,  Dr. 
F.  E.  Clough. 

Dr.  J.  S.  Pritchard,  President  of  the  Mis¬ 
sissippi  Valley  Tuberculosis  Association,  Battle 
Creek,  Michigan,  gave  a  clinic  on  “Chest  Con¬ 
ditions  Simulating  Tuberculosis,”  illustrated  by 
lantern  slides. 

Dr.  J.  D.  Adamson,  Medical  Department  of 
the  University  of  Manitoba,  Winnipeg,  gave  a 
clinic  on  “The  Diagnosis  of  Pulmonary  and  Joint 
Tuberculosis,”  illustrated  by  lantern  slides,  and 
presented  two  patients. 

Dr.  E.  C.  Rosenow,  Chief  of  the  Department 
of  Experimental  Medicine,  Mayo  Clinic,  Roches¬ 
ter,  Minnesota,  gave  a  clinic  on  “The  Selectivity 
of  Bacteria  for  the  Nervous  System,”  illustrated 
by  lantern  slides. 

Dr.  W.  R.  Ball,  Chairman  of  the  Committee 
on  Arrangements,  announced  that  one-fifth  of  all 
the  physicians  in  the  state  were  present  at  the 
meeting,  and  stated  that  the  Rush  Alumni  dinner 
would  be  held  at  the  Hotel  Widman  at  6 :30. 

On  motion  the  meeting  adjourned  at  5:15  to 
reconvene  at  8:00  p.  m. 

Evening  Session 

The  evening  session  of  the  first  day  was  called 
to  order  at  the  Metropolitan  Theatre,  Mitchell, 
at  8:15,  by  the  President,  Dr.  F.  E.  Clough. 

Preceding  the  scientific  program  the  Girls’ 
Glee  Club  of  the  Mitchell  High  School  gave  three 
vocal  selections. 

Dr.  F.  W.  Schlutz,  Head  of  the  Department 
of  Diseases  of  Children  of  the  University  of 
Minnesota,  Minneapolis,  then  addressed  the  aud¬ 
ience  on  “Child  Welfare.” 

Mrs.  Doctor  Roost,  of  Sioux  City,  Iowa,  then 
favored  the  audience  with  two  solos  and  several 
encores. 

Dr.  E.  C.  Rosenow,  Mayo  Clinic,  Rochester, 
Minnesota,  spoke  on  “The  Relation  of  Experi¬ 
mental  Medicine  to  Present-Day  Life,”  and  illus¬ 
trated  his  talk  with  lantern  slides. 

Dr.  J.  S.  Pritchard,  President  of  the  Missis¬ 
sippi  Valley  Tuberculosis  Association,  Battle 
Creek,  Michigan,  delivered  an  address  on  “Rol- 
lier’s  Work  with  Sunlight  and  Sanatorium  Treat¬ 
ment  Combined  with  Surgery,  among  the  Swiss 
Children,”  illustrated  with  lantern  slides. 

As  this  completed  the  program  for  the  evening, 
the  meeting  adjourned  at  10:00  o’clock,  to  re¬ 
convene  at  9:30  a.  m.,  Wednesday. 


Second  Day — Wednesday,  May  21 
Morning  Session 

The  morning  session  of  the  second  day  was 
called  to  order  at  the  Metropolitan  Theatre, 
Mitchell,  at  9 :30  by  the  President,  Dr.  F.  E. 
Clough. 

Dr.  F.  W.  Schlutz,  Professor  of  Pediatrics, 
University  of  Minnesota,  Minneapolis,  gave  a 
clinic  on  “Diseases  of  Children,”  and  presented 
twenty-two  cases. 

On  motion  the  meeting  adjourned  at  12:15  to 
reconvene  at  2  :00  p.  m. 

Afternoon  Session 

The  afternoon  session  of  the  second  day  was 
called  to  order  at  the  Metropolitan  Theatre, 
Mitchell,  at  2:15  by  the  President,  Dr.  F.  E. 
Clough,  who  introduced  the  newly  elected  Presi¬ 
dent,  Dr.  R.  L.  Murdy,  of  Aberdeen,  who  spoke 
as  follows : 

Dr.  Murdy:  Dr.  Clough,  Members  of  the  South  Da¬ 
kota  State  Medical  Association,  Friends.  I  am  not 
going  to  make  a  speech.  If  I  attempted  to  I  would 
have  to  borrow  Dr.  Clough’s  mode  of  putting  it 
across  in  the  good  old  Black  Hills’  fashion.  How¬ 
ever,  I  am  impressed  with  the  fact  that  the  man 
who  is  elected  President  of  the  South  Dakota  State 
Medical  Association  is  assuming  a  big  job,  provided 
he  keeps  up  to  the  high  standard  that  has  been 
established  by  our  retiring  President,  Dr.  Clough, 
and  those  who  have  preceded  him. 

Dr.  Clough  has  established  a  few  precedents 
which  I  think  it  would  be  well  for  us  to  carry  out 
to  their  ultimate  conclusion.  One  of  the  precedents 
which,  it  seems  to  me,  was  a  good  thing  which  Dr. 
Clough  has  so  ably  accomplished  was  visiting  the 
component  societies  of  the  State  and  getting  ac¬ 
quainted  with  them  and  their  methods  of  handling 
their  meetings.  The  next  precedent  which  he  es¬ 
tablished  was  the  present  program,  consisting  of 
dry  clinics,  and  I  think  this  is  the  biggest  step 
forward.  True,  Dr.  Clough  has  had  the  hearty  co¬ 
operation  of  the  Secretary  and  of  the  House  of 
Delegates  and  the  various  officers,  as  well  as  the 
support  of  the  medical  profession  generally. 

I  am  much  impressed  that  the  Association  should 
have  some  definite  aim  to  work  toward  some  defi¬ 
nite  aim  for  the  betterment  of  the  organization.  We 
should  all  be  looking  forward  to  the  scientific  side 
of  the  Association.  This  should  be  paramount. 
Secondly,  we  should  be  looking  forward  to  our  bet¬ 
terment  socially.  We  could  weld  our  Association 
into  one  big  organization  that  could  make  its  in¬ 
fluence  felt  in  the  way  of  social  improvement  and 
help  to  mould  public  sentiment  and  favorably  to 
influence  legislation.  If  I  have  the  support  which 
has  been  so  generously  accorded  Dr.  Clough  I  be¬ 
lieve  that  the  work  of  this  Association  can  be  carried 
forward  to  a  glorious  conclusion.  (Applause). 

Dr.  Clough  then  took  the  chair,  as  Dr.  Murdy 
had  to  leave  for  home  at  once. 
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Dr.  J.  A.  Pratt,  Assistant  Professor,  Eye,  Ear, 
Nose  and  Throat,  University  of  Minnesota, 
Minneapolis,  gave  a  clinic  on  “The  Anatomy  of 
the  Accessory  Sinuses  of  the  Nose,”  illustrated 
by  lantern  slides  and  specimens. 

Dr.  F.  L.  Adair,  Associate  Professor  of  Gyne¬ 
cology,  University  of  Minnesota,  Minneapolis, 
gave  a  clinic  on“Cancer  of  the  Breast  and  Uter¬ 
us”  and  presented  several  patients,  and  illustrated 
his  talk  with  lantern  slides  and  specimens. 

Dr.  Wallace  Cole,  Chief  Surgeon,  Shriners 
Hospital,  St.  Paul,  Minnesota,  gave  an  “Ortho¬ 
pedic  Clinic”  and  presented  eleven  patients  and 
several  .v-ray  films. 

Dr.  Clough :  Gentlemen,  this  completes  our 
program.  It  is  the  first  time  our  Association  has 
ever  put  on  a  program  consisting  of  any  thing 
other  than  a  set  group  of  papers.  You  can  all 
realize  the  amount  of  work  the  men  in'  Mitchell 
have  done  to  get  together  this  large  group  of 
patients  who  have  been  so  ably  demonstrated  by 
the  visiting  clinicians.  I  am  certain  we  have  had 
as  good  a  meeting  as  has  ever  been  put  on  by 
this  Association.  Whether  the  program  for  next 
year  will  be  of  the  same  type  remains  for  the 
Committee  to  determine.  I  wish  to  extend  my 
personal  thanks  to  all  concerned  in  this  meeting. 

Dr.  N.  J.  Nessa  announced  the  meeting  of  the 
.South  Dakota  Physiotherapy  and  Rontgenolog- 
ical  Association  to  be  held  on  Thursday,  May  22, 
and  invited  all  those  interested  to  attend  the 
sessions. 

Dr.  W.  R.  Ball,  on  behalf  of  the  County  So¬ 
ciety,  expressed  his  thanks  to  the  doctors  who 
had  transported  the  patients  from  the  hospital 
to  the  theatre  and  to  the  management  of  the 
theatre  for  the  courtesy  and  assistance  received. 

The  session  adjourned  at  5  :30  sine  die. 

R.  D.  Alway,  M.D. 

Secretary. 

PROCEEDINGS  OF  THE  BOARD  OF 
COUNCILORS 

First  Session — Tuesday,  May  20,  1924 
1 :30  p.  M. 

The  first  meeting  of  Board  of  Councilors  was 
called  to  order  at  the  Hotel  Widman  at  1  :30 
p.  M.,  May  20  by  the  President  Dr.  F.  E.  Clough, 
of  Lead. 

The  Secretary  announced  a  c[uorum  present, 
and  the  President  declared  the  Board  duly  con¬ 
stituted  for  the  transaction  of  business. 


The  following  Councilors  were  present : 


Dr.  P".  E.  Clough  . Lead 

Dr.  J.  F.  D.  Cook . Langford 

Dr.  H.  W.  Sherwood . Doland 

Dr.  C.  H.  R.  Hovde . Madison 

Dr.  A.  A.  McLaurin . Pierre 

Dr.  L.  N.  Grosvenor . Huron 

Dr.  Fred  Treon . Chamberlain 

Dr.  F.  I.  Putnam . Sioux  Falls 

Dr.  J.  P.  Isaac  . I'reeman 

Dr.  F.  W.  Minty . Rapid  City 

]3r.  R.  D.  Alway  . Aberdeen 


The  Secretary-Treasurer  presented  his  financial 
report. 

FINANCIAL  REPORT  OF  THE  SECRETARY- 
TREASURER 


Receipts 

Balance  brought  forward  . $2,287.73 

June  10,  1923,  R.  B.  Fleeger  .  12.00 

June  21,  1923,  W.  A.  Bates  . .  6.00 

June  27,  1923,  J.  A.  Hohf  . . .  6.C0 

June  30,  1923,  W.  A.  Bates  . .  6.00 

July  5,  1923,  P.  R.  Billingsley  . . . .  30.00 

September  7,  1923,  W.  A.  Bates  .  6.00 

October  30,  1923,  J.  A.  Hohf  . . .  6.00 

November  3,  1923,  L.  N.  Grosvenor  .  6.00 

February  7,  1924,  H.  B.  Martin  . 42.00 

March  1,  1924,  R.  A.  Kelly  . 174.00 

March  13,  1924,  D.  A.  Gregory  . 210.00 

March  15,  1924,  R.  A.  Kelly  . 24.00 

March  17,  1924,  G.  H.  Lowtliian  .  72.00 

March  22,  1924,  L.  N.  Grosvenor  . 114.00 

March  31,  1924,  R.  A.  Kelly  . 6.00 

April  1,  1924,  G.  H.  Lowthian  . . . .  12.00 

April  12,  1924,  R.  A.  Kelly  . .  30.00 

April  17,  1924,  Geo.  B.  Irvine  . .  66.00 

April  19,  1924,  T.  A.  Hohf  . 186.00 

April  22,  1924,  J.  R.  Westaby  . 48.00 

April  25,  1924,  Lyle  Hare  . - .  186.00 

April  25,  1924,  C.  E.  Sherwood  . 174.00 

April  28,  1924,  R.  V.  Overton  . 48.00 

April  28,  1924,  J.  R.  Westaby  . . .  6.00 

April  28,  1924,  R.  V.  Overton  _ 12.00 

April  30,  1924,  R.  V.  Overton  . 6.00 

April  30,  1924,  L.  N.  Grosvenor  .  12.00 

May  1,  1924,  L.  N.  Grosvenor  . . .  6.00 

May  1,  1924,  D.  A.  Gregory  . 162.00 

May  6,  1924,  C.  E.  Sherwood  . 12.00 

May  8,  1924,  R.  V.  Overton  . 6.00 

May  8,  1924,  W.  A.  Bates  . . 288.00 

May  14,  1924,  Lyle  Hare  .  12.00 

Mav  16,  1924,  W.  A.  Bates  . 36.00 

May  17,  1924,  W.  A.  Bates  .  18.00 

May  19,  1924,  Lyle  Hare  .  12.00 


Total . . . $4,345.73 

Disbursements 

May  24,  1923,  Irene  H.  Snyder,  expenses, 

reporting  annual  meeting . _.$  65.00 

May  24,  1923,  J.  B.  Vaughn,  expenses  Dele¬ 
gate,  A.M.A.  meeting  . .  .50.00 
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Alay  24,  1923,  J.  G.  Parsons,  expenses  Corn. 

conservation  vision  . .  100.00 

May  24,  1923,  R.  D.  Alway,  postage  .  17.48 

May  24,  1923,  R.  D.  Alway,  salary  .  250.00 

June  2,  1923,  H.  J.  Prentiss,  expenses  Water-  • 

town  meeting  .  46.00 

June  2,  1924,  F.  E.  Sampson,  expenses 

Watertown  meeting  .  39.70 

July  17,  1923,  Irene  H.  Snyder,  reporting 

annual  meeting  .  68.75 

July  17,  Hecl-Wilson  Bond  Fees  . 2.50 

July  17,  1924,  American  Printing  Co.  Fold¬ 
ers,  Ladies  Auxiliary  .  5.25 

July  29,  1923,  Journal-Lancet,  Subscription 

January  1st  to  June  30th,  1923 .  352.50 

August  17,  1923,  A.  M.  A.  Directory  .  12.00 

September  28,  1923,  American  Printing  Co., 

Letter  Heads  &  Envelopes  . 13.C0 

November  3,  1923,  Aberdeen  Business  Col¬ 
lege,  Eye  conservation  letters .  6.30 

December  19,  1923,  Journal-Lancet,  Sub¬ 
scription,  July  to  December,  1923  357.C0 

March  7,  1924,  American  Printing  Co.,  Mem¬ 
bership  cards  . 7.90 

April  3,  1924,  F.  E.  Clough,  expenses  visit¬ 
ing  Medical  Societies  .  78.03 

May  7,  1924,  R.  D.  Alway,  postage  .  17.20 

^lay  7,  1924,  American  Printing  Co.,  Pro¬ 
grams,  State  meeting  and  Pro¬ 
grams  Ladies  Auxiliary  . 56.00 

May  7,  1924,  Western  Union  Telegraph  Co.  3.07 
May  9,  1924,  J.  R.  Westaby,  refund  D.  L. 

Scanlon  dues  . 6.00 


Total . $1,553.54 


Balance  carried  forward . $2,792.19 

The  President  appointed  an  auditing  committee 
consisting  of  Dr.  J.  P.  Isaac,  Freeman ;  Dr.  F. 
I.  Putnam,  Sioux  Falls;  and  Dr.  L.  N.  Gros- 
venor,  Huron. 

There  being  no  further  business  the  board 
adjourned  until  1 :30  p.  :m.,  Wednesday,  May  21. 

R.  D,  Alway,  M.D. 

Secretary-T  reasurer. 


Sfxond  Session- 

-May  21 

The  second  meeting  of  Board  of  Councilors 
was  called  to  order  by  Dr.  Fred  Treon,  Chamber- 
lain,  chairman,  1 :30  p.  m..  May  21. 

The  Secretary  called  the 
a  c|uorum  present. 

roll  and  announced 

The  following  Councilors 

were  present ; 

Dr.  J.  F.  D.  Cook  .  .  . 

. Langford 

Dr.  H.  W.  Sherwood  . 

. Doland 

Dr.  C.  H.  R.  Hovde  .  . 

. Madison 

Dr.  A.  A.  McLaurin  . 

. Pierre 

Dr.  L.  N.  Grosvenor  . 

. Huron 

Dr.  Fred  Treon . 

.  .  .  Chamberlain 

Dr.  F.  I.  Putnam  .  .  .  .  , 

.  .  .  .  Sioux  Falls 

Dr.  J.  P.  Isaac  . 

. Freeman 

Dr.  F".  W.  Minty  .... 

.  .  .  .  Rapid  City 

Dr.  R.  D.  Alway  .  .  .  . 

. Aberdeen 

Dr.  J.  P.  Isaac,  chairman  of  the  Auditing  Com¬ 
mittee,  reported  that  the  books  of  the  Secretary- 
Treasurer  had  been  examined  and  found  correct. 


It  was  moved,  seconded,  and  carried  that  the 
Secretary  be  appointed  a  committee  of  one  with 
power  to  act  to  endeavor  to  have  the  Workmen’s 
Compensation  Law  amended  at  the  next  meeting 
of  the  legislature. 

Motion  was  made  and  carried  that  Dr.  Fred 
Treon  be  appointed  Chairman  and  Dr.  L.  N. 
Grosvenor,  Clerk  for  the  ensuing  year. 

Motion  was  made  and  carried  that  the  Board 
adjourn  sine  die. 

R.  D.  Alway,  M.D 
Secretary-T  reasurer. 
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DISTRICT  AND  COUNTY  ROSTER 

ABERDEEN  DISTRICT  MEDICAL  SOCIETY— NO.  1 


PRESIDENT 

Brunner,  J.  E . Frederick 

SECRETARY 

Bates,  W.  A . Aberdeen 

Adams,  J.  F.  — . Aberdeen 

Aldrich,  H.  H _ _ Orient 

Alway,  R.  D . . . Aberdeen 

Baer,  T.  H . Timber  Lake 

Bates,  W.  A . Aberdeen 

Brenckle,  J.  F . Northville 

Brosseau,  J.  E . . . Frankfort 

Bruner,  J.  E . Frederick 

Chapman,  W.  S . Redfield 

Chichester,  J.  G . . . Redfield 

Cook,  J.  F.  D - - Langford 

Countr3^man,  G.  E . -Aberdeen 

Crain,  C.  F . Aberdeen 

Crain,  F.  M.  . Redfield 

Creamer,  Frank  H.  _ Dupree 

Curtis,  J.  E.  . Lemmon 

Deertz,  J.  J . Brentford 

Dinsmore,  W.  E . Claremont 


Dunn,  J.  E _ _ Groton 

Elward,  L.  R.  _ Ashton 

Freyberg,  F.  W.  _ Aberdeen 

Gerdes,  O.  H _ _ Eureka 

Hart,  B.  M _ _ Onida 

Hart,  R.  S . . . Groton 

Hill,  Robert  - Ipswich 

Jackson,  E.  B . „Aberdeen 

Johnston,  M.  C . Aberdeen 

Jones,  R.  R.  _ Britton 

Jones,  T.  D . Bowdle 

Katz,  O.  W . -Aberdeen 

King,  H.  I _ _ Aberdeen 

King,  Owen  . Aberdeen 

Kraushaar,  F . -Aberdeen 

Kutnewsky,  J.  K.  . . Redfield 

Lavery,  C.  J . - . Aberdeen 

Lowe,  C.  E . Mobridge 

Lundquist,  C.  G . Leola 

Mayer,  R.  G . Aberdeen 

McCarthy,  P.  V . Aberdeen 

McCauley,  C.  E.  . . Aberdeen 


Mertens,  J.  J . Gettysburg 

Miller,  J.  F _ _ Andover 

Miller,  Frank  . -Aberdeen 

Murdy,  B.  C.  _ Aberdeen 

Murdy,  R.  L . . Aberdeen 

Murphy,  T.  W. _ Pierpont 

Olson,  C.  O _ _ Groton 

Pittenger,  E.  A . Aberdeen 

Potter,  Geo.  W . . . -Redfield 

Ramsey,  E.  T.  _ „-Clark 

Ranney,  T.  P.  _ Aberdeen 

Rosenthal,  S.  _ Aberdeen 

Sargent,  C.  E.  _ Isabel 

Seeman,  C.  A.  . . - . -Tulare 

Sutton,  Dewey  _ Redfield 

Twining,  G.  H . Mobridge 

Weishaar,  C.  H.  _ Aberdeen 

White,  W.  E _ _ Ipswich 

Whiteside,  J.  D . Aberdeen 

Whitney,  L.  D.  _ Aberdeen 

Wilson,  R.  D . . Aberdeen 

Wohlleben,  G.  V . Herreid 


WATERTOWN  DISTRICT  MEDICAL  SOCIETY— NO.  2 


PRESIDENT 

Williams,  C.  A . Doland 

SECRETARY 

Sherwood,  C.  E . Watertown 

Bartron,  H.  J . Watertown 

Bates,  J.  S . Clear  Lake 

Campbell,  R.  F . Watertown 

Crawford,  J.  H . Watertown 

Christensen,  B.  M . Toronto 

Fleeger,  A.  B . -Willow  Lakes 

Freeburg,  H.  M . Watertown 


Frink,  O.  G . South  Shore 

Green,  B.  T.  . . Brookings 

Gross,  D.  W _ _ White 

Gueffroy,  H.  A . Frankfort 

Hammond,  M.  J.  _ Watertown 

Haskell,  H.  I . Clark 

Hendrickson,  Paul,  Vienna 

Johnson,  A.  Einar _ Watertown 

Kenney,  H.  T.  _ .Watertown 

Koren,  Finn  . . Watertown 

Lockwood,  J.  H . „Henry 

McIntyre,  P.  S . Bradley 


Magee,  W.  G . Watertown 

Parsons,  H.  C . -Watertown 

Paulson,  A.  J . Watertown 

Pugh,  G.  F _ _ Florence 

Richards,  G.  H . Watertown 

Schwendener,  J.  E . Bryant 

Sherwood,  C.  E . _Watertown 

Sherwood,  H.  W . Doland 

Smith,  S.  W.  _ Watertown 

Tarbell,  H.  A _ _ Watertown 

Vaughn,  J.  B . . Castlewood 

Williams,  C.  A . Doland 


MADISON  DISTRICT  MEDICAL  SOCIETY— NO.  3 


PRESIDENT 

Baughman,  D.  S . . Madison 

SECRETARY 

Westaby,  J.  R . . . Madison 


PIERRE 


PRESIDENT 

Northrup,  F.  A . Pierre 

SECRETARY 

Martin,  H.  B . Harrold 


HURON 

PRESIDENT 

Wright,  O.  R . -Huron 

SECRETARY 

Grosvenor,  L.  N _ _ Huron 

Buchanan,  R.  A . -Wessington 

Cogswell,  M.  E . . . Wolsey 

Grosvenor,  L.  N.  _ Huron 

Launspach,  G.  W . . . Huron 


Baughman,  D.  S . Madison 

Hickman,  G.  L . Bryant 

Hoagland,  C.  C . Madison 

Jordan,  L.  E . Chester 
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Martin,  H.  B . Harrold 

McLaurin,  A.  A . —Pierre 

Minard,  R.  W . . . Midland 

Morrisey,  R.  J . -Pierre 


DISTRICT  MEDICAL  SOCIETY- 

Leach,  W.  O.  - . -Huron 

McGarvey,  F.  B.  - . Cavour 

McKie,  J.  F . Wessington 

McWhorter,  Port  . Miller 

Paddleford,  J.  F . Miller 

Saxton,  W.  H _ _ _ Huron 

Saylor,  H.  L . - . Huron 

Scheib,  A.  P.  . . Hitchcock 

Sewell,  H.  D . Huron 


Kellogg,  H.  E . Madison 

Torwick,  E.  E . - . Volga 

Westaby,  J.  R.  - . Madison 

Westaby,  R.  S . - . —Madison 


■NO.  4 


Northrup,  F.  A _ _ Pierre 

Riggs,  T.  F.  - _ Pierre 

Stout,  Trent  _ Pierre 


•NO.  5 

Shirley,  J.  C.  . Huron 

Sigler,  G.  V . Highmore 

Sprague,  B.  H . — . Huron 

Taylor,  E.  B.  _ Huron 

Thomas,  Benj - - Huron 

Tschetter,  J.  S.  _ Huron 

Wheelock,  D.  O . . . Miller 

Wood,  T.  J.  _ Huron 

Wright,  O.  R.  - - -Huron 
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PRESIDENT 

Clauser,  G.  A . Rricigewater 

SECRET.-VRY 

Kelly,  R.  A . . . ^Mitchell 

Ball,  W.  R . Mitchell 

Beukelman,  W.  H . Stickney 

Bobb,  B.  A . Mitchell 

Bobb,  C.  S.  . Mitchell 

Bobb,  E.  V . ^Mitchell 

Clauser,  G.  A . Bridgewater 

Cochran,  F.  B.  . . Plankinton 

Crawford,  R.  A . Chamberlain 

Delaney,  W.  A . Mitchell 

Dick,  L.  C . Spencer 

Farnsworth,  C.  P.  Chamberlain 

SIOUX  F. 

PRESIDENT 

Keller,  S.  A . Sioux  Falls 

SECRETARY 

Gregory,  D.  A . Sioux  Falls 

Allison,  P>.  S . _.Sioux  Falls 

Barnes,  Wm . Sioux  Fads 

Billion,  T.  J . Sioux  Falls 

Billingsley,  P.  R . Sioux  Falls 

Bliss,  P.  D . Colton 

Brandon,  P.  E . „...Sioux  Falls 

Cottam,  G.  G . Sioux  Falls 

Craig,  D.  W . -Sioux  Falls 

Culver,  C.  F . Sioux  Falls 

De  Vail,  F.  C . Garretson 

Dickinson,  W.  E . Canastota 

Donahoe,  S.  A . Sioux  Falls 

Donahoe,  W.  E . Sioux  Falls 

Eagan,  J.  B . Dell  Rapids 

Egan,  M.  H . Sioux  Falls 

Erickson,  O.  C.  . . Sioux  Falls 

Gage,  E.  E . Sioux  Falls 

Gage,  A.  E . Sioux  Falls 


Gifford.  A.  J . Alexandria 

Gillis,  F.  D.  . Mitchell 

Hoyne,  A.  H _ _ Salem 

Hunt,  Wm . . . Murdo 

Jenkensen,  H.  E.  Wess.  Springs 

Jones,  A.  L . Corisca 

Jones,  E.  W . Mitchell 

Kelly,  R.  A . Mitchell 

Kidd,  F.  S . Woonsocket 

Kimble,  O.  A . Murdo 

Lloyd,  J.  H . Mitchell 

McClellen,  S.  A . Kenabec 

Mc^Ianus,  Clara .  Gann  Valley 

May  turn,  W.  G . Alexandria 

Glider,  J.  L . Spencer 

Mizner,  Mark  . Parkston 
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Gregg,  J.  B . Sioux  Falls 

Gregory,  D.  A . Sioux  Falls 

Grove,  A.  F . Dell  Rapids 

Grove,  M.  M . Dell  Rapids 

Hannon,  L.  J . Hartford 

Hanson,  O.  L.  ...Valley  Springs 

Hill,  L.  G . ......Sioux  Falls 

Housman,  W.  Me  K.  Sioux  Falls 

Hummer,  H.  R.  . . Canton 

Hyden,  A . .Alcester 

Jones,  T.  E . Sioux  Falls 

Jordan,  A.  A . Hudson 

Keller,  S.  A . Sioux  Falls 

Keller,  W.  F . Sioux  Falls 

Lierle,  G.  A . _.Canova 

;Moe,  A.  J . Sioux  Falls 

Mullen,  R.  W.  _ Sioux  Falls 

Nessa,  N.  J . . . Sioux  Falls 

Pankow,  L.  T . . Sioux  Falls 

Parke,  L.  L.  . . Canton 

Parsons,  J.  G . Sioux  Falls 

Perkins,  E.  L.  . . Sioux  Falls 


Payne,  R.  H . :. . Tripp 

Porras,  L.  P . . Lower  Brule 

Shull,  J.  H . Alpena 

Smiley,  T.  B . Mt.  Vernon 

Stewart,  F.  H . Kimball 

Stockdale,  C.  P . Ethan 

Templeton,  C.  V . Woonsocket 

Tobin,  F.  J . Mitchell 

Treon,  Fred  . Chamberlain 

Wagar,  E.  W . Bijou  Hills 

Waldner,  J.  L . Parkston 

Wallis,  S.  R .  Armour 

Willy,  R.  G . Kimball 

Young,  E.  AI . Alitchell 


i^_NO.  7 

Putnam,  E.  D . Sioux  Falls 

Putnam,  F.  I . Sioux  Falls 

Reagan,  R . Sioux  Falls 

Rider,  A.  S . Flandreau 

Roberts,  W.  B . Sioux  Falls 

Rundlett,  D.  L . Sioux  Falls 

Sackett,  Roy  . Parker 

Schwein,  B.  O . Sioux  Falls 

Sherwood,  H.  H . Humbolt 

Siedenberg,  F . Sioux  Falls 

Schwartz,  Jos . Sioux  Falls 

Stegeman,  S.  B . Salem 

Stenberg,  E.  S . Sioux  Falls 

Stern,  AI.  A . Sioux  Falls 

Stevens,  G.  A . Sioux  Falls 

Stevens,  R.  G . Sioux  Falls 

Trail,  C.  .J . Sioux  Falls 

Van  Demark,  G.  E.  Sioux  Falls 

Vaughn,  L.  B . . . Hurley 

Wendt,  C.  L . Canton 

Zetlitz,  K.  A.  L . _Sioux  Falls 

Zimmerman,  Goldie  Sioux  Falls 


A'ANKTON  DISTRICT  AIEDICAL  SOCIETY— NO.  8 


PRESIDENT 

Johnson,  G.  E . Avon 

SECRETARY 

Hohf,  J.  A.  . . - . Yankton 

Adams,  G.  S . . . Yankton 

Beall,  L.  F.  . . Irene 

Berry,  S.  G . —.Tyndall 

Bigler,  Lottie  G . . .Armour 

Blezek,  F.  M . . . Tabor 

Braddock,  W.  AI . Yankton 

Burkland,  P.  R . Vermilion 

Bushnell,  Wm.  F . Elk  Point 


Clagett,  AI.  H . . . Alenno 

Crecelius,  H.  A . Volin 

Cruickshank,  Thos . Vermilion 

Duguid,  J.  O . Springfield 

Dutton,  H.  H . Serdo  Wooley, 

Washington 

Freshour,  I.  AI . Yankton 

Frink,  R.  P . Wagner 

Gross,  C.  C . A^ankton 

Hohf,  T.  A . - . -Yankton 

Hohf,  S.  AI . . . Yankton 

Isaac,  J.  P _ _ _ Freeman 

Johnson,  G.  E . . . Avon 


Kalayian,  D.  S . Parker 

Kauffman,  E.  J . Alarion 

Keeling,  C.  AI . Springfield 

Landmann,  G.  A . Scotland 

Aloore,  F.  A . 'Lesterville 

Alorehouse.  E.  AI . Yankton 

Remy,  C.  E . ; . Yankton 

Smith,  F.  C . Yankton 

Stansbury,  E.  AI.  _ Vermilion 

Sweezy,  F.  A . Wakonda 

Trierweiler,  J.  E . Yankton 

Willhite,  F.  V . Redfield 


BLACK  HILLS  DISTRICT  AIEDICAL  SOCIETY— NO.  9 


PRESIDENT 

AValsh,  J.  M . Rapid  City 

SECRETARY 

Hare,  Carlyle  . Spearfish 

Allen.  A.  G . Deadwood 

Brandt,  F.  A.  . . Sturgis 

Chassell,  J.  L . Bellefourche 

Clough,  F.  E . Lead 

Crane,  H.  L.  . . Lead 

Crouch,  J.  A . Bellefourche 

Ewald,  P.  P . . . -Lead 

Fasser,  A.  C . Cheyenne,  AVyo. 

Fleeger,  R.  B . Lead 


Freeman,  J.  W . —.Lead 

Hare,  Carlyle  . Spearfish 

Hargens,  C.  W . -Hot  Springs 

Heinemann,  A.  A . Wasta 

Hodges.  V.  R.  - . Lead 

Howe,  F.  S . Deadwood 

Hultz,  Eugene  . Hill  City 

Jackson,  A.  S . Lead 

Jackson,  R.  J . Rapid  City 

Mattox,  N.  E . I.ead 

Alesirow,  AI.  E . — . Wall 

Aliller,  George  . Spearfish 

Alills,  G.  W . WLill 

Alinty,  F.  W . - . Rapid  City 


Alitchell,  Fred  L . Newell 

Alorse,  W.  E . Rapid  City 

O’Toole,  T.  F.  New  Underwood 

Owen,  N.  T . Rapid  City 

Pemberton,  AI.  O . Deadwood 

Ramsey,  Guy  . Philip 

Richards,  F.  A . Sturgis 

Stewart,  J.  L.  . . Lead 

Walsh,  J.  AI . . . Rapid  City 

WBieeler,  R  AI.  Hot  Springs 

Williamson,  W.  R . Nemo 

Young,  B.  A . Hot  Springs 
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ROSEBUD  DISTRICT  MEDICAL  SOCIETY—  NO.  10 


PRESIDENT 

Schaefer,  J.  E . -_Coloiiie 

SECRETARY 

Overton,  R.  \’ . Dixon 

Bryant,  F.  A . Herrick 


Carmack,  A.  O . . . _.Colome 

Hofer,  M.  M _ _ _ Dallas 

Kenaston,  H.  R . Bonesteel 

Malster,  R.  M . . Carter 

Matousek,  W.  J . Dallas 

jMurnan,  H.  A . . . .Winner 


Overton,  R.  V.  . ..Dixon 

Quinn,  J.  F . . . Gregory 

Quinn,  W.  IM.  _ Winner 

Quinn,  R.  J . . Burke 

Schaefer,  J.  F . Colome 

Waterman,  J.  C . . . Burke 


KINGSBURY  DISTRICT  MEDICAL  SOCIETY— NO.  11 


PRESIDENT 

Dickey,  J.  B . Iroquois 

SECRETARY 

Irvine,  G.  B . .Lake  Preston 


Ahern,  J.  J . Oldham 

Bostrom,  A.  E . De  Smet 

Butler,  C.  A . Lake  Preston 

Cowgill,  C.  H.  . . Iroquois 

Dickey,  J.  B . Iroquois 

Dyar,  B.  A _ _ De  Smet 


Grove,  E.  H . Arlington 

Hopkins,  N.  K.  . . Arlington 

Irvine,  G.  B . . Lake  Preston 

Jamieson,  G.  V.  . . -De  Smet 

Scanlon,  D.  S.  _ Volga 


WHETSTONE  VALLEY  DISTRICT  MEDICAL  SOCIETY— NO.  12 


Cliff,  F.  N . ..Milbank 

DeTuncy,  A.  E.  . Milbank 

Flett,  Chas . Milbank 

Harris,  H.  G . . Wilmot 

Jacotel,  J.  A . Milbank 

Jenkins,  P.  B . . . Waubay 

Hawkins,  A.  P . . . Waubay 


ALPHABETICAL  ROSTER 


PRESIDENT 


Fleet,  Chas . Milbank 

SECRETARY 

Lowthain,  G.  W . Milbank 

Brown,  A.  E . Webster 

Church,  E.  O . Revillo 


Adams,  G.  S . Yankton 

Adams,  J.  F . Aberdeen 

Aldrich,  H.  H . Orient 

Ahern,  J.  J . Oldham 

Allen  A.  G . Deadwood 

Allison,  B.  S . Sioux  Falls 

Alway,  R.  D . Aberdeen 

Baer,  T.  H . .Timberlake 

Ball,  W.  R . ......Mitchell 

Barnes,  Win . Sioux  Falls 

Bartron,  H.  J . Watertown 

Bates,  J.  S . Clear  Lake 

Bates,  W.  A . Aberdeen 

Baughman,  D.  S . Madison 

Beall,  L.  F . Irene 

Beukelman,  W.  H . Stickney 

Berry,  S.  G . Tyndall 

Bigler,  Lottie  G . Armour 

Billion,  T.  J . . . Sioux  Falls 

Billingsley,  P.  R . Sioux  Falls 

Blezek,  F.  M . Tabor 

Bliss,  P.  D . Colton 

Bobb,  B.  A . Mitchell 

Bobb,  Clyde  S  . Mitchell 

Bobb,  E.  V . Mitchell 

Bostrom,  A.  E . De  Smet 

Braddock,  W.  M . Yankton 

Brandon,  P.  E.  _ Sioux  Falls 

Brandt,  F.  A . Sturgis 

Brenckle,  J.  F . ...Northville 

Brosseau,  J.  E . Frankfort 

Brown,  A.  E.  . . ..Webster 

Buchanan,  R.  A . W essington 

Bruner,  J.  E . Frederick 

Bryant,  F.  A . Herrick 

Burkland,  P.  R . Vermilion 

Bushnell,  Wm.  F . Elk  Point 

Butler,  C.  A . Lake  Preston 

Campbell,  R.  F . Watertown 

Carmack,  A.  O _ Colome 

Chassell,  J.  L . Bellefourche 

Chapman,  \\'.  S . Redfield 

Chichester,  J.  G . Redfield 

Christensen,  B.  M . Toronto 


Clagett,  M,  H . . . Menno 

Church,  E.  O . Revillo 

Clauser,  G.  A . Bridgewater 

Cliff,  F.  N . Milbank 

Clough,  F.  E . Lead 

Cochran,  F.  B . Plankinton 

Cogswell,  M.  E . Wolsey 

Cook,  J.  F.  D . Langford 

Cottam,  G.  G . Sioux  Falls 

Countryman,  G.  E . Aberdeen 

Cowgill,  C.  H . Iroquois 

Craig,  D.  W . Sioux  Falls 

Crain,  C.  F.  . . . . Aberdeen 

Crain,  F.  M . ..Redfield 

Crane,  H.  L . . Lead 

Crawford,  R.  A . Chamberlain 

Ci'awford,  J.  H.  . . Watertown 

Creamer,  F.  H . Dupree 

Crecelius,  H.  A . .Volin 

Crouch,  J.  A . Bellefourche 

Cruickshank,  Thos . Vei'milion 

Culver,  C.  F . . Sioux  Falls 

Curtis,  J.  E . Lemmon 

De  Vail,  F.  C . ...Garretson 

Deertz,  J.  J . _Brentford 

Delaney,  W.  A . Mitchell 

DeTuncy,  A.  E . _.Milbank 

Dick,  L.  C . . ..Spencer 

Dicke}^  J.  B . Iroquois 

Dinsmore,  W.  E . Claremont 

Dickinson,  W.  E . Canisota 

Donahoe,  S.  A . Sioux  Falls 

Donahoe,.W.  E . Sioux  Falls 

Duguid,  J.  O . Springfield 

Dutton,  H.  H . Sedro  Wooley, 

Washington 

Dunn,  J.  E . Groton 

Dyar,  B.  A . . De  Smet 

Eagan,  J.  B . Dell  Rapids 

Egan,  M.  H . Sioux  Falls 

Elward,  L.  R . . . Ashton 

Erickson,  O.  L.  . . ..Sioux  Falls 

Ewald,  P.  P . „Lead 

Farnsworth,  C.  P.  Chamberlain 


Hayes,  C.  E . . . . Waubay 

Langan,  Paul  - Webster 

Lowthain,  G.  W . Milbank 

Peabody,  H.  C . Webster 

Peabod}',  P.  D . Webster 

Severide,  A.  L . . . Webster 

Sorise,  B . . Summit 


Fasser,  A.  C . Cheyenne,  W3'o. 

Fleeger,  A.  B.  . . Willow  Lake 

Fleeger,  R.  B.  . . Lead 

Flett,  Chas . Milbank 

Freeburg,  H.  M . Watertown 

Freeman,  J.  W _ _ Lead 

Freshour,  I.  M . „Yankton 

Freyberg,  F.  W . Aberdeen 

Frink,  O.  G . So.  Shore 

Frink,  R.  P _ _ Wagner 

Gage,  A.  E _ _ Salem 

Gage,  E.  E . Sioux  Falls 

Gerdes,  O.  H.  . . ^Eureka 

Gifford,  A.  J . . . Alexandria 

Gillis,  F.  D.  . . Mitchell 

Gregg,  J.  B . Sioux  Falls 

Gregory,  D.  R . Sioux  Falls 

Green,  B.  T _ _ Brookings 

Gross,  C.  C . . . .Yankton 

Gross,  D.  W _ _ White 

Grosvenor,  L.  N . Huron 

Grove,  A.  F . .Dell  Rapids 

Grove,  M.  AI . Dell  Rapids 

Grove,  E.  H . Arlington 

Gueffroy,  H.  A . Frankfort 

Hammond,  AI.  J.  - Watertown 

Hanson,  O.  L . .Valley  Springs 

Hannon,  L.  J . . . Hartford 

Hare,  Carljde  . . Spearfish 

Hargens,  C.  W . Hot  Springs 

Harris,  H.  G . . Wilmot 

Hart,  B.  AI . Onida 

Hart,  R.  S . Groton 

Haskell,  H.  I . . Clark 

Hawkins,  A.  P . ..Waubay 

Hayes,  C.  E . Waubay 

Heinemann,  A.  A.  _ Wasta 

Hendrickson,  Paul,  Vienna 

Hickman,  G.  L . Bryant 

Hill,  L.  G . -Sioux  Falls 

Hill  Robert  . Ipswich 

Hoagland,  C.  C . Aladison 

Hodges,  V.  R _ _ Lead 

Hofer,  AI.  AI _ _ Dallas 
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Hohf,  J.  A _ _ Yankton 

Hohf,  S.  M . . . Yankton 

Hopkins,  N.  K . Arlington 

Housman,  \V.  McK.  Sioux  Falls 

Howe,  F.  S . . . „Deadwood 

Hoyne,  A.  H _ _ _.Salem 

Hultz,  Eugene  . Hill  City 

Hummer,  H.  R . Canton 

Hunt,  \Vm.  _ Murdo 

Hyden,  A . Alcester 

Irvine,  G.  B . . Lake  Preston 

Isaac,  J.  P . . . . Freeman 

Jackson,  A.  S.  . . Lead 

Jackson,  E.  B . Aberdeen 

Jackson,  R.  J _ _ Rapid  City 

Jacotel,  J.  A . Milbank 

Jamieson,  G.  V . De  Smet 

Jenkins,  P.  B . Waubay 

Jenkinsen,  H.  E.  Wess.  Springs 
Johnson,  A.  Einar  — Watertown 

Johnson,  G.  E . — Avon 

Johnston,  AI.  C.  . . Aberdeen 

Jones,  A.  L . . . _Corisca 

Jones,  T.  D . . . Bowdle 

Jones,  E.  W . Mitchell 

Jones,  R.  R . . . . . Britton 

Jones,  T.  E . Sioux  Falls 

Jordan,  A.  A . —Hudson 

Jordan,  L.  E . Chester 

Kalayjian,  D.  S . Parker 

Katz,  O.  W . —Aberdeen 

Kauffman,  E.  J . Marion 

Keeling,  C.  M.  . . Springfield 

Keller,  S.  A . . . Sioux  Falls 

Keller,  W.  F _ _ Sioux  Falls 

Kellogg,  H.  E.  . . Madison 

Kelly,  R.  A . . . . Mitchell 

Kenaston,  H.  R . Bonesteel 

Kenney,  H.  T . —...Watertown 

Kidd,  F.  S . - . Woonsocket 

Kimble,  O.  A _ Murdo 

King,  H.  I . Aberdeen 

King,  Owen  . Aberdeen 

Koren,  Finn  _ _ _ Watertown 

Kraushaar,  F.  J . Aberdeen 

Kutnewsky,  J.  K . Redfield 

Landmann,  G.  A . Scotland 

Langan,  Paul  . .AVebster 

Launspach,  G.  W . Huron 

Lavery,  C.  J . —.Aberdeen 

Leach,  W.  O . Huron 

Lierle,  G.  A . Canova 

Lockwood,  T.  H . Henrv 

Lloyd,  J.  H.‘  . Mitchefl 

Lowe,  C.  E . Alobridge 

Lowthain,  G.  \\ . Milbank 

Lundquist,  C.  C . . . Leola 

AIcCarthy,  P.  V . Aberdeen 

McGarvey,  F.  B . Cavour 

McCauley,  C.  E . -Aberdeen 

McClellen,  S.  A . Kenabec 

McIntyre,  P.  S . . . Bradley 

McKie,  J.  F . Wessington 

McLaurin,  A.  A . Pierre 

McManus,  Clara  . Gann  Valley 

Me  Whorter,  Port  . Miller 

Magee.  W.  G . . Watertown 

Malster,  R.  AI _ _ Carter 

Martin,  H.  B . Harrold 

Alatousek,  W.  J . Dallas 


Mattox,  N.  E . .Lead 

Mayer,  R.  G . Aberdeen 

Maytum,  W.  G.  . . Alexandria 

Mertens,  J.  J . Gettysburg 

Mesirow,  M.  E . Wall 

Miller,  Frank  . Aberdeen 

Miller,  George  . Spearfish 

Aliller,  J.  F..., . Andover 

Miller,  J.  L . Spencer 

Alills,  G.  W . Wall 

Minard,  R.  A\’ . -Midland 

Alinty,  F.  W . Rapid  City 

Mitchell,  Fred  L . .Newell 

Mizner,  Mark  . Parkston 

Moe,  A.  J . Sioux  Falls 

Moore,  F.  A . Lesterville 

Morehouse.  E.  M . Yankton 

Morrisey,  R.  J . . . Pierre 

Morse,  W.  E . . Rapid  City 

Mullen,  R.  W . Sioux  Falls 

Alurdy,  B.  C . Aberdeen 

Murdy,  R.  L . Aberdeen 

Murnan,  H.  A . Winner 

Murphy,  T.  W . Pierpont 

Nessa,  N.  J . Sioux  Falls 

Northrup,  F.  A.  . . Pierre 

O’Toole,  T.  F.  New  Underwood 

Olson,  C.  O . Groton 

Overton,  R.  V . . Dixon 

Owen,  N.  T . Rapid  City 

Paddleford,  J.  F . Miller 

Pankow,  L.  T . Sioux  Falls 

Parke,  L.  L . Canton 

Parsons,  H.  C.  - Watertown 

Parsons,  J.  G . Sioux  Falls 

Paulson,  A.  J . Watertown 

Payne,  R.  H _ _ Tripp 

Peabody,  H.  C . Webster 

Peabody,  P.  D . Webster 

Pemberton,  M.  O.  Deadwood 

Perkins,  E.  L . Sioux  Falls 

Pittenger,  E.  A . Aberdeen 

Porras,  L.  P . ...Lower  Brule 

Potter,  Geo.  W . Redfield 

Pugh,  G.  F . Florence 

Putnam,  E.  D . Sioux  Falls 

Putnam,  F.  I . Sioux  Falls 

Quinn,  J.  F . Gregory 

Quinn,  R.  J . Burke 

Quinn,  W.  AI . Winner 

Ramsey,  E.  T . Clark 

Ramsey,  Guy  . Philip 

Ranney.  T.  P . Aberdeen 

Reagan,  R . .Sioux  Falls 

Richards,  F.  A . Sturgis 

Richards,  G.  H . Watertown 

Rider,  A.  S . Flandreau 

Riggs,  T.  F . Pierre 

Roberts,  W.  B . Sioux  Falls 

Remy,  C.  E . Yankton 

Rosenthal,  S . Aberdeen 

Rundlett,  D.  L . ..Sioux  Falls 

Sackett,  Roy  . Parker 

Sargent,  C.  E . ...Isabel 

Saxton,  W.  H . Huron 

Saylor,  H.  L . Huron 

Scanlon,  D.  S . Volga 

Schaefer,  J.  C . Colome 

Scheib,  A.  P . Hitchcock 

Schwartz,  Jos . Sioux  Falls 


Schwendene,  J.  E . Bryant 

Schwein,  B.  O . Sioux  Falls 

Seeman,  C.  A . Tulare 

Severide,  A.  L . .Webster 

Sewell,  H.  D.  . . Huron 

Sherwood,  C.  E.  _ Watertown 

Sherwood,  H.  H . Humbolt 

Sherwood,  H.  W . Doland 

Shirley,  J.  C . . . Huron 

Shull,  J.  H . Alpena 

Siedenberg,  F.  . . Sioux  Falls 

Sigler,  G.  V . . . Highmore 

Smiley,  T.  B . . . Mt.  Vernon 

Smith,  F.  C _ _ Yankton 

Smith,  S.  W . . Watertown 

Soroise,  B . ..Summit 

Sprague,  B.  H . Huron 

Stansbury,  E.  M.  _ Vermilion 

Stenberg,  E.  S . Sioux  Falls 

Stern,  M.  A . Sioux  Falls 

Stegman,  S.  B.  _ Salem 

Stewart,  F.  H . Kimball 

Stewart,  J.  L _ _ Lead 

Stevens,  G.  A . ..Sioux  Falls 

Stevens,  R.  G . Sioux  Falls 

Stockdale,  C.  P . Ethan 

Stout  Trent  . Pierre 

Sutton,  Dewey  . Redfield 

Sweezy,  F.  A . Wakonda 

Tarbell,  H.  A . Watertown 

Taylor,  E.  B . . . . Huron 

Templeton,  C.  V.  Woonsocket 

Thomas,  Benj . — . Huron 

Tobin,  F.  J _ _ Mitchell 

Torwick,  E.  E . - . Volga 

Trail,  C.  J . Sioux  Falls 

Trierweiler,  J.  E.  . . Yankton 

Treon,  Fred  . Chamberlain 

Tschetter,  J.  S.  . Huron 

Twining,  G.  H . Mobridge 

Van  Demark,  G.  E.  Sioux  Falls 

Vaughn,  J.  B . -Castlwood 

Vaughn,  L.  B . Hurley 

Wager,  E.  W . Bijou  Hills 

Waldner,  J.  L . Parkston 

W'allis,  S.  R . Armour 

Walsh,  J.  M . Rapid  City 

Waterman,  J.  C.  _ Burke 

Weishaar,  C.  H . Aberdeen 

W’endt,  C.  L . Canton 

Westaby,  J.  R . Madison 

Westaby,  R.  S . Madison 

Wheeler,  R.  IVI . Hot  Springs 

Wheelock,  D.  O . Miller 

Willy  R.  G . Kimball 

White,  W.  E . . Ipswich 

Whiteside,  J.  D . Aberdeen 

Whitnev,  L.  D . .Aberdeen 

Willhite,  F.  V . Redfield 

Williams,  C.  A . . . Doland 

Williamson,  W.  R.  Nemo 

Wilson,  R.  D . Aberdeen 

Wohlleben,  G.  Von  Herreid 

Wood,  T.  J . Huron 

Wright,  O.  R . Huron 

Young,  B.  A . Hot  Springs 

Young,  E.  M . Mitchell 

Zetlitz,  K.  A.  L . Sioux  Falls 

Zimmerman,  Goldie  Sioux  Falls 
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TUBERCULOSIS  OF  THE  LYMPH  NODES 

By  Danifx  H.  Bkssesen,  ]\I.D. 


MINNEAPOLIS, 

1'he  tubercle  bacillus  may  be  a  source  o£ 
lymph-node  infection  in  any  part  of  the  body. 

It  is  generally  conceded  that  there  will  be  no 
infection  of  a  node  without  a  corresponding  in¬ 
fection  in  the  peripheral  jiarts  which  that  node 
drains.  Progression  or  regression  of  the  nodal 
infection  may  or  may  not  be  dependent  upon  the 
progression  or  regression  of  the  ])eripheral  lesion. 
When  nodal  infection  obtains  ascendency  over 
the  primary  lesion,  its  presence  may  aggravate 
the  primary  lesion. 

Occurrence. — The  lymph  nodes  are  involved 
in  20-30  per  cent  of  tuberculous  childreiT  and 
in  7-10  per  cent  of  tuberculous  adults.^  It  occurs 
equally  in  both  sexes,  constituting  from  30-40 
per  cent  of  all  cases  of  enlarged  lymph  nodes. 

Etiology. — Unhygienic  surroundings  which  in¬ 
terfere  with  proper  warmth,  air,  light,  food,  and 
rest,  combined  with  overwork — all  those  factors, 
which  are  stressed  so  much  in  the  treatment  of 
the  infection,  are  important  etiological  elements. 
There  are  certain  predisposing  diseases,  especially 
infections  around  the  upper  respiratory  tract  and 
contagious  diseases,  which  seem  to  aid  the  viru¬ 
lence  of  the  infecting  acid-fast  organism.  But 
more  important  than  unhygienic  surroundings  or 
predisposing  diseases  is  the  tubercle  bacillus  of 
either  bovine  or  human  type  which  is  credited 
with  gaining  entrance  through  milk  from  in¬ 
fected  cattle,  or  from  proximity  with  already  in¬ 
fected  jiatients. 

Infections  of  the  cervical  nodes,  usually  gain 
entrance  through  the  tonsils.  In  an  extensive 
study  (microscopic  and  animal  inoculation)  of 
6,171  tonsillectomies  for  all  causes  by  collected 
authors,  371,  or  6.02  per  cent,  were  found  to  be 
tuberculous.'^  Infections  in  the  tonsils  very  quick¬ 
ly  spread  to  the  cervical  nodes,  particularly  to 
the  parotid  node  lying  at  the  angle  of  the  jaw 
under  the  digastric  muscle.  It  is  known  as  the 
“tonsillar”  node.  The  cervical  nodes  may  be  in¬ 
fected  from  other  infected  regions  about  the  head 
and  neck,  but  75  per  cent  of  cervical  node  in¬ 
fection  is  attributed  to  tonsillar  origin. 

Infections  of  tbe  bronchial  nodes  are  given 
entry  through  infected  air,  as  well  as  through 
the  spread  of  infection  from  other  ])arts  of  the 
body,  especially  from  the  cervical  nodes. 

The  mesenteric  nodes  may  become  infected 
through  the  intestines  without  there  being,  of 
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necessity,  any  lesion  in  the  intestines  themselves ; 
tliat  is,  the  infected  material  is  absorbed  in  the 
usual  manner  and  is  taken  uji  by  the  lymph 
nodes,  jirobably  as  the  primary  lesion.  In  most 
instances,  however,  there  is  a  lesion  preceding 
the  nodal  infection. 

The  lumbar  nodes  drain  the  lower  extremities 
and  external  and  internal  genitals.  They  are  es¬ 
pecially  likely  to  become  infected  from  the  uro¬ 
genital  tract. 

Extensions  take  place  from  any  group  of  nodes 
to  other  groups  in  the  body  through  transudation, 
filtration,  diffusion,  osmosis,  muscle  action,  breath¬ 
ing  activity,  and  differences  of  blood  pressure. 
Autopsies  on  bodies  of  patients  afflicted  with  tu¬ 
berculosis  of  the  lymph  nodes  show  a  generalized 
infection  of  the  nodes  in  60  per  cent  of  the 
cases. Most  commonly  the  infection  is  located 
in  the  cervical  region. 

Pathology. — The  pathology  which  lymph  nodes 
show  when  infected  with  the  tubercle  bacillus 
may  be  divided  into  three  types  ;  the  miliary,  which 
shows  numerous  tubercle  formations  throughout 
the  lymphatic  structure;  the  diffuse,  which  shows 
large  areas  of  so-called  epithelioid  cells  with  few 
giant  cells ;  and  the  caseating,  which  demon¬ 
strates  areas  of  necrosis  interspersed  among  the 
tubercle  formations. 

Clinical  picture. — The  symptoms  of  tubercu¬ 
losis  of  the  lymph  nodes  are  not  many.  The 
usual  complaint  is  that  of  swelling.  There  is  no 
pain  as  a  rule.  There  may  be  a  slight  anemia. 
With  this  there  may  or  may  not  be  the  usual 
signs  of  activity  of  tuberculosis,  such  as  fever, 
fatigue,  malaise,  loss  of  weight,  anorexia,  and 
night  sweats.  Motion  of  the  head,  neck,  or  upper 
or  lower  extremity  may  be  interfered  with,  de¬ 
pending  on  the  location  of  the  disease.  In  the 
neck  the  mass  is  located  high  and  ma}'^  show 
perilymphadenitis. 

Diagnosis. — The  diagnosis  is  usually  made 
without  difficulty  by  the  history  and  the  physical 
findings  of  a  mass  in  the  upper  part  of  the  neck, 
in  the  axilla  or  the  groin.  Occasional  cases, 
notably  those  of  the  mediastinal  nodes,  abdominal 
nodes,  or  sometimes  involvement  of  the  other 
groups  in  the  body,  require  special  attention. 

Of  the  congenital  anomalies  which  must  be 
distinguished  from  tuberculosis  of  the  lymph 
nodes,  branchial  cysts,  thyroglossal  ducts,  and 
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extraneous  or  misplaced  portions  of  the  thyroid 
gland  are  preeminent  in  their  necessity  for  con¬ 
sideration.  For  the  most  part  their  anatomical 
situation  and  single  nature  are  in  difficultly  ques¬ 
tionable  cases,  the  only  features  which  differ¬ 
entiate  them  from  tuberculosis  of  the  lymph 
nodes.  Infections  present  the  most  common  of 
all  causes  of  lymphatic  enlargement.  Actinomy¬ 
cosis  closely  simulates  tuberculosis  early,  but 
quickly  breaks  down  and  discharges  the  so-called 
sulphur  bodies.  Syphilis  is  characterized  by 
symptoms  elsewhere,  by  the  positive  Wassermann, 
and  by  the  history  of  the  condition.  Occasionally 
this  disease  must  be  classified  by  elimination  of 
other  illnesses.  Pyogenic  infections  constitute 
the  most  prevalent  of  all  causative  agents  of  en¬ 
larged  nodes.  They,  however,  are  of  shorter 
duration,  coming  and  going  when  acute  or  sub¬ 
acute  and  improving  or  showing  exacerbations 
when  chronic. 

The  blood  diseases,  as  leukemias,  show  a  blood 
picture  not  easy  to  overlook,  together  with  the 
development  of  enlarged  lymph  nodes  in  other 
parts  of  the  body. 

The  neoplastic  diseases  to  be  borne  in  mind 
form  a  fairly  large  group.  Carcinomata  are 
usually  secondary.  They  are  hard,  discrete,  mov¬ 
able,  and  do  not  break  down.  Sarcomata,  es¬ 
pecially  lymphosarcomata,  are  more  rapid  in 
growth,  firm,  solid,  veinous,  and  sometimes  soft 
and  juicy,  but  discrete,  movable,  and  do  not  break 
down.  Endotheliomata  of  the  lymph  nodes  are 
of  not  infrequent  origin  and  are  very  difficult 
to  distinguish  from  tuberculosis.  Ewing  states 
that  tuberculosis  may  lead  to  endotheliomatous 
changes  in  the  lymph  nodes.  They  are,  however, 
usually  discrete,  progressive,  and  may  later  pro¬ 
duce  necrosis.  These  characteristics  also  hold 
for^  Hodgkin’s  disease.  Dermoid  cysts  are  usu¬ 
ally  the  result  of  irregularities  in  the  closure  of 
branchial  clefts.  In  addition  to  the  above  con¬ 
ditions  which  must  be  differentiated,  mediastinal 
and  abdominal  nodal  tuberculosis  may  be  con¬ 
fused  with  abdominal  diseases,  notable  ulcer  of 
the  stomach,  gall-bladder  disease,  and  appendi¬ 
citis.  This  diagnosis  is  very  difficult.  Operation 
is  usually  performed  without  a  diagnosis  or  with 
a  mistaken  diagnosis. 

Prognosis. — A  survey  of  the  literature  gives 
a  general  prognosis  of  75  per  cent  cures  from 
tuberculosis  of  the  lymph  nodes  with  a  slight 
favoring  for  heliotherapy'^'®  and  surgery^’^®’^^’^^ 
over  ;r-ray®  or  tuberculin.^®  Of  the  25  per 
cent®’^‘*  of  cases  which  do  not  respond  favorably 


death  occurs  from  pulmonary,  intestinal,  men¬ 
ingeal,  or  other  tuberculous  activity. 

Treatment. — Protection  of  the  child  from  in¬ 
fected  milk  or  from  exposure  to  an  active  case 
of  tuberculosis  in  the  presence  of  hygenic  en¬ 
vironment,  as  a  rule,  are  sufficient  to  prevent 
contraction  of  the  disease. 

The  proper  administration  of  rest,  fresh  air, 
good  food,  and  heliotherapy  is  the  basis  of 
correct  treatment  in  tuberculosis  of  the  lymph 
nodes.  The  occasional  application  of  surgery, 
.r-ray,  and  tuberculin  constitutes  aids  to  this 
therapeusis.  Rest  is  very  much  emphasized  and, 
when  activity  is  present,  must  be  absolute.  Dur¬ 
ing  convalescence  rest  hours  should  be  strictly 
followed,  and  when  the  patient  is  sufficiently  im¬ 
proved  mild  exercises  are  prescribed.  When  the 
patient’s  condition  will  warrant  it,  the  clearing 
up  of  all  foci  of  infection  offers  a  more  rapid 
progress. 

Not  much  of  real  value  has  been  advanced  as 
regards  the  action  of  heliotherapy  on  physiology, 
though  Mayer  has  attempted  a  summary  of  the 
most  important  thoughts  that  have  been  ventured 
on  the  subject.  He  attributes  to  heliotherapy, 
or  treatment  by  the  mercury  quartz  lamp,  better 
sleep,  increased  appetite,  less  nervousness,  in¬ 
creased  weight,  loss  of  fatigue,  and  increased 
pigmentation.  There  is  a  good  psychic  effect  from 
its  use.  The  range  of  split  light  is  from,  red  to 
violet.  Ultraviolet  rays  are  shorter  than  violet 
rays.  They  become  shorter  and  shorter  until 
they  finally  merge  into  the  jr-rays.  The  ultra¬ 
violet  rays  should  possess  the  greatest  chemical 
activity,  but,  because  of  the  great  absorption  oc¬ 
curring  during  the  passage  of  light  through  the 
atmosphere,  the  greatest  chemical  activity  is  just 
short  of  the  ultraviolet  except  in  places  of  high 
altitude  with  low  humidity.  They  are  strongest 
at  the  seashore,  on  mountains,  and  on  deserts. 
Schroder  observed  a  reduced  carbon  dioxide  ten¬ 
sion,  increased  breathing,  reduced  pulse  rate,  and 
dilated  capillaries  as  the  result  of  ultraviolet  radi¬ 
ation.  The  ray  penetrates  3  mm.  into  the  human 
tissue.  Hyde  noted  an  increased  lymphocytosis, 
increased  red  cells,  and  hemoglobin  formation 
from  heliotherapy.  The  skin  temperature  rises, 
and  the  deep  temperature  falls.  The  nervous  sys¬ 
tem  is  stimulated.  The  actinic  ray  is  bactericidal 
though  not  so  in  deep  tissues. 

Injuries  produced  by  an  overdose  of  the  light 
are  irritation  of  the  nervous  system,  fever,  rapid 
pulse,  and  advance  of  the  disease.  Pigmentation 
is  most  important.  It  is  considered  a  product 
of  the  sebaceous  glands  because  these  glands  have 
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a  greater  development  in  deeply  jngmented  skins. 
The  pigment  produced  to  be  most  effective  must 
circulate  in  the  body  and  quickly  disappears  on 
discontinuence  of  the  application  of  the  causative 
agent. 

To  properly  apply  heliotherapy®’^®  the  body  is 
zoned  into  five  regions :  from  the  foot  to  the 
ankle ;  from  the  ankle  to  the  knee ;  from  the  knee 
to  the  hi]);  from  the  hip  to  the  chest;  and  from 
the  xiphoid  up.  The  first  region  is  exposed  to 
the  direct  sunlight  for  five  minutes  in  front  and 
five  minutes  in  back;  this  exposure  is  repeated 
in  one  hour.  The  next  day  the  first  region  is 
Exposed  ten  minutes,  the  second  five  minutes 
front  and  back,  and  this  exposure  repeated  in 
one  hour.  The  third  day  the  first  region  receives 
fifteen  minutes  application  front  and  back,  the 
second  ten  minutes  and  the  third  five,  and  the 
exposure  is  repeated  in  one  hour.  After  this 
day  the  ex])osures  are  given  only  once ;  they  are 
not  repeated.  Each  region  is  thus  advanced  in 
exposure  five  minutes  front  and  back  each  day. 
The  rapidity  of  progress  in  the  therapy  may  vary 
according  to  the  demands  of  the  individual  pa¬ 
tient,  and  the  final  exposure  may  be  greater  or 
less  in  different  cases. 

Numerous  warnings  are  given  by  those  ex¬ 
perienced  in  heliotherapy  against  overdosing  the 
patient.  While  not  of  frequent  occurrence  it 
sometimes  happens  that  a  patient  will  show  un¬ 
usual  sensitiveness  to  the  ultraviolet  ray  and  the 
toxic  action  as  previously  described  will  appear. 

X-roy.— The  changes  in  apparatus  and  the 
variations  of  methods  of  technic,  together  with 
the  lack  of  accessible  data  on  the  results  of  treat¬ 
ment,  render  this  particular  remedy  a  difficult 
one  to  classify.  The  modern  apparatus  deliver¬ 
ing  the  hard  ray,  which  should  be  filtered  pre¬ 
ferably,  is  of  greatest  benefit.  Longer  exposures 
with  fewer  sittings  are  more  productive  of  good 
results  than  are  short  exposures  with  many  sit¬ 
tings. 

Tiihcrculin. — ^Where  it  is  desired  to  use  this 
therapy.  Miller^®  advises  the  use  of  tuberculin 
boullion  filtrate,  starting  with  .0001  mgni.  each 
week  gradually  increasing  for  two  or  three  years 
until  100  mgm.  or  more  are  given  each  week. 
Great  caution  should  be  used  in  this  application. 

Surgery. — Operative  procedures  require  much 
judgment.  Primarily,  radical  surgery  is  contra¬ 
indicated.  It  depends  upon  the  extent  of  involve¬ 
ment,  the  general  condition  of  the  patient,  the 


extent  of  supj)uration,  the  ability  of  the  surgeon, 
and  the  finances  and  intelligence  of  the  patient. 
Accidents  of  o])eration  are  many  and  the  pro¬ 
cedure  is  very  difficult.  However,  when  neces¬ 
sary,  in  the  hands  of  an  experienced  and  capable 
surgeon,  the  results  from  the  knife  are  very  good. 


CONCLUSIONS 

Tuberculosis  of  the  lymjih  nodes  is  of  not  in- 
frecpient  occurrence,  due  mainly  to  infected  milk 
or  exposure  to  active  infection. 

The  cervical  nodes  are  most  frequently  in¬ 
volved,  presenting  a  miliary,  diffuse,  or  caseating 
type  of  pathology.  It  must  be  differentiated  from 
branchial  cysts,  thyroglossal  duct,  extraneous 
thyroid  gland  tissue,  pyogenic  infections,  actin¬ 
omycosis,  syphilis,  leukemias,  carcinomata,  sar¬ 
comata,  endotheliomata,  Hodgkin’s  disease,  der¬ 
moids,  and,  in  the  abdomen,  from  gastric  ulcer, 
appendicitis,  and  cholecystitis. 

The  prognosis  is  approximately  75  per  cent 
cured  from  all  types  of  treatment  in  all  types 
of  cases. 

The  treatment  of  choice  after  prevention  is 
hygiene  and  heliotherapy  with  occasional  surgery, 
.r-ray,  and  tuberculin. 
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THE  MEETING  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

Chicago  proved  to  be  the  logical  meeting-place 
of  the  American  Medical  Association.  It  has  the 
city  and  the  hotels,  the  street  service,  and  the 
Municipal  Pier  in  which  the  meetings  were  held. 
The  Pier  is  some  distance  from  the  hotel  dis¬ 
trict,  although  within  a  half  mile  of  the  Drake 
and  within  approximately  the  same  distance  or 
about  three-quarters  of  a  mile  from  the  American 
Medical  Association  group  of  buildings.  But  as 
every  one  either  drove  a  car  or  rode  in  a  cab, 
because  obliged  to,  it  made  but  little  difference, 
and  it  certainly  made  no  dift'erence  in  the  attend¬ 
ance  at  the  registration  bureau.  The  total  regis¬ 
tration  for  the  four  days  was  7,668,  which  is 
over  1,200  more  than  the  total  registration  at  the 
largest  previous  session. 

It  is  very  difficult  to  describe  a  meeting  of  this 
magnitude,  but  one  ought  to  refer  at  first  to  the 
registration  bureau,  which  was  larger  and  more 
ably  conducted  than  at  any  other  session.  Then, 
too,  the  Journal  of  the  American  Medical  Asso¬ 
ciation  had  its  exhibits  at  the  entrance  on  the 
Pier,  or  at  the  entrance  of  the  exhibit  hall,  which 
included  the  various  posters  which  advertised 
Hygeia,  their  famous  health  journal,  and  all  the 
various  publications,  both  in  pamphlet  and  book 
form,  that  are  gotten  out  by  the  American  Med¬ 
ical  Association ;  and  unless  one  sees  this  exhibit 
it  is  almost  impossible  to  grasp  how  much  work 


has  been  accomplished  by  this  great  organization. 
As  one  walked  down  the  Pier  the  exhibit  space 
extended  one-third  of  the  way,  and  as  the  Pier 
is  a  mile  long  one  can  imagine  what  space  must 
have  been  covered. 

In  the  first  section  there  were  the  general  ex¬ 
hibit  spaces  for  books  and  instruments  and  every¬ 
thing  that  is  part  of  the  doctor’s  office  equipment, 
or  that  might  be  useful  in  any  way  to  hospitals 
and  medical  organizations.  There  were  numbers 
of  booths  which  were  particularly  interesting. 
For  instance,  the  laboratory  booths  from  the  vari¬ 
ous  medical  departments  throughout  the  country. 
At  one  booth  the  pathologist  demonstrated  to  a 
constantly  attending  crowd  of  visitors,  both  med¬ 
ical  and  lay  people,  the  pathology  of  the  different 
organs,  and  he  made  it  plain,  interesting,  and  in¬ 
structive  in  every  way.  There  were  other  similar 
exhibitions  of  the  work  of  medical  schools  and 
laboratories  that  were  equally  interesting,  but  not 
so  attractive.  Then,  as  one  went  down  the  line, 
the  farther  end  of  the  Pier  space  was  given  over 
to  the  purely  scientific  exhibits,  which  were 
wholly  educational  from  a  public-health  point  of 
view,  and  every  possible  angle  that  would  in¬ 
terest  the  health  departments  was  wonderfully 
illustrated.  All  of  the  various  medical  exhibits, 
the  preparation  of  medical  products  by  the  well- 
known  firms,  were  carried  out  to  the  nth  degree. 
It  is  said  that  the  exhibit  this  year  was  by  far 
better  than  anything  that  was  ever  attempted  by 
the  American  Medical  Association  before. 

Beyond  the  exhibit  spaces  were  the  various 
meeting-places  for  Sections.  And  one  may  ap¬ 
preciate  the  fact  that  before  going  into  the  Sec¬ 
tions  one  had  to  stop  at  the  moving-picture  hall, 
which  was  quite  a  large  assembly  room,  and  dur¬ 
ing  the  day  there  were  moving-pictures  of  ail 
sorts  shown  on  the  screen,  accompanied  by  talks 
and  explanations  and  more  or  less  discussion. 
Then  as  one  wandered  down  the  Section  places 
one  followed  a  number,  from  one  to  seventeen, 
different  Sections  meeting  on  that  side  of  the 
Pier.  These  spaces,  or  rooms,  were  crudely  par¬ 
titioned  off  with  composition-board,  but  they 
were  all  furnished  with  electricity  and  lanterns 
and  everything  in  the  way  of  equipment  that  any 
hall  requires. 

A  particularly  large  space  was  set  apart  for 
the  department  of  pediatrics  and  the  various 
functioning  organs  of  that  department.  The 
writer  remembers  that  the  Neurological  Section 
was  nearly  the  last  one  down  the  Pier,  so  there 
was  no  excuse  for  any  neurologist  complaining 
that  he  was  lacking  exercise  in  going  from  the 
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entrance  of  the  Pier  to  his  Section.  And  for  a 
very  good  reason  the  Neurological  Section  was 
particularly  well  attended.  You  can  use  your 
own  judgment  as  to  what  the  good  reason  was; 
but  the  program  was  cleverly  arranged,  and  the 
subject  matter  was  such  as  attracted,  not  only 
neurologists,  but  general  practitioners. 

The  largest  section,  naturally,  was  the  .Surgical 
Section,  and  a  good  deal  of  comment  was  made 
on  the  type  of  room  in  which  they  met  and  the 
constant  going  in  and  out  of  those  in  attendance. 

As  has  been  said  before,  the  Pier  was  an  ex¬ 
periment,  and  whether  it  would  be  repeated  at 
another  Chicago  meeting  is  to  be  announced  later. 
There  was  more  or  less  noise.  The  street  cars 
went  between  the  two  sides  of  the  Pier;  trucks 
rumbled  by  on  a  level  with  the  Section  meetings. 
And  on  Lake  Michigan,  on  either  side  of  the 
Pier,  a  steamer  would  occasionally  stop  in  front 
of  some  Section  and  thoughtlessly  blow  of  steam 
for  half  an  hour — .apparently  not  knowing  that 
a  great  body  of  medical  men  were  in  “confer¬ 
ence.”  At  all  events,  one  of  the  neurologists  was 
requested  to  go  out  and  see  if  he  could  stop  the 
noise,  and  the  moment  his  face  appeared  on  the 
other  side  of  the  Pier  the  noise  ceased  instantly ! 
And  this  was  done  by  “pure  mental  suggestion.” 

Another  important  feature  of  the  meeting  was 
the  visit  to  the  new  Association  building,  a  visit 
that  was  well  worth  while  and  that  demonstrated 
the  necessity  of  more  extensive  quarters  for  an 
organization  that  does  a  business  of  a  million  and 
a  half  a  year,  doing  an  enormous  amount  of 
printing, — not  only  the  Journal  of  the  American 
Medical  Association,  but  various  subsidiary  jour¬ 
nals,  which  are  virtually  children  of  the  American 
Medical  Association.  This  building  is  a  credit 
to  the  biggest  medical  journal  that  has  ever  been 
published,  and  still  a  greater  credit  to  the  Board 
of  Trustees  and  the  retiring  manager.  Dr.  George 
Simmons,  who  has  been  the  builder,  not  only  of 
the  Journal  of  the  American  Medical  Association, 
but  practically  of  the  Association  itself. 

To  further  do  Dr.  Simmons  honor,  a  body  of 
250  men  gave  him  a  dinner  in  the  Gold  Room  of 
the  Congress  Hotel,  a  wonderful  banquet ;  and 
it  is  surmised  that  many  medical  men  from  vari¬ 
ous  parts  of  the  country  suflfered  from  acute  in¬ 
digestion  the  following  day !  Dr.  Simmons’  old 
friends  conducted  the  epoch-making  event  by 
speeches  of  greater  or  lesser  length.  Dr.  Harvey 
Cushing  acted  as  toastmaster;  Dr.  Frank  Billings 
spoke  of  “Simmons :  The  Executive  and  Admin¬ 
istrator;”  Dr.  William  J.  Mayo  spoke  of  “Sim¬ 
mons  :  In  Medical  Education ;”  Dr.  William  O. 


Jones,  of  Lincoln,  Nebraska,  who  is  now  editor 
of  the  journal  that  Simmons  originally  started 
in  Lincoln,  spoke  of  “Simmons ;  The  Citizen.” 
Dr.  Hubert  Work  sent  a  written  document  to 
Simmons  as  “An  Appreciation.”  And  Dr.  Wil¬ 
liam  Thayer,  of  Baltimore,  talked  of  “Simmons : 
The  Man,”  and  presented  to  the  man  a  portrait 
of  himself,  after  which  Dr.  Simmons  responded. 
The  writer  was  the  only  medical  man  from 
Minneapolis  at  the  dinner  to  Dr.  Simmons. 

Tuesday  night  the  President-Elect,  Dr.  Wm. 
Allen  Pusey,  was  installed  before  an  immense 
audience  at  the  Auditorium.  Dr.  Pusey  spoke 
on  some  of  the  social  problems  in  medicine  and 
made  some  rather  pithy  remarks  as  to  whether 
we  were  drifting  with  the  wind  or  over  a  definite¬ 
ly  determined  route.  Dr.  Archibald  Church,  of 
Chicago,  President  of  the  Chicago  Medical  So¬ 
ciety,  gave  a  brief  but  very  telling  address  of 
welcome  to  the  members ;  and  he  departed  a  little 
from  the  custom  of  other  speakers  by  making 
one  sit  up  and  wait  for  the  next  sentence, — witty 
and  wise. 

During  Monday  and  Tuesday  the  Departments 
of  Medicine  gave  dry  clinics ;  and  when  the 
American  Medical  Association  begins  giving  dry 
clinics  at  its  annual  meetings  they  must  be  looking 
forward  to  something  in  the  way  of  clinical  med¬ 
icine  and  perhaps  to  the  suppression,  more  or  less, 
of  papers,  which  will  be  a  grand  and  glorious 
achievement. 

On  Thursday  night  the  reception  to  Dr.  Pusey 
was  given  at  the  Drake  Hotel,  where  many  of 
Chicago’s  society  people  were  present  and  gave 
charm  to  the  surroundings. 

On  Wednesday,  Thursday  and  Friday  the  Sec¬ 
tions  were  in  session,  and  in  some  of  them  the 
meeting  lasted  only  from  9:00  a.  m.,  to  1:00 
p.  M.  leaving  the  afternoon  free  for  other  work. 

One  of  the  enjoyable  treats  was  to  attend  the 
meeting  of  the  House  of  Delegates.  The  Dele¬ 
gates  were  present  from  all  over  the  United 
States,  and  the  meeting  was  a  thoroughly  enjoy¬ 
able  one.  If  one  likes  a  little  tiff  and  brawl  and 
a  bit  of  a  scrimmage,  one  certainly  got  what  one 
wanted  in  the  meetings  of  the  House  of  Dele¬ 
gates.  They  accomplished  a  great  deal  of  good 
work,  however,  and  many  resolutions  were  passed 
which  were  of  special  interest  to  medical  com¬ 
mittees  ;  and,  as  usual,  the  meeting  was  presided 
over  by  the  speaker  of  the  House,  Dr.  Frederic 
C.  Warnshuis,  of  Grand  Rapids,  Michigan,  and 
his  able  vice-speaker.  Dr.  Rock  Sleyster,  of  Wau¬ 
watosa,  Wisconsin. 

There  was  a  great  debate  on  the  prohibition 
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question,  and  when  the  Delegates  adjourned  they 
felt  they  had  accomplished  something  by  their 
endeavor  to  present  to  the  L^nited  States  Govern¬ 
ment  the  fact  that  the  Government  had  seriously 
interfered  with  the  prerogatives  of  the  physician 
in  prescribing  whatever  he  thought  was  best  for 
the  patient ;  and  a  resolution  was  introduced  to 
that  effect  and  passed  with  but  one  dissenting 
voice. 

There  were  three  trustees  to  be  re-elected,  and 
we  are  glad  to  state  that  our  representative  from 
Minnesota,  Dr.  Thomas  McDavitt,  was  elected 
the  moment  his  name  was  presented.  Then  came 
the  election  of  officers  for  1924-25  :  The  presi¬ 
dent-elect,  Dr.  Wm.  D.  Haggard,  of  Nashville, 
Tenn;  vice-president.  Dr.  E.  B.  McDaniels,  of 
Portland,  Oregon ;  treasurer.  Dr.  Austin  A.  Hay¬ 
den,  of  Chicago;  and  secretary.  Dr.  Olin  West, 
of  Chicago.  Dr.  West  has  been  in  the  secretary’s 
office  for  some  time,  and  it  is  understood  that 
he  is  to  become  the  successor  of  Dr.  Simmons, 
the  general  manager  of  the  American  Medical 
Association  and  its  Journal.  He  is  a  fine,  up¬ 
standing,  capable  man,  who  is  popular  from  the 
top  of  his  head  to  the  soles  of  his  feet.  He  has 
everything  at  his  command  that  is  under  dis¬ 
cussion  ;  he  is  a  fluent  and  easy  speaker,  and  a 
man  pleasant  to  meet ;  and  as  he  comes  from 
Tennessee  he  has  the  manner  and  accent  of  the 
southern  gentlemen.  Dr.  M.  L.  Harris,  of  Chi¬ 
cago,  continues  as  chairman  of  the  Judicial  Coun¬ 
cil,  which  a  very  important  office.  Dr.  Harris 
has  many  problems  to  determine  or  decide  and 
carry  out,  but  he  is  capable  of  doing  all  this  well. 

The  various  societies  that  are  sort  of  second 
cousins  to  the  American  Medical  Association  met 
on  Monday ;  for  instance,  the  Society  of  In¬ 
ternal  Secretions,  and  a  new  organization,  was 
admitted  to  the  Section  on  Radiology. 

The  next  meeting  of  the  Association  will  prob¬ 
ably  be  in  Atlantic  City,  provided  the  hotels  do 
not  make  their  rates  prohibitive.  Chicago  weather 
added  interest  to  the  meeting;  it  was  cool  and 
com.fortable. 

DOCTOR  HALDOR  SNEVE 

Dr.  Haldor  Sneve,  former  president  of  the 
Ramsey  County  Medical  Society,  died  Sunday 
June  fifteenth,  in  San  Diego,  Calif.,  where  he 
had  gone  for  his  health. 

Dr.  Sneve  had  been  a  resident  of  St.  Paul 
since  1899,  when  he  moved  from  Minneapolis 
to  become  chief  surgeon  of  the  Chicago  Great 
Western  Railroad,  a  post  which  he  held  for  thir¬ 
teen  years.  He  was  a  lecturer  on  mecanotherapy 


at  the  University  of  Minnesota  from  1896  to 
1899,  and  clinical  professor  of  mental  and  nerv¬ 
ous  diseases  from  1911  to  1914.  He  was  for¬ 
merly  president  of  the  Minnesota  Academy  of 
Medicine  and  of  the  Minnesota  State  Medical 
Association. 

Dr.  Sneve  was  born  in  Albert  Lea,  October 
27,  1865,  and  attended  the  public  schools  there. 
He  was  graduated  from  the  Medical  College  of 
Ohio  State  University  in  1887  and  started  his 
professional  career  as  assistant  surgeon  in  the 
National  Military  Home,  at  Dayton,  Ohio,  the 
same  year. 

From  1888  to  1890,  Dr.  Sneve  was  assistant 
superintendent  of  the  Dayton  Hospital  for  the 
Insane.  He  was  the  author  of  numerous  medical 
papers  and  a  member  of  many  medical  and  scien¬ 
tific  societies.  He  was  a  member  of  the  Minne¬ 
sota  National  Guard  for  three  years  and  served 
on  the  Draft  Board  during  the  World  War. 

Dr.  Sneve  is  survived  by  his  widow,  who  was 
with  him  in  California  at  the  time  of  his  death. 

Dr.  Sneve  was  a  man  of  very  strong  character¬ 
istics  and  very  strong  opinions.  He  was  a  per¬ 
sistent  student  and  arrived  at  his  conclusions 
from  careful  consideration  of  the  data  before 
him.  He  had  a  very  definite  personality,  and 
was  interested  in  the  progress  of  neuropsychia¬ 
tric  methods.  He  studied  Freudianism  and  in¬ 
vestigated  it  until  he  became  convinced  as  to  its 
value.  Dr.  Sneve  had  many  friends  throughout 
the  country,  and  he  was  recognized  for  his  stu- 
dentlike  qualities,  his  ability  to  discuss  a  subject, 
and  his  very  positive  statements  which  he  had 
attained  to  the  exclusion  of  anyone  who  dis¬ 
agreed  with  him,  and  his  deductions  were  usually 
right. 

Both  Minneapolis  and  St.  Paul  physicians  will 
miss  Dr.  Sneve  and  his  activities  in  medicine, 
particularly  in  neuropsychiatric  work. 

THE  OSTEOPATHS  AND  CHIROPRAC¬ 
TORS  IN  SOUTH  DAKOTA 

There  will  be  found  in  the  transactions  of 
South  Dakota  State  Medical  Association,  on 
page  343,  a  ruling  of  the  Attorney-General  of 
South  Dakota  on  the  right  of  osteopaths  and 
chiropractors  to  prescribe  morphine  and  like 
drugs,  which  we  think  possesses  large  interest 
for  both  the  medical  profession  and  the  public. 

The  ruling  referred  to  was  made  in  response 
to  Dr.  Alway’s  recpiest  for  the  same;  and  this 
request  was  ])rompted  by  a  copy  of  a  prescription 
sent  to  Dr.  Alway  by  a  physician  who  saw  the 
original. 
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NEWS  ITEMS 


Dr.  P.  E.  Sanborn  has  moved  from  Minne¬ 
apolis  to  Bemidji. 

Work  on  a  new  contagions  hospital  building 
in  Duluth  will  begin  very  soon. 

Dr.  E.  H.  Bayley  has  been  re-elected  president 
of  Buena  Vista  Sanatorium  at  Lake  City. 

Dr.  L.  W.  Morsman,  of  Hibbing,  has  gone  to 
Vienna  for  special  study  during  the  summer. 

Dr.  K.  L.  Bolton  has  purchased  the  practice 
of  Dr.  Cassel  at  Adams,  the  latter  going  to 
Duluth. 

The  Montana  State  Medical  Association  holds 
its  annual  meeting  next  week  (July  9  and  10)  in 
Billings. 

The  Seventh  District  Medical  Society  of  South 
Dakota  held  an  adjourned  meeting  at  Sioux  Falls 
on  June  17. 

Dr.  S.  N.  Mogilner,  of  St.  Paul,  will  go  to 
Europe  in  a  few  days  to  spend  a  year  in  post¬ 
graduate  work. 

Dr.  Willard  D.  White,  of  Minneapolis,  was 
married  last  month  to  Miss  Evangeline  Skellett, 
also  of  Minneapolis. 

Dr.  A.  L.  Kusske,  of  Minneapolis,  has  moved 
to  New  Ulm,  where  he  will  do  eye,  ear,  nose 
and  throat  work  exclusively. 

Dr.  Swan  G.  Wright,  of  Minneapolis,  has  gone 
to  Europe  for  several  months’  special  study, 
mainly  in  Berlin  and  Vienna. 

Dr.  Haldor  Sneve,  of  St.  Paul,  died  last  month 
after  a  long  illness.  An  ap])reciation  of  Dr. 
Sneve  appears  in  our  editorial  columns. 

Dr.  Albert  Scabell,  of  the  University  of  Berne, 
Switzerland,  last  month  was  the  guest  of  the 
Clinic  of  Drs.  Lewis  and  Kern,  of  St.  Cloud. 

Dr.  J.  J.  Heimark,  of  the  Fargo  (N.  D.)  Clinic, 
has  gone  to  the  Mayo  Clinic,  Rochester,  to  spend 
a  year  in  study  of  mental  and  nervous  diseases. 

Dr.  Thomas  McDavitt,  of  St.  Paul,  was  re¬ 
elected  a  trustee  of  the  American  Medical  As¬ 
sociation  at  the  annual  meeting  in  Chicago  last 
month. 

Dr.  William  E.  Moore,  of  Sioux  Falls,  S.  D., 
died  at  the  age  of  70  last  month.  Dr.  Moore  was 
a  graduate  of  the  Medical  College  of  Indiana, 
class  of  ’81. 

Several  cities  of  Minnesota  will  make  strenuous 
efforts  to  get  the  U.  S.  Veterans’  Tuberculosis 
Hospital  for  which  $1,500,000  has  been  appropri¬ 
ated  by  congress. 


St.  Ann’s  Hospital  of  Anaconda,  Mont.,  has 
hitherto  had  no  training  school  for  nurses,  al¬ 
though  it  is  a  hospital  of  100  beds.  Such  a 
school  will  be  opened  in  the  fall. 

The  annual  meeting  of  the  North  Minnesota 
Medical  Association  will  be  held  in  Duluth  on 
August  4  and  5.  The  scientific  program  and  the 
entertainment  will  be  exceptionally  good. 

Dr.  Carl  A.  Hedblom,  head  of  the  Division  of 
Chest  Surgery  at  the  Mayo  Clinic  since  1917, 
has  been  elected  professor  of  surgery  at  the 
University  of  Wisconsin  Medical  School. 

The  Minnesota  .Sanatorium  Association  will 
meet  in  Thief  River  Falls  on  July  19.  The  Oak¬ 
land  Park  Sanatorium  Staff  and  Commission  will 
have  charge  of  the  program  and  entertainment. 

Dr.  A.  L.  Lindberg,  of  St.  Peter,  has  become 
associated  with  Dr.  C.  F.  Ewing  at  Wheaton. 
Dr.  Lindberg  is  a  graduate  of  the  University  of 
Minnesota  and  practiced  a  short  time  in  Albany. 

The  Sioux  V alley  Eye  and  Ear  Academy  whose 
members  are  specialists  of  Iowa,  Nebraska,  and 
South  Dakota,  was  in  session  yesterday  in  its 
twenty-third  semi-annual  meeting,  in  Omaha, 
Neb. 

The  Maternity  Hospital  of  Minneapolis  on 
July  15  opens  a  six  months’  course  of  training 
in  the  care  of  babies.  The  course  is  open  to 
young  women  between  the  ages  of  seventeen  and 
thirty. 

The  Wabasha  County  Medical  Society  will 
meet  at  Wabasha  on  July  10.  Dr.  W.  H.  Rep- 
logle,  of  Wabasha,  and  Dr.  N.  W.  Waiters  and 
N.  M.  Keith,  of  the  Mayo  Clinic,  will  present 
papers. 

Dr.  PI.  F.  Wahlquist,  of  Minneapolis,  was 
married  last  month  to  Miss  Margaret  H.  Schem, 
also  of  Minneapolis.  Dr.  Wahlquist  is  a  recent 
graduate  of  the  Medical  School  of  the  Universitv 
of  Minnesota. 

Dr.  Charles  A.  Reed,  of  Minneapolis,  was  a 
guest  of  the  surgeons  of  the  Great  Northern 
Railroad  at  their  annual  meeting  in  .Spokane, 
Washington,  last  week,  and  read  a  paper  on 
“Back  Injuries.’’ 

Dr.  Franklin  J.  Bomberger,  of  Mapleton,  died 
last  month  at  the  age  of  58.  Dr.  Bombarger 
graduated  from  the  Medical  School  of  the  F'ni- 
versity  of  Minnesota,  and  has  practiced  almost 
since  that  date  at  Mapleton. 

Dr.  Henry  E.  Douglas,  of  Blackduck,  died 
last  month  at  the  age  of  56.  Dr.  Douglas  was  a 
graduate  of  Queen’s  University  Medical  College, 
London,  Ontario,  class  of  ’92,  and  had  practiced 
in  Minnesota  about  ten  years. 
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Dr.  Kenneth  Phelps,  of  Minneapolis,  has  re¬ 
ceived  notification  of  his  election  to  membership 
in  the  American  Bronchoscopic  Society.  This 
is  an  orj^anization  of  about  forty  men  who  are 
particularly  interested  in  bronchoscopy. 

Dr.  Ernest  Hammes,  of  St.  Paul,  for  some 
years  associated  with  Dr.  C.  Eugene  Riggs,  has 
retired  from  this  connection.  Dr.  Gordan  R. 
Kamman  is  now  associated  with  Dr.  Hammes, 
their  practice  being  limited  to  neurology  and 
psychiatry. 

Dr.  IE  E.  Ereymiller,  who  has  been  practicing 
in  Cloverton  about  a  year,  has  accepted  a  posi¬ 
tion  with  Drs.  Arveson  and  Diamond,  of  I'h'ed- 
erick,  Wis.  Dr.  Ereymiller  is  a  graduate  of  the 
IMedical  School  of  the  University  of  Minnesota, 
class  of  ’22. 

The  Ancker  Hospital  of  St.  Paul  is  to  have 
an  addition  for  patients  with  communicable  dis¬ 
eases.  The  building  will  cost  $^00,000.  A  tax¬ 
payer’s  suit  to  prevent  the  sale  of  bonds  for 
money  to  erect  the  building  has  been  defeated 
in  the  courts. 

The  State  Department  of  Health  of  North 
Dakota  is  making  a  strenuous  effort  to  have  the 
state  admitted  to  the  registration  area  of  the 
United  States,  and  an  urgent  appeal  is  made  by 
the  Department  to  physicians  to  report  all  deaths 
and  births  in  the  state. 

The  Plomeopathic  State  Medical  Society  and 
the  Eclectic  Medical  Society  of  South  Dakota 
held  their  annual  meetings  in  Sioux  Ealls  last 
month.  The  former  society  elected  Dr.  E.  W. 
Eeige,  of  Huron,  president ;  and  the  latter  elected 
Dr.  A.  \V.  Hyde,  of  Brookings,  president. 

Miss  Eunice  Hilbert,  of  Minneapolis,  and  Miss 
Maryma  Eoot,  of  Red  Wing,  senior  medical  stu¬ 
dents  at  the  University  of  Minnesota,  are  the 
first  women  internes  to  serve  in  the  General  Hos¬ 
pital  of  Minneapolis.  They  were  appointed  in¬ 
ternes  last  month  under  a  new  ruling  of  the 
Board  of  Control. 

The  Grand  Eorks  (N.  D.)  District  Medical 
Society  gave  a  dinner  last  month  in  honor  of  Dr. 
James  Grassick,  I’resident  of  the  North  Dakota 
State  Medical  Association.  Dr.  J.  D.  Taylor,  of 
Grand  Eorks,  an  honorary  member  of  the  Asso¬ 
ciation,  and  Dr.  R.  N.  Evans,  of  Minto,  made 
felicitous  addresses ;  and  Dr.  Grassick  replied. 

Dr.  Alfred  Lind,  who  formerly  practiced  in 
IMinneapolis,  died  last  week  in  Cuba  at  the  age 
of  62.  P)r.  Lind  was  a  graduate  of  the  Medical 
School  of  the  L'niversity  of  Minnesota  and  later 
studied  in  Berlin  and  Upsala.  He  was  one  of 
the  founders  of  the  Swedish  Hospital  of  Minne¬ 


apolis.  Dr.  Carl  J.  Lind,  of  Minneapolis,  is  a  son 
of  Dr.  Alfred  Lind. 

The  roster  of  the  South  Dakota  State  -Medical 
Association  appears  in  this  issue,  on  another 
page,  and  it  shows,  we  believe,  the  smallest  net 
loss  of  members  for  the  Association  in  any  year 
since  its  organization.  This  small  net  loss  may 
be  turned  into  a  considerable  gain  for  the  year. 
Surely,  South  Dakota  is  still  on  the  map  and  is 
sustaining  its  doctors. 

Dr.  H.  H.  Herring,  an  old-time  practitioner  of 
Minnesota,  died  last  month  in  Minneapolis  at  an 
advanced  age.  Dr.  Herring  served  in  the  Civil 
War  as  Captain  of  Company  E.,  Ohio  Volunteer 
Infantry,  and  studied  medicine  in  Ohio  after  the 
war.  He  came  to  Lake  Crystal  in  pioneer  days 
and  practiced  there  until  eight  years  ago,  when 
he  retired  and  came  to  Minneapolis  to  live. 

Dr.  Leroy  A.  Calkins,  assistant  professor  of 
obstetrics  and  gynecology  in  the  Medical  School 
of  the  Lhiiversity  of  Minnesota,  and  Miss  Louise 
M.  Powell,  director  of  the  School  of  Nursing  at 
the  University,  will  be  lost  to  the  LTniversity. 
Dr.  Calkins  goes  to  the  L^niversity  of  Virginia, 
and  Miss  Powell  goes  to  the  Western  Reserve 
Lhiiversity,  where  she  becomes  dean  of  the 
School  of  Nursing. 

Dr.  Benjamin  H.  Ogden,  of  St.  Paul,  died  last 
month  at  the  age  of  64.  Dr.  Ogden  graduated 
from  Hahnemann  Medical  College  of  Philadel¬ 
phia  with  the  class  of  ’85,  and  after  practicing 
one  year  in  Northfield  located  in  St.  Paul,  where 
he  practiced  until  his  death.  He  was  a  member 
of  the  staff  of  the  Ancker,  Miller,  St.  Luke’s, 
and  St.  Joseph’s  Hospitals,  and  of  the  Ramsey 
County  and  other  Medical  Societies. 

Dr.  Karl  Kassowitz  of  Vienna,  Austria,  as¬ 
sistant  to  Dr.  von  Pircpiet,  the  noted  pediatrician, 
has  made  arrangements  to  join  the  Bartron  Hos¬ 
pital  Clinic  of  Watertown,  S.  D.  Dr.  Kassowitz 
has  been  with  Dr.  von  Pircfuet  for  a  number  of 
years  and  has  done  a  considerable  amount  of 
original  work.  Ifxcept  for  some  nnforseen  oc¬ 
currence,  he  should  be  with  the  Clinic  by  the  end 
of  June.  As  noted  in  these  columns  Dr.  Hans 
Goldbach,  also  of  Vienna,  recently  joined  this 
Clinic,  specializing  in  internal  medicine  and  der¬ 
matology. 

Dr.  Walter  Courtney,  of  Brainerd,  died  last 
week  at  the  age  of  68.  Dr.  Courtney  was  a 
graduate  of  Michigan,  class  of  ’83,  and  had 
practiced  in  Brainerd  for  nearly  forty  years.  He 
was  chief  surgeon  of  the  Northern  Pacific  Rail¬ 
way  and  Hospital  Association  for  twenty-five 
years.  He  retired  from  his  work  several  years 
ago,  but  was  detained  in  the  service  as  consulting 
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surgeon.  He  early  took  an  active  part  in  all 
medical  matters  in  Minnesota,  and  was  an  in¬ 
fluential  and  highly  respected  physician  and 
citizen. 

The  Pennant,  the  banner  of  the  North  Dakota 
Tuberculosis  Association,  flung  to  the  winds 
monthly  by  its  editor,  Dr.  James  Grassick,  of 
Grand  Forks,  says  that  as  a  health  resort  during 
the  summer  season  North  Dakota  is  in  a  class 
by  itself.  “Its  long  hours  of  sunshine  with  its 
abundance  of  therapeutic  rays,  its  wealth  of 
warm  weather  which  lacks  debilitating  ([ualities, 
its  ozone-laden  air  that  fans  and  stimulates,  its 
cool  invigorating  nights  that  ensure  restful  sleep, 
are  qualities  that  commend  it.  Your  own  state 
has  so  many  natural  advantages  that  you  cannot 
afford  to  ignore  them.  Give  North  Dakota  the 
])ublicity  she  deserves  and  she  will  become  a 
veritable  health  resort.” 

The  Sioux  Valley  Medical  Association  will 
meet  on  July  8  and  9.  The  business  session  will 
be  held  the  morning  of  the  first  day,  followed 
by  the  President’s  address,  and  an  illustrated  talk 
on  “The  Ideal  Clinics — Pathological  Conference” 
by  Dr.  H.  E.  Robertson,  of  the  Mayo  Found¬ 
ation.  This  will  be  followed  by  a  staff  meeting 
of  the  McKennan  Hospital.  Luncheon  will  then 
be  served  at  the  McKennan  Hospital.  In  the 
afternoon  Drs.  Behring,  of  Des  Moines,  and 
Mann,  of  Minneapolis,  will  each  hold  clinics. 
These  will  be  followed  by  dinner  at  the  Country 
Club.  The  morning  of  the  9th  will  be  given  over 
to  presentation  of  cases  by  the  Sioux  Valley  Med¬ 
ical  Society.  This  will  be  followed  by  lunch 
at  McKennan  Hospital.  The  afternoon  of  the 
9th  will  be  given  over  to  Drs.  Leroy  Crummer 
and  R.  W.  Moore,  of  Omaha  and  Chicago,  re¬ 
spectively.  The  meeting  will  be  held  in  Sioux 
Falls. 


Physician  Wanted  for  Three  Months 

To  take  care  of  practice  in  North  Dakota  from 
now  to  October.  Address  113,  care  of  this  ofirce. 

Fine  Opening  for  a  Physician  in  North  Dakota 

An  opening  for  an  A1  physician  and  surgeon  in 
western  North  Dakota  with  excellent  hospital  facili¬ 
ties.  Address  103,  care  of  this  office. 

Physicians  Wanted  In  Iowa 

Physicians  wanted  for  three  or  four  Iowa  loca¬ 
tions.  Little  or  no  money  required.  For  full  data 
address  Box  542,  Cedar  Rapids,  Iowa. 

Physician  Wanted 

Have  an  excellent  location  for  physician  who 
wants  to  make  money  right  from  the  start.  Nothing 
to  buy.  Address  111,  care  of  this  office. 


Minneapolis  Office  Space  For  Rent 
In  the  Metropolitan  Bank  Building.  Separate 
office  and  share  reception  room  with  a  dentist  and 
physician.  For  particulars  telephone  Geneva  5441. 

Experienced  Laboratory  Technician  Wants  Position 
In  a  hospital  for  a  private  laboratory.  Very  high 
grade  work  guaranteed,  with  best  of  references.  Sev¬ 
eral  years  experience.  Address  109,  care  of  this 
office. 

For  Sale 

A  surgeon’s  ophthalmic  chair  (Allison)  and  a 
dentist’s  cuspador  are  offered  for  sale  at  a  low  price. 
Address  or  call  upon  T.  V.  Moreau,  40  South  7th 
St.,  Minneapolis. 

An  X-Ray  Technician  Wants  Work  In  Twin  Cities 
Has  had  wide  experience  in  large  clinics  in  the 
Twin  Cities  and  has  done  hospital  work  in  the  coun¬ 
try.  Can  give  the  best  of  references.  Address  105, 
care  of  this  office. 

X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  La  Salle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabc.  For  information  call  at  the 
office  or  telephone  Alain  3223. 

Physician  Wanted  In  North  Dakota 
A  good  town  in  North  Dakota  in  a  prosperous 
farming  community,  mostly  Norwegian  people, 
wants  a  physician.  Position  will  pay  $5,000  a  year, 
and  collections  are  good.  Address  104,  care  of  this 
office. 

Salaried  Position  Open 

A  Alinnesota  institution  desires  a  man  of  good 
reputation.  Work  will  be  very  light  and  will  be 
confined  to  the  institution.  Will  pay  a  salary  of 
$200  and  room  and  board  for  himself  and  wife,  if 
married.  The  board  and  accommodations  are  these 
of  first-class  hotel.  Address  106,  care  of  this  office. 

Practice  For  Sale  In  South  Dakota 
General  practice  with  opportunity  for  surgery. 
Alodern  town  of  over  one  thousand  in  heart  of 
South  Dakota  corn  belt;  hospital;  large  territory; 
good  collections;  one  place  where  doctors  have 
made  money.  Protestant,  Alasonic,  and  some  think 
a  K.  K.  K.  community.  Reason  for  sale,  moving 
to  city.  Some  cash  required,  balance  on  terms.  Ad¬ 
dress  108,  care  of  this  office. 

Physician  Wanted 

To  take  my  established  Alinnesota  practice  for 
invoice  price  of  modern  equipment,  fdne  town  of 
2,000,  two  railroads,  paved  streets,  graveled  roads, 
splendid  community.  Free  office  rooms  in  connec¬ 
tion  with  .drug  store.  Only  one  other  active  phy¬ 
sician.  Large  territory.  Unusual  opening  fer  one 
who  is  not  afraid  of  work.  I  am  going  to  spe¬ 
cialize.  Address  116,  care  of  this  office. 
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SOME  SURGICAL  CONSIDERATIONS  OF  EXTRAPLEURAL 

THORACOPLASTY* 


By  Arthur  A.  Law,  M.D. 

MINNEAPOLIS,  MINNESOTA 


Ever  since  the  earliest  medical  history,  or  for 
two  thousand  years,  the  “great  white  plague”  has 
been  an  omnipresent  scourge,  constantly  taking  a 
terrible  toll  of  life  from  humanity.  Up  to  the 
era  of  Koch  and  Pasteur  this  scourge  remained 
unchecked,  and  the  disease  was  considered  prac¬ 
tically  incurable. 

It  has  been  only  within  the  past  fifty  years  that 
headway  has  been  made  in  the  conquest  of  this 
dread  disease.  With  a  better  knowledge  of 
its  pathology  the  profession  made  real  strides 
towards  its  arrest  and  cure. 

Brehmer  and  Detweiler  instituted  the  so-called 
“hygienic”  method  of  treatment.  This  consisted 
of  rest,  forced)  feeding,  and  fresh  air.  Then 
Forlanini  developed  the  operation  of  artificial 
pneumothorax  in  selected  cases. 

The  Rollier  treatment,  or  heliotherapy,  was  de¬ 
veloped  as  another  agent  in  the  conquest  of  this 
disease. 

Now,  as  the  latest  adjunct,  comes  the  collapse 
of  a  diseased  lung  by  operative  intervention,  an 
operation  evolved  and  perfected  by  Brauer,  Fred¬ 
erick,  Sauerbruck,  Saugman,  Bull,  and  others. 
This  operation  in  conjunction  with  the  other 
treatments  helps  to  balance  the  scales  against  the 
disease.  This  operation  has  been  standardized 
and  has  been  popular  abroad,  but  has  been  grossly 
neglected  in  the  United  States. 

Pre.sentecl  at  the  April  meeting  of  the  Minneapoiis  Surgical 
Society,  April  1924. 


Surgeons  have  learned  much  from  the  treat¬ 
ment  of  tuberculosis  elsewhere  in  the  body ;  they 
have  noted  how  complete  rest  in  this  disease  of 
the  bones  and  joints  was  frequently  followed  by 
cures.  This  knowledge  stimulated  the  research 
which  culminated  in  the  introduction  of  artificial 
pneumothorax,  a  method  where  in  unilateral  pul¬ 
monary  tuberculosis  sterile  air  is  injected  into 
the  pleural  cavity  of  the  affected  side  and  the 
lung  is  collapsed,  giving  it  complete  rest  from  re¬ 
spiratory  activity,  just  as  a  tuberculous  knee  is 
put  at  rest  by  a  plaster  cast.  There  is  little  need 
to  do  more  than  call  attention  to  the  splendid 
results  which  have  been  obtained  by  this  treat¬ 
ment. 

Valuable  as  artificial  pneumothorax  is  as  an 
adjunct  to  hygiene,  sun  treatment,  and  sanator¬ 
ium  observation,  cases  are  encountered,  however, 
where  the  lung  cannot  be  collapsed  and  put  at 
rest  by  artificial  pneumothorax,  where  strong 
synechise  persist  between  the  parietal  and  visceral 
pleurae,  which  hold  the  lung  attached  to  the  thor¬ 
acic  wall,  hold  cavities  open,  and  prevent  the 
collapse  in  part  or  as  a  whole. 

It  is  in  these  cases  of  unilateral  tuberculosis 
with  strong  adhesions  which  do  not  permit  of 
the  lung  being  collapsed  by  the  injection  of  air 
under  pressure  that  the  operation  of  extrapleural 
thoracoplasty  is  of  value. 
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No  case  should  be  subjected  to  extrapleural 
thoracoplasty  which  has  not  for  a  long  time  been 
under  sanatorium  treatment  where  constant  day- 
by-day  study  has  familiarized  the  attending  phy¬ 
sicians  with  the  personal  equation  of  that  case. 

Only  after  repeated  attempts  at  artificial  pneu¬ 
mothorax  have  been  tried  and  failed,  and  the 
failure  checked  by  the  .r-rays,  can  the  more 
severe  o])eration  be  approached. 

Constant  ;r-ray  study  of  these  cases  is  valuable. 
Acute  progressive  cases  of  unilateral  tuberculosis 
are  not  good  subjects  for  the  operation,  nor  are 
cases  with  tuberculosis  present  elsewhere  in  the 
body  suitable  for  operation.  This  is  particularly 
true  of  tuberculous  peritonitis. 

A  mild  degree  of  latent  or  healed  tuberculosis 
in  the  other  lung  does  not  absolutely  preclude  the 
operation  but  obviously  increases  the  risk,  con¬ 
sidering  the  increased  burden  of  work  put  upon 
that  lung  after  operation. 

The  best  cases  for  this  operation  are  the 
chronic  cases  of  one-sided  tuberculosis,  where 
fibrosis  has  already  occurred,  as  fibrosis  is  an 
indication  of  resistance  and  an  expression  of  na¬ 
ture’s  attempt  to  heal  and  contract  the  lung. 

It  should  be  emphasized  that  all  these  cases 
which  come  to  surgery  should  be  under  the  care 
of  medical  men  especially  trained  in  the  care  of 
pulmonary  tuberculosis,  for  in  no  other  class  of 
cases  is  it  so  necessary  that  there  be  complete 
co-operation  between  the  surgeon  and  the  medi¬ 
cal  specialist. 

We  believe  all  of  these  cases  should  have  had 
long  and  thorough  sanatorium  treatment  before 


they  are  operated  on  and  that  they  should  have 
long  post-operative  care  in  a  sanatorium,  as  well. 

The  early  work  of  the  European  observers 
soon  showed  that  the  collapse  of  the  lung  as  a 
whole  was  followed  by  much  better  results  than 
attempts  to  collapse  a  specific  part  of  the  lung; 
so  now  the  operation  as  standardized  by  Sauer- 
bruch,  where  a  segment  of  each  rib  from  the  first 
to  the  eleventh  or  twelfth  is  removed,  is  the  op¬ 
eration  of  choice,  where  the  incision  is  made 
close  to  the  spine  posteriorly,  rather  than  through 
an  anterior  incision,  which  would  seem  to  give 
easier  access  to  all  the  ribs. 

Baiffin  and  Groudit  in  the  middle  nineties  gave 
the  first  intelligent  and  satisfactory  explanation 
as  to  superior  merits  of  the  posterior  operation. 

“The  rib  articulating  in  front  with  the  cartilage 
is  yielding,  and  the  anterior  part  of  the  rib  can 
be  ])ushed  back  or  inwards,  while  the  posterior 
])ortion  is  stiff  and  unyielding,  immovably  con¬ 
nected  with  the  vertebral  column  and  can  only  be 
moved  up  and  down  slightly.  Further,  the  pos¬ 
terior  part  of  the  rib  exhibits  a  marked  concavity 
forward,  or  forms  an  arc,  the  radius  of  which  is 
much  less  than  the  arc  of  the  ribs  elsewhere. 
The  angle  of  the  rib  forms  the  most  permanent 
point  on  the  arc  behind. 

“Any  section  of  the  rib  left  in  front  of  the 
angle  of  the  scapula  leaves  behind  a  stiff  un¬ 
yielding  piece  of  rib,  which,  according  to  its 
length,  will  prevent  the  soft  parts  from  falling 
in  and  diminishing  the  costovertebral  angles.  On 
the  other  hand  removal  of  the  stiff  posterior  seg¬ 
ments  allows  the  anterior  parts  to  be  turned 


Figr.  2 


Fig.  3 


Fig'.  1,  Case  6.  Showing  slight  deformity  after  the  two-stage  operation. 

Fig.  2,  Case  0.  Showing  no  loss  of  arm  function  after  the  two-stage  operation. 

Fig.  3,  Case  6.  Showing  lack  of  deformity  after  operation  and  when  clothed. 

Fig.  4,  Case  8.  Showing’  incisions  in  the  two-stage  operation. 

Kjg.  5,  Lase  4.  Showing  the  small  amount  of  deformity  after  the  two-stage  operation. 
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Fig.  1  Fig.  2 

Case  4,  Fig.  1.  Showing  the  diseased  lung  prior  to  opera¬ 
tion;  Fig.  2,  showing  coilapse  of  lung  after  the  two-stage 
operation. 


Fig.  1  Fig.  2 

Case  G,  Fig.  1.  Showing  disease  of  lung  and  cavitation 
of  lung  before  operation;  Fig.  2,  showing  collapse  of  lung 
after  the  two-stage  operation. 


Fig.  1  Fig.  2 

Case  8,  Fig.  1.  Showing  disease  of  the  left  lung  prio  • 
to  operation;  Fig.  2,  showing  coilapsed  left  lung  after  tlie 
two-stage  operation. 

backward  towards  the  spine  so  the  arc  of  the 
curve  of  the  rib  is  considerably  decreased  and  the 
volume  of  the  thorax  correspondingly  reduced, 
also  the  soft  parts  can  move  easily  over  the  yield¬ 
ing  anterior  ribs  but  are  stretched  over  the  stiff 
projecting  ends  of  the  posterior  ribs.” 

Sectioning  alone  of  the  ribs  close  to  the  spine 
permits  the  front  portions  with  their  costal  carti¬ 
lages  to  fall  inward  and  partially  collapses  the 
lung,  but  the  removal  of  segments  of  the  ribs  of 
from  2  to  15  cm.  permits  of  complete  collapse 
of  the  lung,  with  resultant  rest. 

Removal  of  the  eleventh  rib  permits  of  the 
mobilization  of  the  diaphragm  and  its  retraction 


Showing  segments  of  ribs  removed  from  the  diseased  side. 


Tiyf- 

Showing  collapse  of  lung  from  different  types  of  operation, 
No.  4  being  an  extraplurai  thoracoplasty. 

upward;  therefore  a  phrenoctomy,  in  our  opin¬ 
ion,  is  never  indicated. 

Rapidity  of  operating  being  imperative,  the 
tyro  or  the  deliberate  operator  should  not  attempt 
this  surgery,  for  all  respiratory  effort  is  suddenly 
put  upon  the  well  lung  during  the  operation,  the 
patient  lying  on  this  well  lung,  increasing  its 
embarrassment.  In  addition,  with  the  collapse  of 
the  lung  the  heart  is  displaced  with  resulting 
cardiovascular  distress.  I’rolongation  of  the  op- 
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eration  or  anesthesia  is  then  to  be  deplored  con¬ 
sidering  the  above  mentioned  factors.  Complete 
resections  should  be  finished  in  forty  minutes 
and  one  of  the  two-stage  operations  in  twenty. 

It  is  inevitable  that  there  must  be  a  relatively 
heavy  mortality  from  so  formidable  an  operation 
when  we  consider  how  our  patients  are  already 
weakened  by  the  ravages  of  their  disease,  when 
we  take  into  consideration  the  already  restricted 
breathing  space,  further  reduced  by  the  opera¬ 
tion,  and  when  we  realize  the  danger  of  a  med¬ 
iastinal  flutter  from  cardiac  displacement. 

While  some  European  operators  advocate  the 
one-stage  operation,  where  all  of  the  ribs  except 
the  twelfth  are  removed  at  one  sitting,  we  be¬ 
lieve  the  dangers  are  decidedly  lessened  by  the 
two-stage  operation,  where  only  half  the  ribs  are 
removed  at  one  sitting  and  then  within  two  or 
three  weeks  the  rest  of  the  ribs. 

The  presence  of  increased  temperature  is  no 
contra-indication  to  operation.  Where  there  is 
much  expectoration  it  is  wise  to  have  the  patient 
clear  his  lungs  before  operation,  else  he  is  liable 
to  inspire  the  expectorate  into  thei  well  lung. 

The  ordinary  surgical  rules  obtain  here  as  in 
other  surgery  as  regards  any  condition  which 
would,  preclude  surgery. 

As  to  anesthetics :  Many  of  the  European  sur¬ 
geons  use  local  anesthesia  entirely  for  these  ex¬ 
tensive  rib  resections.  We  have  done  them  with 
local  anesthetics  alone,  but  we  confess  to  a  prej¬ 
udice  against  having  our  patients  present  at  the 
operation ;  also  with  the  extensive  manipulations 
we  prefer  them  to  be  unconscious. 

Ether  is,  we  believe,  always  contra-indicated 
in  pulmonary  tuberculosis.  Gas-oxygen,  on  the 
contrary,'  is  so  transitory  and  unirritating  that 
it  apparently  does  no  harm.  We  have  used  it 
a  great  many  times  with  no  ill  effects. 

In  our  experience  a  combination  of  local  anes¬ 
thesia  and  gas-oxygen  analgesia  has  been  ideal. 

An  hour  before  operation  the  patient  is  given 
a  hypodermic  of  1/6  grain  of  morphine  and 
1/3(X)  grain  of  scopolamine.  At  operation  he  is 
placed  on  the  table,  face  downward,  lying  on  the 
well  side.  A  paravertebral  injection  of  0.5  per 
cent  novocaine  is  made,  about  two  inches  from 
the  spine,  the  skin  being  first  infiltrated  along 
the  course  of  the  incision.  With  long  slender 
needles  the  periosteum  of  each  rib  is  found  and 
injected.  Then,  above  and  below  the  rib,  the 
intercostal  spaces  are  injected,  blocking  the  in¬ 
tercostal  nerves.  The  patient  is  then  given  gas- 
oxygen  to  the  stage  of  analgesia  by  an  especially 
trained  anesthetist. 


The  length  of  the  incision  depends  upon 
whether  all  or  part  of  the  ribs  are  to  be  removed. 
If  all,  it  begins  well  up  on  the  root  of  the  neck, 
parallels  the  spine  down  to  the  tenth  rib,  then 
sweeps  forward  over  that  rib,  making  a  long 
sickle-shaped  incision.  If  the  two-stage  opera¬ 
tion  is  done,  of  course  a  shorter  incision  is  made, 
which  is  extended  later  at  the  second  operation. 

In  this  two-stage  operation,  sections  of  the  ribs 
from  10  to  15  cm.  are  removed,  beginning  with 
the  eleventh  rib  and  working  upward  and  taking 
all  the  ribs,  including  the  fifth  or  sixth. 

Within  two  or  three  weeks  (or  before  new  ribs 
can  form)  the  secondary  operation  is  done,  the 
incision  is  extended  from  the  top  of  the  first 
incision  to  the  root  of  the  neck,  and  segments  of 
all  the  remaining  ribs  are  removed,  again  work¬ 
ing  from  below  upward. 

The  primary  incision  is  carried  immediately 
through  all  the  tissues  down  to  the  ribs,  when 
all  the  tissues  are  retracted  forwards  off  the  ribs 
and  reflected  up  in  one  large  flap,  leaving  the 
bony  thoracic  cage  bare.  In  the  upper  part  of 
the  incision  the  rhomboidii  muscles  as  well  as 
fibers  of  the  trapezius  are  cut  across.  This  per¬ 
mits  the  scapula  to  rotate  forward  on  the  chest 
and  exposes  the  upper  part  of  the  thorax. 

Beginning  with  the  eleventh  rib  and  paralleling 
its  long  axis  the  periosteum  is  split  with  a  knife 
over  the  section  of  the  rib  to  be  removed,  then 
with  a  periosteal  elevator  the  periosteum  is 
stripped  up  around  the  circumference  of  the  rib, 
after  which  a  Doyen  ram’s-horn  rib  periosteal 
stripper  is  slipped  under  the  loosened  periosteum, 
and  with  this  instrument  the  rib  from  the  spine, 
as  far  forward  as  needed,  is  shelled  out  of  its 
periosteal  envelope,  then  with  rib  shears  the  an¬ 
terior  end  of  the  rib  is  sectioned  first,  lifted  up, 
and  then  the  proximal  end  cut,  every  effort  being 
made  to  remove  it  as  close  to  the  spine  as  pos¬ 
sible.  Working  upward  each  rib  is  treated  in  the 
same  way.  When  either  in  the  single  stage  or 
the  two-stage  operation  the  upper  ribs  are  ap¬ 
proached,  it  is  well  to  have  an  assistant  under 
the  drape  pull  the  arm  down  so  the  scapula  is 
rotated  forward  on  the  thorax  and  more  room 
obtained. 

The  second  and  first  ribs  lie  very  deeply  when 
approached  from  the  rear.  The  first  rib  par¬ 
ticularly  is  difficult  of  removal,  for  not  only  is 
it  deeply  buried  in  the  muscle  but  its  edge  alone 
is  presented  to  the  operator  and  the  curve  of  the 
rib  is  so  sharp  it  is  difficult  to  separate  its  peri¬ 
osteum.  Here  the  many  important  anatomical 
structures  make  care  essential.  Fortunately, 
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however,  only  short  segments  are  required  to  be 
removed  from  these  two  ribs. 

After  the  ribs  are  removed  the  lung  under¬ 
lying  immediately  collapses,  and  the  tissues  over- 
lying  collapse  with  it.  The  pleura  should  never 
be  opened  in  these  operations. 

As  all  of  the  periosteum  is  left  after  the  ribs 
are  removed  we  would  expect  to  get  some  re¬ 
generation  of  bone  from  the  periosteum,  and  that 
is  just  what  happens, — new  ribs  are  formed. 
Bone  is  reproduced  more  rapidly  and  extensively 
in  young  patients  than  in  the  old. 

It  is  true  the  new  bone  is  produced  long  after 
the  lung  is  collapsed  and  with  a  coincident  col¬ 
lapse  of  the  soft  tissues  overlying  the  lung,  there¬ 
fore  the  new  ribs  formed  hug  the  collapsed  lung 
and  have  no  tendency  to  induce  expansion  of  it. 
Because  these  new  ribs  are  formed  it  is  very 
important  that  one  point  of  operative  technique 
be  emphasized,  namely,  the  removal  of  the  ribs 
posteriorly  behind  the  angle  and  as  close  to  the 
spine  as  possible,  for  if  the  stumps  of  the  re¬ 
sected  ribs  are  here  left  long,  the  new  formed 
ribs  in  the  periosteum  which  is  left  become  at¬ 
tached  to  the  stumps,  which  are  left  and  become 
ankylosed  at  a  right  angle  with  them,  forming 
a  triangle  between  the  stumps  of  the  resected 
ribs  and  the  new  ribs.  In  this  triangle  the  pleura 
is  held  out  and  mechanically  prevents  the  col¬ 
lapse  of  a  portion  of  the  already  partially  col¬ 
lapsed  lung  at  the  costovertebral  angle. 

In  one  of  our  earlier  cases  where  a  cavity  re¬ 
mained  uncollapsed  after  operation,  the  .r-rays 
showed  that  the  posterior  segments  of  the  ribs 
had  not  been  removed  close  enough  to  the  spine 
and  mechanically  interfered  with  complete  col¬ 
lapse.  We  re-operated  and  removed  the  first  rib 
and  all  of  the  segments,  thus  permitting  a  thor¬ 
ough  collapse  of  the  lung. 

In  another  case,  a  young  man,  who  years  be¬ 
fore  in  another  clinic  had  five  of  his  lower  ribs 
removed  and  no  secondary  operation  done,  hav¬ 
ing  only  a  partial  collapse  of  his  lower  lung,  new 
ribs  had  formed,  and,  with  his  long  posterior 
stumps,  these  actually  prevented  further  collapse, 
and  therefore  they  were  removed  along  with  all 
of  his  remaining  ribs,  and  complete  collapse  was 
obtained. 

In  closing  the  wound  the  muscles  should  be 
sutured  in  layers  separately  and  the  skin  with 
sutures  not  too  close  together.  A  long  Penrose 
drain  is  brought  out  through  the  most  dependent 
portion,  of  the  wound  and  removed  by  the  third 
day. 


Dressings  should  be  large  and  snugly  strapped 
across  to  the  other  shoulder,  chest,  and  abdomen, 
care  being  used  not  to  apply  them  tight  enough 
to  embarrass  respiration  in  the  sound  lung. 

Bull  has  called  our  attention  to  the  fact  that 
where  there  are  large  cavities  in  the  apices  of  the 
lung,  that  part  of  the  lung  does  not  perfectly 
collapse  after  extrapleural  thoracoplasty.  He 
advocates  the  further  removal  of  the  ribs  from 
in  front  over  the  apex  and  stripping  the  pleura 
from  the  thoracic  wall,  the  so-called  apicolysis 
of  Touifier.  Then,  to  insure  collapse,  Baer  ad¬ 
vocated  the  introduction  of  paraffin  or  free  fat, 
while  Archibald  has  used  pedicled  flaps  of  the 
pectoralis  major  muscle. 

Due  to  the  change  in  the  intrathoracic  pressure 
following  operation,  some  of  these  patients  are 
cyanotic  for  a  while ;  others  have  some  med¬ 
iastinal  flutter  from  change  of  the  heart’s  posi¬ 
tion.  Due  to  the  long  standing  of  the  disease 
and  the  fibrosis  present,  the  heart  has  usually 
been  displaced  by  this  primary  scar  contraction, 
therefore  the  operative  interference  is  rarely 
followed  by  further  displacement  of  this  organ. 
Convalescence  is,  however,  usually  uneventful. 

Not  all  the  danger  occurs  at  the  time  of  the 
operation,  from  shock  et  cetera.  Within  a  week 
pulmonary  edema  and  mediastinal  flutter  in  the 
unsupported  heart  may  cause  a  fatality.  Later 
still  from  the  great  demands  put  upon  the  healthy 
lung,  a  focus  of  supposedly  healed  or  latent  tu¬ 
berculosis  may  be  lighted  up. 

One  phenomenon  has  been  noted  in  all  of  our 
cases  :  The  sound  lung  undergoes  marked  hyper¬ 
trophy  to  meet  the  increased  physiological  de¬ 
mands  put  upon  it.  This  work  hypertrophy 
parallels  that  of  the  single  kidney  left  after  a 
nephrectomy.  This  hypertrophy  is  well  shown  by 
serial  .*--rays  taken  over  a  period  of  time  and 
often  shows  an  increase  of  one-third  in  the  lung 
volume. 

There  is  some  scoliosis  shown,  which  with  the 
hypertrophy  explains  why  the  deformity  after 
operation  is  not  more  marked. 

Coughing  and  expectoration  usually  decrease 
rapidly  and  markedly ;  and  the  pulse  and  temper¬ 
ature  drop  to  normal.  The  most  surprising  im¬ 
mediate  amelioration  of  symptoms  is  the  marked 
decrease  in  the  amount  of  sputum  and  tubercle 
bacilli.  Both  usually  disappear.  These  mani¬ 
festations  are  explained  by  the  complete  collapse 
of  the  lung  and  with  it  complete  functional  rest. 

These  patients  usually  gain  in  weight,  look 
better,  feel  better,  and  insist  that  they  are  cured. 

It  is  astonishing  how  little  deformity  follows 
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this  operation ;  although  the  side  is  collapsed  and 
the  wing  of  the  scapula  is  prominent  there  is 
little  or  no  deformity  of  the  shoulder  girdle. 

Almost  all  of  our  work  on  these  patients  has 
been  possible  through  the  courtesy  of  Dr.  Ernest 
Mariette,  Superintendent  of  Glen  Lake  Sanator¬ 
ium. 

Since  January  22,  1923,  to  date  of  publication, 
we  have  done  twenty-five  operations  for  extra¬ 
pleural  thoracoplasty,  on  sixteen  different  pa¬ 
tients,  one  only  in  one-stage,  the  rest  being  the 
two-stage  type. 

We  have  had  only  one  operative  death,  where, 
in  a  man  with  severe  unilateral  tuberculosis  in 
one  lung  and  beginning  involvement  in  the  other 
(obviously  a  poor  risk),  we  felt  rather  than  sub¬ 
ject  him,  to  a  secondary  operation  the  one-stage 
should  be  tried.  This  was  done  in  forty  minutes ; 
he  showed  shock  and  died  thirteen  hours  later. 

In  another  instance,  a  women,  a  bad  risk,  the 
first  of  the  two-stage  operations  was  done.  She 
developed  a  peritonitis  and  died  from  that  twenty- 
five  days  later. 

A  third,  another  woman,  with  extensive  cavita¬ 
tion,  had  the  first  of  the  two-stage  operation 
done  on  January  7,  1923,  and  died  February  18, 
1923.  Autopsy  showed  cavities  not  collapsed  and 
full  of  pus. 


Most  of  the  other  cases  have  markedly  im¬ 
proved.  It  is  yet  too  early  to  claim  any  cures, 
although  the  clinical  appearance  would  warrant 
the  claim. 

I  am  aware  that  our  series  of  cases  is  too  few 
to  permit  us  to  draw  conclusions ;  they  simply 
are  a  weather  vane  which  points  to  parallel  re¬ 
sults  in  the  hands  of  surgeons  with  much  greater 
experience. 

A  study  of  statistics  reveals  that  this  operation 
carries  a  primary  and  a  secondary  mortality 
(within  the  first  week)  of  from  10  to  15  per 
cent.  This  is  readily  understandable  considering 
that  all  of  these  patients  are  poor  risks,  already 
depleted  by  the  ravages  of  their  disease. 

Bull  has  reported  thirty-seven  cases  with  45 
])er  cent  of  cures.  Saugman  has  reported  forty 
cases  with  33  per  cent  of  cures.  Archibald  has 
reported  fifteen  cases  with  25  per  cent  of  cures. 
.Sauerbruch  has  reported  438  cases  with  35  ])er 
cent  of  cures  and  40  per  cent  greatly  improved. 

This  gives  us  then  530  cases  with  cures  averag¬ 
ing  34.5  per  cent  and  marked  improvement  in 
about  40  per  cent. 

Surely  in  a  dread  disease,  so  many  of  whose 
victims  are  doomed,  34.5  per  cent  of  cures  and 
40  per  cent  of  improvement  furnish  ample  argu¬ 
ment  for  the  operation  of  extrapleural  thoraco¬ 
plasty. 


TUBERCULOSIS  OF  THE  EPIDIDYMIS* 

By  Stanley  R.  Maxeiner,  M.D. 

Associate  Surgeon,  Minneapolis  General  Hosijital;  Attending  Surgeon,  U.  S.  Veterans  Hospital  No.  G8,  Minneapolis 
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Reuben  H.  Waldsciimidt,  A.B.,B.S.,M.B.,  M.D. 

Resident  United  States  Veterans  Hospital  No.  OS,  Minneapolis 
MINNEAPOLIS,  MINNESOTA 


The  writing  of  this  paper,  with  a  review  of 
the  literature  on  this  subject,  was  stimulated  by 
the  unusual  opportunity  which  I  have  had  of 
studying  a  number  of  cases  of  tuberculosis  of 
the  epididymis,  as  attending  surgeon  at  the 
United  States  Veterans  Hospital,  No.  68,  Minne¬ 
apolis.  Minn. 

A  large  number  of  terms  are  used  to  distin¬ 
guish  this  disease,  such  as  “tuberculosis  of  the 
epididymis,”  “tuberculosis  of  the  testicle,”  “tu¬ 
berculosis  of  the  genital  tract,”  and  “tuberculosis 
of  the  seminal  tract,”  etc.  The  more  recent 
authors  seem  to  agree  upon  a  generalized  in¬ 

*Presented  before  the  Hennepin  County  Medical  Society, 
May  7,  1923. 


fection,  instead  of  a  purely  local  one,  and  are 
more  disposed  to  use  the  broader  terms,  such  as 
tuberculosis  of  the  seminal  tract.  Like  this 
variety  of  names,  one  finds  the  same  laxity  of¬ 
fered  in  the  methods  of  treatment. 

Tuberculosis  of  the  genital  tract  is  invariably 
secondary  to  tuberculosis  elsewhere,  most  com¬ 
monly  in  the  lungs  or  in  the  lymph  glands. 
Kocher’s  statistics^  showed  in  451  cases  of  urino- 
genital  tuberculosis  that  came  to  autopsy,  that 
over  80  per  cent  had  pulmonary  tuberculosis. 
Kuster  states  that  by  the  more  advanced  methods 
of  examination,  urinogenital  tuberculosis  would 
always  be  found  to  be  accompanied  by  lesions 
elsewhere.  Walker  believes  that  tuberculosis  of 
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the  epididymis  is  seldom  primary,  even  in  the 
lesions  of  the  genito-urinary  tract. 

The  path  of  infection  of  the  disease  is  still  in  dis¬ 
pute,  but  authorities  seem  to  be  divided  mainly  into 
two  groups :  those  who  contend  that  the  original 
infection  is  in  the  testes  or  the  epididymis  and 
that  the  infection  ascends  along  the  vas  to  the 
prostate ;  and  those  who  believe  the  original  in¬ 
fection  starts  in  the  prostate  or  the  seminal 
vesicles  and  descends  toward  the  testicle.  Among 
the  first  group  are  found  Reclus,  Senn,  and 
others,  particularly  the  writers  of  practically  all 
of  our  latest  texts  and  systems.  To  the  second 
group  belong  Guyon,  who  was  probably  the  first, 
McFarland  Walker,  and  Hugh  Young,  who  are 
undoubtedly  the  strongest  adherents.  Numerous 
investigators  report  series  of  cases  in  which  the 
primary  infection  seems  to  be  definitely  shown 
to  be  in  the  seminal  vesicles  and  others  in  the 
epididymis.  Salleron,  for  instance,  reports  51 
cases  of  tuberculous  epididymitis  examined  by 
him,  in  which  the  seminal  vesicles  were  affected 
in  only  one ;  while  Walker  reports  22  cases  ex¬ 
amined  by  himself  with  special  reference  to  the 
seminal  vesicles,  and  he  found  them  to  be  in¬ 
volved  in  20.  Guyon^  reported  26  necropsies  in 
which  the  seminal  vesicles  were  the  primary  site 
of  the  disease.  He  also  reports  an  extensive 
clinical  experience  in  which  he  found  the  seminal 
vesicles  or  the  prostate  to  be  involved  in  the 
tuberculous  process.  Ernest  Mark^  states  that  as 
a  primary  manifestation  of  urinogenital  tuber¬ 
culosis  involvement  of  the  body  of  the  testicle 
must  be  considered  extremely  rare.  Kidd,^  on 
the  other  hand,  states  that  he  has  seen  tuber¬ 
culosis  confined  to  the  testicle  alone,  and  the 
same  can  be  said  of  infections  with  the  colon 
bacillus.  Johnson'*  states  that  he  believes  infec¬ 
tion  occurs  by  both  paths,  but  that  the  epididymis 
is  first  infected  by  a  tuberculous  embolus  in  the 
majority  of  cases.  When  the  lesion  is  primary 
in  the  epididymis,  it  is  probably  hematogenous  in 
origin. 

McFarland  Walker,  whom  I  have  freely 
quoted,  has  done  much  to  establish  the  theory 
of  descending  infection.  He  describes  the  path¬ 
ology  in  a  typical  case  as  consisting  of  an  en¬ 
larged  mass  at  the  prostatic  end  of  the  vas,  and 
another  at  the  testicular  end ;  while  the  portion 
between  is  nearly  normal.  Microscopic  sections 
through  the  vesicular  mass  show  a  surrounding 
shell  of  lymphatic  involvement,  while  the  vas 
itself  shows  very  little,  if  any,  disease.  The 
midportion  also  shows  a  normal  vas  with  occa¬ 
sionally  involved  lymphatics.  As  the  epididymis 


is  approached  the  lymphatic  involvement  grad¬ 
ually  grows  less  and  the  mucosa  becomes  the 
site  of  the  disease.  The  testicle  does  not  show 
involvement. 

Experimentally  Walker  inoculated  the  urethra 
in  guinea-pigs  with  pyogenic  organisms,  and  at 
the  end  of  twelve  hours  obtained  pure  cultures 
from  the  seminal  vesicles,  epididymis,  and  from 
the  lymphatics  about  the  vas,  while  the  lumen  of 
the  vas  and  the  blood  stream  showed  negative 
cultures.  Although  he  had  failed  to  produce 
similar  results  with  the  tubercle  bacilli,  Blandini 
had  recovered  them  from  the  testicle,  in  similar 
experiments,  at  the  end  of  thirty  hours.  He 
believes  that  the  tubercle  bacillus,  like  the  pyo¬ 
genic  organisms  and  the  gonococcus,  causes  a 
descending  infection  from  the  seminal  vesicles  to 
the  epididymis  through  the  surrounding  lymph¬ 
atics.  A  secondary  ascending  wave  of  infection 
may  occur  through  the  discharge  of  infected 
secretions.  By  previously  traumatizing  the  tes¬ 
ticle  and  inoculating  the  urethra  with  tubercle 
bacilli  in  rabbits,  the  lesions  resembled  in  every 
way  those  found  in  the  human.  Walker  further 
explains  that  as  the  infection  spreads  along  the 
lymphatics,  it  encounters  more  suitable  soil  in 
which  to  flourish  in  the  epididymis,  which  be¬ 
comes  swollen  and  gives  rise  to  the-  first  clinical 
manifestations  of  the  disease. 

Diagnosis  in  the  average  case  with  the  classical 
symptoms  is  not  especially  difficult.  Special 
points  of  diagnosis  may  be  briefly  stated  to  be 
involvement  of  the  epididymis,  instead  of  the 
testes,  as  in  syphilis,  painless  onset,  chronic 
course,  suppuration,  and  sinus  formation,  the 
sinus  of  tuberculosis  being  posterior,  while  that 
of  syphilis  is  anterior,  and  frequent  presence  of 
tuberculosis  elsewhere  in  the  body.  On  palpation 
the  epididymis  is  thickened  and  can  be  felt  as 
a  crest  on  the  orchis.  It  is  usually  nodular  and 
not  very  tender.  The  vas  may  be  nodular  and 
thickened  for  a  distance  along  the  canal.  In 
acute  cases  a  conglomerate  mass  that  is  painful 
may  resemble  gonorrheal  epididymitis  so  closely 
that  prolonged  observation,  the  finding  of  gono¬ 
cocci,  aspiration,  or  even  incision  may  be  neces¬ 
sary  to  make  a  positive  diagnosis. 

Earliest  symptoms  usually  relate  to  the  lower 
pole  and,  later,  to  the  upper  pole.  Caseation  is 
also  to  be  found  first  in  the  lower  pole.  The 
other  epididymis  becomes  involved  in  a  large 
number  of  cases.  At  the  Thirtieth  Congress  of 
the  German  Surgical  Association,'^  Burns  re¬ 
ported  78  cases  treated  by  unilateral  castration, 
in  which  the  other  side  became  involved  in  34 
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per  cent  in  three  months,  40  ])er  cent  in  four 
months,  and  60  per  cent  in  the  later  cases.  Bu- 
guljuboff®  has  reported  166  cases  of  tuberculosis 
of  the  epididymis,  in  which  137  showed  involve¬ 
ment  of  the  other  side  in  the  average  time  of 
fourteen  months.  These  findings  seem  to  check 
with  our  own  series,  composed  of  15  cases,  in 
which  66  per  cent  (10)  showed  involvement  of 
both  sides. 

The  treatment  recommended  for  this  disease 
varies  from  the  most  conservative  to  the  ex¬ 
tremely  radical.  F.  Calefy  states dhat  “this  form 
of  tuberculosis  should  be  treated  by  conservative 
methods.  For  18  years  I  have  not  performed 
castration;  I  exclusively  make  use  of  injections, 
and  amongst  200  cases  of  children  and  adults 
treated  by  this  method  I  have  not  had  a  single 
failure.”  Els,®  on  the  other  hand,  advises  early 
operation  removing  the  epididymis,  but  conserv¬ 
ing  the  testicle  when  possible.  If  the  testicle 
must  be  sacrificed,  he  recommends  the  reimplant¬ 
ation  of  a  healthy  piece  of  it  into  the  scrotum 
for  psychic  and  secretory  effect.  Schneider'’  rec¬ 
ommends  operation  only  after  conservative  treat¬ 
ment  has  failed.  The  operation  should  not  be 
too  radical,  but  should  conserve  the  testicle 
whenever  possible.  He  urges  postoperative  treat¬ 
ment  in  all  cases.  He  believes  both  the  urine 
and  the  semen  are  infectious,  and  he  warns  his 
patients  accordingly.  Young,^°  who  advocates 
the  radical  operation  in  cases  of  tuberculosis  in¬ 
volving  the  seminal  vesicle  and  epididymis,  has 
written  a  most  complete  article.  He  recommends 
the  removal  of  both  seminal  vesicles  and  ampullae 
with  resection  of  both  lateral  lobes  of  the  pros¬ 
tate  through  a  perineal  incision,  and  removal  of 
the  vas  and  diseased  epididymis  through  an  in¬ 
guinal  incision.  By  back-and-forth  traction  the 
deep  portion  of  the  vas  is  freed  so  that  when 
possible  all  tissue  is  removed  in  one  segment. 
He  reports  15  cases  treated  by  radical  operation 
with  only  one  death  at  the  end  of  one  year.  At 
the  United  States  Veterans  Hospital,  No.  68 
(Asbury),  we  have  chosen  to  treat  these  cases 
conservatively.  They  have  all  been  studied  by 
Dr.  Josewich,  attending  specialist  in  tuberculosis, 
and  have  been  treated  medically  for  months  be¬ 
fore  surgical  treatment  was  advised.  Operation 
was  recommended  in  order  to  relieve  the  patient 
of  one  of  his  tuberculous  foci.  The  epididymis 
and  vas  were  removed  and  the  testis  preserved 
or  resected  when  the  disease  had  not  advanced 
sufficiently  to  demand  its  removal.  The  proximal 
end  of  the  vas  was  injected  with  pure  phenol, 
and-  in  the  later  cases  the  wound  was  closed  with¬ 


out  drainage,  even  when  a  tuberculous  abscess 
ruptured  or  was  inadvertently  opened  during  the 
dissection.  Sinus  formation  is  encouraged  by 
drainage,  and  most  of  these  wounds  closed  pri¬ 
marily,  healed  like  incisions  for  hernia.  Two 
cases  with  involvement  of  the  seminal  vesicles 
presenting  indurations  and  swelling  to  the  size 
of  a  small  orange,  on  rectal  examination,  im¬ 
proved  at  once  after  epididymectomy,  and  the 
pelvic  mass  decreased  one-half  in  size  within  a 
few  weeks.  The  Young  operation  was  considered 
in  these  cases,  but  as  they  were  bad  surgical 
risks  a  conservative  operation  was  performed. 
We  have  also  been  reluctant  to  adopt  this  pro¬ 
cedure  until  its  success  has  been  more  definitely 
established.  All  operations  performed  by  the 
author  have  been  under  local  anesthesia. 

Late  postoperative  care  of  all  these  patients 
has  been  supervised  by  Dr.  Josewich.  They  have 
had  general  constructive  treatment  including  rest, 
heliotherapy,  tuberculin,  etc.,  and  some  have 
been  sent  south  to  government  sanatoriums. 
Home  treatment  is  supervised,  and  the  patients 
are  instructed  to  report  at  regular  intervals  for 
re-examination.  In  this  respect  the  treatment  is 
superior  to  that  obtained  by  most  of  our  private 
patients. 

The  surgical  treatment  of  these  cases  has  been 
under  the  direct  supervision  of  Dr.  A.  T.  Mann, 
our  chief  of  the  surgical  service,  and  to  him  I  am 
greatly  indebted  for  the  privilege  of  following 
these  cases  and  of  operating  on  most  of  them. 
I  am  also  indebted  to  Dr.  H.  M.  Bracken,  oui 
past  commanding  officer,  and  Dr.  H.  D.  Luse, 
our  present  commanding  officer,  for  their  aid  in 
securing  data  and  for  permission  to  make  these 
reports.  Dr.  Waldschmidt,  resident  at  Hospital 
No.  68,  sent  a  questionary  to  each  of  our  pa¬ 
tients,  and  from  these  questions  and  answers 
compiled  the  following  charts.  From  these 
charts  and  our  experience  with  these  cases,  we 
have  attempted  to  draw  a  few  conclusions. 

CONCLUSIONS 

V 

1.  In  our  series  of  15  cases  of  tuberculosis  of 
the  epididymis,  10,  or  66  per  cent,  showed  extra¬ 
genital  tuberculosis  before  the  operation. 

2.  The  average  duration  of  symptoms  was 
nine  and  one-half  months  before  operation. 

3.  Pain,  which  is  ordinarily  considered  negli¬ 
gible,  was  present  in  13  of  our  cases. 

4.  In  12  cases  the  first  symptoms  arose  in  the 
lower  pole  of  the  epididymis. 

5.  Ten  Cases  (66  per  cent)  were  bilateral. 
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CHART  GIVING  THE  ANSWERS  TO  QUESTIONS  SUBMITTED  IN  FIFTEEN  CASES 


QUESTION 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

II 

12 

13 

14 

Id 

Pre-Operative  Tuberculosis 
Elsewhere . 

T.B.C. 
Pul¬ 
mo¬ 
nary 
T.  B. 
Tonsil 

T.B.C. 

Pul¬ 

mo¬ 

nary 

Media- 

stinitis 

Left- 

Knee 

Meta¬ 

tarsal 

Pha¬ 

langeal 

T.B.C. 

Pul¬ 

mo¬ 

nary 

T.B.C. 

Pul¬ 

mo¬ 

nary 

T.B.C. 

Pul¬ 

mo¬ 

nary 

0 

T.B.C. 

Pul¬ 

mo¬ 

nary 

And 

Peri¬ 

toneal 

T.B.C. 

Pul¬ 

mo¬ 

nary 

And 

Kid¬ 

ney 

0 

0 

T.B.C. 

Pul¬ 

mo¬ 

nary 

0 

0 

T.B.C. 

Left 

Hip 

0 

Post-Operative  Tubercu¬ 
losis  Elsewhere . 

0 

0 

0 

Kid¬ 

ney 

Bi¬ 

lat¬ 

eral 

T.B.C. 

Blad¬ 

der 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Duration  of  Lump  in 
Testicle . 

20- 

Mo. 

5- 

Mo. 

8- 

Da. 

2  to 
3-Mo. 

5- 

Mo. 

? 

6- 

Mo. 

5- 

Mo. 

10- 

Mo. 

Right 

Side 

6- 

Mo. 

Left 

Side 

17- 

Mo. 

24- 

Mo. 

24- 

Mo. 

7- 

Mo. 

4- 

Mo. 

55- 

Mo. 

Pain . 

-b 

+ 

0 

+ 

+ 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Orgin  in  Lower  or  Upper 
Part . 

Lower 

U  pper 

Lower 

Lower 

Lower 

Lower 

Lower 

Lower 

Upper 

Lower 

Lower 

Lower 

Lower 

Lower 

Unilateral  or  Bilateral . 

Bi¬ 

lat¬ 

eral 

2 

1 

Un- 

de- 

scend- 

ed 

I 

1 

2 

2 

2 

2 

1 

1 

2 

2 

2 

2 

1 

Bi¬ 

lat¬ 

eral 

2 

Epididymectomy . 

1 

1 

1 

2 

1 

1 

And 

Orchi- 

dec- 

tomy 

1 

1 

And 

Orchi- 

dec- 

tomy 

1 

2" 

1 

And 

Orchi- 

dec- 

tomy 

2 

1 

And 

Orchi- 

dec- 

tomy 

1 

And 

Orchi- 

dec- 

tomy 

1 

Urination . 

Nor¬ 

mal 

Nor¬ 

mal 

Nor¬ 

mal 

Nor¬ 

mal 

Nor¬ 

mal 

Nor¬ 

mal 

Fre¬ 

quen¬ 

cy 

Fre¬ 

quen¬ 

cy 

Nor¬ 

mal 

Fre¬ 

quen¬ 

cy 

Fre¬ 

quen¬ 

cy 

Nor¬ 

mal 

Nor¬ 

mal 

Nor¬ 

mal 

Nor¬ 

mal 

Weight  Gained  or  Lost  in 
Pounds . 

+  14 

+ 

0 

-10 

+  11 

-30 

+5 

-13 

-15 

0 

-20 

+  15 

0 

+  10 

0 

General  Condition  since 
Operation . 

Im¬ 

proved 

Im¬ 

proved 

Same 

Same 

Same 

Same 

Im¬ 

proved 

Im¬ 

proved 

Im¬ 

proved 

Im¬ 

proved 

Same 

Im¬ 

proved 

Same 

Im¬ 

proved 

Same 

How  Long  Since  Operation . 

1-Yr. 

8- 

Mo. 

6- 

Mo. 

4-Yr. 

2- 

Mo. 

1-Yr. 

2- 

Mo. 

6- 

Mo. 

3-Yr. 

2- 

Mo. 

7- 

Mo. 

7- 

Mo. 

9- 

Mo. 

9- 

Mo. 

1- 

Yr. 

6- 

Mo. 

1- 

Wk. 

2-Yr. 

3- 

Mo. 

1- 

Da 

Tuberculosis  of  Kidney .... 

0 

0 

0 

+ 

0 

0 

0 

+ 

0 

0 

0 

0 

0 

0 

0 

Operations  on  Kidney . 

0 

0 

0 

Bi¬ 

lat¬ 

eral 

0 

0 

0 

0 

Ne¬ 

phrec¬ 

tomy 

6-7- 

1922 

0 

0 

0 

0 

0 

0 

0 

Bloody  Urine  Since  Opera¬ 
tion . 

+ 

0 

0 

+ 

0 

0 

0 

+ 

0 

0 

0 

0 

0 

0 

0 

6.  In  5  cases  one  testicle  was  so  badly  involved 
that  it  had  to  be  removed. 

7.  Eight  cases  report  their  general  health  co 
be  improved,  while  seven  report  their  general 
condition  unchanged. 

8.  One  case  had  tuberculosis  of  one  kidney, 
which  was  removed  before  the  operation  on  the 
testicle.  A  second  case  developed  tuberculosis  of 
both  kidneys  postoperatively. 

9.  Bloody  urine  was  observed  in  three  cases, 
two  of  which  had  renal  tuberculosis. 

10.  Because  tuberculosis  of  the  epididymis  is 


pathologically  and  clinically  a  secondary  process, 
we  have  been  conservative  in  our  surgical  treat¬ 
ment. 

11.  Treatment  should  be  general,  as  well  as 
local,  and  every  available  accepted  treatment 
should  be,  employed  when  indicated. 

12.  Local  anesthesia  was  employed  in  all  of 
the  author’s  cases  and  seems  particularly  indi¬ 
cated  in  tuberculous  patients. 

13.  Drainage  promotes  sinus  formation,  and 
primary  closure  should  be  employed  even  in  the 
presence  of  a  ruptured  tuberculous  abscess. 
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DISCUSSION 

Dr.  E.  Klaveness:  I  was  very  much  interested  in 
this  paper  as  it  brings  back  to  me  the  same  experi¬ 
ence  that  was  fully  established  many  years  ago  in 
the  late  ’90’s  when  1  spent  considerable  time  in 
Germany.  At  that  time  it  was  fully  established  and 
taught  in  all  clinics  that  tuberculosis  of  the  epididy¬ 
mis  was  invariably  secondary,  and  consequently  con¬ 
servative  methods  of  treatment  were  used.  Prior 
to  that  time  I  had  been  in  the  far  northern  part  of 
Norway  where  we  saw  very  many  cases.  1  recall 
many  times  we  had  these  cases  of  tuberculosis  of  the 
epididymis,  and  how  readily  and  quickly  we  would 
castrate  them.  Then  when  I  came  to  Germany  I 
was  compelled  to  admit  there  was  every  good  rea¬ 
son  to  follow  their  advice,  and  in  my  private  prac¬ 
tice  I  have  followed  it. 

When  I  saw  that  this  subject  was  to  be  presented 
to-night  I  looked  over  my  old  records  and  found 
a  case  I  had  in  September,  1904.  There  was  con¬ 
siderable  tuberculous  involvement  in  the  patient’s 
family.  He  came  complaining  of  pain,  and  had 
typical  involvement  of  the  left  epididymis  in  1904. 
I  placed  him  on  the  current  treatment  of  that  time. 
He  followed  a  dietetic  regime,  etc.,  and  gained  in 
weight  for  a  while.  He  came  back  to  me  in  April, 
1905,  with  the  other  epididymis  involved,  so  that 
the  condition  was  bilateral.  He  followed  a  simple 
way  of  living  and  went  on  for  a  number  of  years 
until  three  or  four  years  later  he  passed  away  of 
tuberculosis  of  the  lungs. 

The  fact  that  tuberculosis  is  a  verj^  slow  disease 
may  explain  why  we  see  some  temporary  improve¬ 
ment  under  this  conservative  treatment.  It  is  almost 
a  crime  not  to  hold  out  much  hope  to  a  patient 
with  early  tuberculosis  of  the  lungs.  We  have  not 
arrived  at  that  happy  stage  in  genito-urinary  tuber¬ 
culosis.  It  is  invaribly  secondary,  and  if  we  do  not 
locate  the  primary  lesions  they  will  manifest  them¬ 
selves  later  on.  I  do  not  think  the  cases  that  have 
been  reported  have  been  permantly  cured.  We  must 
still  look  for  the  time  when  we  shall  have  better 
weapons  with  which  to  combat  this  disease. 

Dr.  R.  E.  Farr:  Dr.  Maxeiner  asked  me  to  discuss 
his  paper  this  evening,  but  he  did  not  leave  much 
for  anybody  to  say.  I  might  try,  however,  to  accen¬ 
tuate  some  of  the  important  points  he  made. 

The  diagnosis  is  not  easy  by  any  means  in  these 
cases.  Often  the  primary  lesion  cannot  be  located. 


This  leads  to  the  question  of  exploring  the  lesion. 
Until  you  have  the  exact  location  of  the  lesion  and 
an  incision  is  made  into  it  the  diagnosis  may  be  im¬ 
possible. 

With  regard  to  incising  the  testis:  I  believe  it  is 
desirable  in  some  cases.  We  know  we  may  incise 
this  organ  without  harm  provided  we  do  not  injure 
the  blood  supply.  I  would  concur  with  the  doctor 
in  his  conservatism,  but  would  offer  a  word  of 
caution  that  we  do  not  make  the  mistake  of  leaving 
a  tuberculous  organ  behind. 

The  matter  of  drainage  in  tuberculosis  of  the 
testis  follows  the  same  rules  as  in  tuberculous  lesions 
elsewhere.  It  is  difficult  to  obtain  healing  if  drainage 
is  inserted,  and  many  of  these  wounds  will  heal  by 
first  intention. 

Another  point  relates  to  the  use  of  some  prosthe¬ 
sis  after  the  condition  is  cured  locally.  We  have 
introduced  glass  as  a  substitute  for  the  testicle  in 
a  number  of  cases.  Men  are  often  sensitive  re¬ 
garding  physical  defects,  and  the  substitution  of  a 
glass  marble  answers  the  purpose  very  well. 

Dr.  a.  T.  Mann:  I  have  been  greatly  interested  in 
these  cases  because  I  see  them  often.  I  do 
think  the  text-books  are  wrong  when  thej'  speak 
of  painless  epididymitis.  Of  course  the  pain  does 
not  correspond  at  all  with  that  of  acute  pus  forma¬ 
tion. 

In  regard  to  ascending  and  descending  infeetion: 
of  course  it  can  occur  both  ways,  and  where  the  in¬ 
fection  is  primary  it  does  usually  fall  in  the  globus 
minor,  but  sometimes  it  is  in  the  globus  major,  and 
it  may  also  be  primary  in  the  testis.  The  artery 
which  supplies  the  epididymis  approaches  the  globus 
major  at  the  upper  pole  of  the  orchis.  I  do  not 
think  it  can  be  emphasized  too  much  that  an  attempt 
for  primary  healing  should  be  made. 

Histologically,  when  the  epididymis  is  involved 
and  is  removed,  the  testis  may  look  normal,  but  I 
find  in  the  records  that  usually  when  examined  the 
testicular  tissues  under  these  areas  do  show  some 
giant  cells  and  some  tuberculous  involvement. 

Dr.  Maxeiner  has  done  some  very  careful  and 
painstaking  work  on  these  cases.  I  myself  am  in¬ 
clined  to  feel  that  we  must  not  wait  too  long  before 
we  institute  surgical  procedures  because  of  the  in¬ 
volvement  of  the  testicle  in  the  later  stages.  The 
process  continues  and  increases,  and  I  think  we 
ought  to  remove  the  epididymis  in  order  to  pre¬ 
serve  the  orchis.  Dr.  Maxeiner,  in  some  of  these 
cases,  has  removed  part  of  the  testis  and  left  a  part 
of  it  in,  with  good  healing,  and  it  seems  to  me  that 
is  a  very  good  thing  to  do.  He  spoke  of  putting 
it  back  as  a  transplant.  This  he  has  done.  That 
tides  the  patient  over  the  first  period,  but  the  end- 
result  of  all  transplants  of  all  organs  of  any  com¬ 
plexity  at  all,  is  scar  tissue. 

Dr.  Farr’s  use  of  these  glass  knobs  is  a  rather  in¬ 
teresting  thing.  R.  Gersuny,  who  started  the  idea 
of  paraffin  injections,  did  his  first  paraffin  injection 
on  a  man  who  wanted  to  get  into  the  army,  but 
had  only  one  testis  and  couldn’t  pass  the  examin¬ 
ation.  Previous  to  this  he  had  been  using  paraffin 
on  dogs,  but  he  injected  paraffin  in  this  case  and  the 
young  man  was  accepted  for  the  army. 
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A  disease  which  causes  one  death  in  every 
eight  throughout  the  world  should  demand  one- 
eighth  of  the  combined  time  of  all  agencies  fight¬ 
ing  disease.  Tuberculosis  should  demand  even 
more  time  since  it  works  havoc,  not  only  with 
man,  but  also  with  the  animals  upon  which  he 
depends  so  much  for  his  food  supply.  Moreover, 
because  of  the  chronicity  of  this  disease,  its  vic¬ 
tims  require  care  over  a  much  longer  period  of 
time  than  is  true  with  persons  suffering  and  dying 
from  most  other  diseases. 

In  densely  populated  countries  the  people  in 
adult  life  are  few  indeed  who  are  not  at  some 
time  impressed  with  the  sorrow  and  destruction 
caused  by  tuberculosis  through  a  visitation  of  this 
disease  to  some  near  friend  or  relative.  Those 
persons  with  investigative  minds  who  become  in¬ 
terested  in  tuberculosis  soon  find  that  it  consti¬ 
tutes  a  many-sided  problem,  but,  sooner  or  later, 
nearly  all  turn  to  preventive  measures  as  the 
most  logical  point  of  attack. 

Much  has  been  accomplished  already  in  the 
prevention  of  tuberculosis.  We  know  that  the 
death  rate  from  this  disease  has  very  materially 
decreased  in  the  last  fifty  years.  We  know  that 
the  outlook  for  the  tuberculous  patient  to-day  is 
very  much  better  than  it  was  fifty  years  ago.  We 
now  occupy  vantage  ground  with  knowledge  con¬ 
cerning  this  disease  which  has  accrued  through 
the  past  centuries,  are  able  to  profit  from  the 
mistakes  of  others  and  have  a  public  sentiment 
against  this  disease,  not  ideal,  but  improving  each 
day,  and  with  a  firm  conviction  that,  for  the 
most  part,  we  are  right  and  stronger  than  ever 
before  for  the  continuation  of  the  campaign 
against  tuberculosis. 

It  is  not  my  intention  to  attempt  to  present  any 
new  preventive  measures,  for  we  are  told  that 
there  is  nothing  new  under  the  sun,  but  there  are 
certain  phases  of,  the  tuberculosis  work  which 
have  been  criticised  justly,  and  it  is  time  that  we 
give  heed  to  the  criticisms  and  profit  from  them. 

The  Sanatorium. — In  the  past  much  of  our 
work  has  been  directed  toward  the  care  of  pa¬ 
tients  who  have  been  badly  broken  in  health,  and 
whose  chances  of  recovery  have  been  greatly  re¬ 
duced  because  of  the  extensiveness  of  their  dis- 
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ease.  Seventy-five  per  cent  and  more  of  the  beds 
of  many  of  our  sanatoria  always  are  occupied  by 
patients  in  the  moderately  and  far-advanced 
stages  of  tuberculosis.  Perhaps  it  is  right,  and, 
certainly  from  the  public  health  point  of  view,  it 
is  good  to  get  the  advanced  cases  out  of  the  homes 
and  society  into  sanatoria,  at  least  until  they 
learn  how  to  protect  others  from  their  disease. 
We  must  continue  to  provide  for  the  advanced 
cases  of  tuberculosis  the  very  best  of  care,  for 
some  of  them  are  restored  to  health  sufficiently 
to  enjoy  life  again  and  in  some  instances  resume 
work,  while  the  more  unfortunate  ones  must  be 
made  just  as  comfortable  and  happy  as  it  is  with¬ 
in  our  power  to  make  them.  However,  in  the 
future  we  must  devote  ourselves  more  diligently 
than  in  the  past  to  the  detection  and  care  of  the 
minimal  cases  of  tuberculosis.  In  other  words, 
we  must  put  forth  more  strenuous  efforts  to  pre¬ 
vent  tuberculous  patients  from  developing  ad¬ 
vanced  disease.  This  sounds  easy,  but  it  is  more 
difficult  of  execution  than  we  are  apt  to  think. 
With  only  66,000  sanatorium  beds  in  the  country 
and  an  estimate  of  more  than  a  million  cases  of 
tuberculosis  it  is  obvious  that  we  are  in  need  of 
more  sanatorium  beds.  In  some  parts  of  the 
country  deplorable  conditions  exist.  For  ex¬ 
ample,  one  splendid  sanatorium  superintendent 
stated  that  he  is  unable  to  admit  any  minimal 
cases  as  long  as  there  are  advanced  cases  on  his 
waiting  list.  In  other  words,  if  the  minimal  case 
desires  sanatorium  treatment  in  that  institution 
he  must  wait  until  his  disease  is  advanced,  and 
thereby  he  has  lost  his  best  chances  of  recovery 
and  has  been  a  source  of  infection  to  many 
others.  The  fault  lies,  not  with  the  superin¬ 
tendent,  who  is  doing  his  best,  but  with  the  fact 
that  an  insufficient  number  of  beds  has  been  pro¬ 
vided. 

I  should  like  to  record  a  word  of  discourage¬ 
ment  toward  the  development  of  any  more  sana¬ 
toria  that  are  not  of  the  first  class.  Unfortun¬ 
ately,  there  exist  in  this  country  so-called  sana¬ 
toria  where  the  discipline,  food,  and  medical  and 
nursing  care  are  so  poor  as  to  make  it  quite  im¬ 
possible  for  the  tuberculous  patients  to  improve. 
Considerable  effort  should  be  directed  toward  the 
abolition  of  such  institutions  or  the  conversion 
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of  them  into  decent  institutions  where  patients 
may  not  waste  their  time  and  even  their  very 
lives  but  may  profit  by  every  minute  that  they 
spend  there. 

The  preventorium  and  the  school  for  tubercu¬ 
lous  children  are  among  the  most  hopeful  pre¬ 
ventive  agents  ever  introduced  into  the  tubercu¬ 
losis  campaign.  The  preventorium  should  admit 
adults  and  children  who  have  been  exposed  to 
tuberculosis,  are  malnourished,  or  are  below  par 
in  some  other  respect.  In  other  words,  it  should 
admit  those  persons  in  danger  of  developing  clin¬ 
ical  tuberculosis.  Here  they  should  be  restored 
to  health  in  a  short  time.  A  few  months  spent 
in  such  an  institution  may  prevent  years  of  in¬ 
validism.  I  hope  we  are  not  far  from  the  dav 
when  institutions  may  exist  where  every  mother 
may  spend  a  few  weeks  each  year  in  health  build¬ 
ing.  This  will  be  preventive-disease  work  of  the 
highest  type. 

The  school  for  tuberculous  children  may  do  an 
inestimable  amount  of  good  for  those  whose  tu¬ 
berculous  disease  qualifies  them  for  attendance. 
Not  only  are  the  children  benefited  so  far  as  their 
present  disease  is  concerned,  but  they  are  taught 
the  methods  of  preventing  relapses  and  tuber¬ 
culous  reinfection  in  future  years  of  their  lives. 

In  this  connection  I  cannot  refrain  from  ad¬ 
vocating  that  a  short  course  in  tuberculosis  with 
a  prescribed  text-book  be  required  of  every  school 
child.  Perhaps  a  course  of  this  kind  ofifered  in 
the  grades  and  another  adapted  to  junior  and 
senior  high  school  pupils  would  give  the  desired 
results.  When  the  prohibition  forces  had  intro¬ 
duced  into  certain  text-books  one  or  more  chap¬ 
ters  on  the  harmful  effects  of  alcoholic  beverages 
they  dealt  a  death  blow  to  the  liquor  forces. 
When  the  psychological  moment  arrived  the  little 
boys  and  girls  who  had  been  taught  of  the  harm¬ 
ful  effects  of  alcohol  had  become  grown  Amer¬ 
ican  citizens  with  the  full  right  to  use  the  ballot. 
This  they  did  in  no  uncertain  way,  and  the  blow 
which  they  struck  laid  low  one  of  the  greatest 
enemies  of  the  human  race.  A  similar  program 
in  our  schools  to-day  would  do  much  to  lay  low 
another  great  enemy  of  the  human  race, — tuber¬ 
culosis. 

The  value  of  the  school  for  tuberculous  chil¬ 
dren  needs  no  further  demonstration.  It  is  our 
duty  now  to  insist  that  this  agent  be  introduced 
into  every  large  school  system  in  the  country. 

The  Observation  Hospital. — In  everv  good- 
sized  city  there  is  need  of  a  hospital  for  observa¬ 
tion,  classification,  and  distribution  of  tubercu¬ 
lous  patients.  This  may  be  designated  an  obser¬ 


vation  hospital  or  may  be  likened  to  a  great  clear¬ 
ing  house.  Nothing  in  the  name  should  indicate 
that  it  is  a  hospital  for  the  tuberculous.  The 
institution  may  be  operated  by  a  sanatorium,  but 
should  not  be  on  the  same  grounds.  To  this  in¬ 
stitution  should  be  sent  all  persons  suspected  of 
having  tuberculosis  as  well  as  those  recently 
found  to  have  frank  tuberculosis,  but  the  sus¬ 
pects  must  be  isolated  from  the  frank  cases.  The 
medical  staff'  of  such  an  institution  should  con¬ 
sist  of  physicians  representing  every  specialty  in 
medicine,  and  every  patient  admitted  to  the  in¬ 
stitution  should  be  examined  by  the  various 
specialists  in  an  attempt  to  locate  not  only  tuber¬ 
culous  but  also  non-tuberculous  pathological  con¬ 
ditions. 

After  a  satisfactory  period  of  observation  the 
patients  found  to  be  non-tuberculous  may  be  dis¬ 
charged,  other  conditions  having  been  discovered 
to  account  for  their  symptoms.  Such  patients 
have  not  been  stigmatized  by  being  admitted  to 
a  sanatorium  for  the  tuberculous.  This  group 
may  seem  insignificant,  but  many  persons  have 
been  treated  in  a  tuberculosis  sanatorium  who 
were  not  suffering  from  clinical  tuberculosis. 

The  patients  found  to  be  tuberculous  are  classi¬ 
fied  carefully  as  to  the  extent  of  their  disease, 
and  treatment  is  instituted.  At  the  earliest  pos¬ 
sible  date,  that  is,  as  soon  as  vacancies  occur  they 
are  transferred  to  sanatoria,  the  minimal  cases 
being  recommended  to  those  institutions  equipped 
for  the  treatment  of  such  cases  and  the  advanced 
cases  being  sent  to  institutions  giving  preference 
to  and  offering  the  greatest  advantages  to  them. 

The  tubercidosis  clinic  may  become  a  power¬ 
ful  factor  in  the  prevention  of  tuberculosis,  but 
as  yet  in  many  places  it  has  not  been  organized 
so  as  to  be  free  from  criticism  and  to  accomplish 
its  greatest  good.  Too  often  clinics  are  organ¬ 
ized  without  the  proper  endorsement  of  the  med¬ 
ical  and  nursing  professions.  They  are  operated 
in  such  a  manner  as  to  make  careful  work  im¬ 
possible.  For  example,  a  clinic  was  held  in  a 
country  town  recently  where  90  persons  were 
examined  in  one  day  by  two  physicians.  No 
laboratory  or  .r-ray  facilities  were  available.  It 
is  plainly  obvious  that  such  a  large  number  of 
patients  cannot  be  examined  carefully  by  two 
physicians  in  such  a  short  time.  From  the  entire 
group  of  90  persons  one  case  of  tuberculosis  was 
reported.  It  is  splendid  that  this  case  was  de¬ 
tected,  but  even  the  examiners  must  wonder  how 
many  minimal  cases  of  tuberculosis  they  over¬ 
looked  because  of  lack  of  time  to  make  careful 
examinations.  If  such  minimal  cases  were  told 
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that  they  had  no  tuberculosis  they  were  given 
a  false  sense  of  security  and  may  become  ad¬ 
vanced  before  they  seek  medical  advice  again. 

In  certain  rural  communities  for  a  number  of 
vears  it  may  be  impossible  to  have  complete 
ecjuipment  for  examinations,  yet  with  the  devel¬ 
opment  of  the  portable  .r-ray  and  the  small 
amount  of  laboi'atory  equipment  necessary  we 
can  see  in  the  not  too  distant  future  the  rural 
clinic  fully  equipped  for  nearly  as  good  exam¬ 
inations  as  may  be  bad  anywhere.  Even  now 
evervwhere  we  can  reduce  the  number  of  pa¬ 
tients  per  day  so  that  the  best  possible  work  with 
the  limited  facilities  may  be  accomplished  by  the 
physician. 

In  many  cities  a  sufficient  number  of  well- 
equipped  dispensaries  exist  for  tuberculosis  work. 
Often  they  are  open  only  two  or  three  days  a 
week,  but  as  the  demand  arises  more  time  should 
be  devoted  to  them  rather  than  to  the  develop¬ 
ment  of  new  and  improperly  ecjuipped  clinics. 

Our  aim  should  be  to  extend  the  service  of  and 
to  perfect  clinics  now  in  existence  and  to  estab- 
li.sh  new  complete  ones  only  where  there  is  a 
real  need. 

The  type  of  patient  admitted  to  free  clinics 
is  deserving  of  our  most  careful  consideration. 
Some  have  urged  that  all  persons  apph  ing  re¬ 
gardless  of  their  financial  status  be  admitted. 
Others  believe  that  only  persons  in  moderate 
financial  circumstances  and  the  indigent  should 
be  admitted,  while  still  others  are  of  the  opinion 
that  only  the  indigent  should  be  admitted.  To 
admit  all  persons  applying  or  even  those  in  mod¬ 
erate  circumstances  to  free  clinics  will  have  a 
strong  tendency,  just  as  it  has  had  in  the  past,  to 
decrease  the  interest  of  the  medical  profession  in 
the  tuberculosis  campaign.  Moreover,  persons 
who  are  able  to  pay  moderate  fees  to  private 
physicians  are  rarely  satisfied  with  examinations 
which  cost  them  nothing.  I  have  seen  such  per¬ 
sons  take  the  time  of  physicians  in  free  clinics, 
but  go  directly  from  such  clinics  to  private  phy¬ 
sicians  and  accept  the  diagnosis  and  treatment 
prescribed  by  them  and  ignore  the  advice  of  the 
clinic  workers.  There  is  a  peculiar  psychology 
involved  which  we  must  not  overlook. 

The  Physician. — From  the  house  tops  some 
specialists,  public  health  workers,  and  others 
have  been  shouting  “the  average  doctor  does  not 
know  tuberculosis.”  This  has  done  much  to  de¬ 
crease  the  confidence  of  the  public  in  the  medical 
profession,  to  promote  quackery,  and  to  curb  the 
interest  of  the  members  of  the  medical  profession 
in  tuberculosis.  It  is  unfortunate  that  most  med¬ 


ical  schools  have  failed  to  develop  tuberculosis 
departments,  and  consequently  the  subject  has 
been  poorly  taught  to  the  medical  students  in  the 
past.  Most  physicians  have  secured  the  greater 
part  of  their  information  through  the  reading  of 
medical  journals  and  hooks  and  from  practical 
experience.  While  the  state  of  aftairs  is  bad  I 
am  not  willing  to  admit  that  it  is  as  bad  as  many 
people  have  been  led  to  believe.  Much  false 
propaganda  has  been  used.  When  we  converse 
with  many  sanatorium  patients  we  are  impressed 
with  the  large  number  who  went  to  the  sana¬ 
torium  on  the  advice  of  their  family  physicians. 
It  is  true  that  not  a  few  were  told  that  they  had 
bronchitis,  were  generally  run  down,  etc.,  and 
became  advanced  before  their  cases  were  diag¬ 
nosed.  We  must  not  overlook  the  fact  that  a 
goodly  number  of  patients  are  not  treated  at  all 
or  place  themselves  under  the  care  of  medical 
imitators  who  give  them  a  false  sense  of  security 
until  death  claims  them  or  they  become  discour¬ 
aged  and  seek  medical  advice  only  when  all  hope 
of  recovery  has  vanished.  The  following  case 
illustrates  this  point : 

A  young  woman  of  24  years  noticed  one  au¬ 
tumn  that  her  digestion  was  impaired  and  that 
she  had  lost  considerable  strength.  Her  parents 
had  just  heard  of  some  miraculous  cures  said  to 
be  accomi)lished  by  a  medical  imitator  in  the  same 
community,  yet  no  one  could  be  found  who  had 
ever  seen  one  of  the  alleged  cured  patients.  Be¬ 
ing  willing  to  accept  the  rumor  the  father  bought 
a  ticket  of  the  imitator  and  started  his  daughter 
on  three  treatments  a  week.  When  the  ticket 
was  completely  punched  the  family  was  induced 
to  buy  another  and  so  on  until  some  $200  had 
slipped  from,  the  purse.  By  this  time  the  father’s 
suspicions  were  aroused  as,  his  daughter  had 
grown  worse  in  no  uncertain  way.  He  called 
in  their  family  physician  of  former  years  who 
immediately  diagnosed  advanced  tuberculosis. 
This  physician  in  turn  asked  for  a  tuberculosis 
consultant  who  confirmed  the  diagnosis  of  ad¬ 
vanced  tuberculosis  of  the  lungs  in  addition  to 
intestinal  tuberculosis  of  long  standing.  Her 
condition  was  far  beyond  any  possible  hope  of 
recovery. 

Some  persons,  perhaps  because  of  overwhelm¬ 
ing  doses  of  tubercle  bacilli,  have  had  advanced 
disease  from  the  very  time  they  had  their  first 
warning  of  not  being  perfectly  well.  The  fol¬ 
lowing  case  serves  to  illustrate  this  point : 

A  young  woman  with  two  small  children,  doing 
all  of  her  housework  and  busily  engaged  in  so¬ 
cial  activities,  stated  that  she  had  never  felt  bet- 
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ter  in  her  life.  Without  a  minute’s  warning  she 
began  to  have  hemorrhages  from  the  lungs.  The 
family  physician  found  extensive  disease  of  the 
upi^er  half  of  the  right  lung,  and  within  six  weeks 
the  ])atient  was  found  to  have  tuberculosis  of  the 
kidneys.  Eor  such  cases  becoming  advanced  the 
family  physician  must  not  be  blamed. 

Granting  that  many  ])hysicians  have  not  been 
interested  in  tuberculosis  and  are  not  ex|)ert  in 
the  diagnosis  and  treatment  of  this  disease  they 
represent  a  group  so  fundamentally  trained  in  the 
science  of  disease  that  their  potentialities  must 
not  be  overlooked  by  those  who  wish  to  prevent 
tuberculosis.  No  other  group  can  ever  take  their 
place  in  this  campaign.  The  (juacks  and  medical 
imitators  spring  up  over  night,  but  wither  with 
the  early  rays  of  light.  History  has  demon¬ 
strated  over  and  over  again  that  this  is  the  fate 
of  all  who  use  methods  not  founded  upon  the 
rock  or  by  any  means  attem])t  to  defraud  the 
peo])le. 

Your  organization  can  do  much  to  improve  the 
medical  situation  which  now  exists  in  the  state 
of  Minnesota  by  encouraging  the  short  course  in 
tuberculosis  for  the  general  i)ractitioners  which 
is  nowt  being  organized  at  the  LTniversity  of 
Minnesota.  In  this  course  an  attempt  will  be 
made,  not  to  make  specialists,  but  to  stimulate 
interest  in  early  diagnosis  and  the  prevention  of 
tuberculosis. 

Some  of  our  present  methods  are  discouraging 
specialization'  in  tuberculosis.  Recently  in  tbe 
Graduate  School  of  the  University  of  Minnesota 
we  organized  one,  two,  and  three  year  courses 
for  physicians  who  desire  to  specialize  in  tuber¬ 
culosis.  In  talking  with  candidates  for  these 
courses  we  find  that  many  of  them  .hesitate  and 
even  turn  to  other  fields  because  tuberculosis 
does  not  present  a  good  future  for  the  specialist. 
Not  least  among  the  arguments  which  they  pre¬ 
sent  is  the  idea  that  the  social  and  public  health 
agencies  everywhere  are  arranging  for  free  ex¬ 
aminations  of  all  people  regardless  of  financial 
status.  Moreover  they  state  that  as  soon  as  the 
diagnosis  is  made  some  other  agency  appears  to 
offer  almost  or  cpiite  free  medical  care.  Of 
course  this  is  exaggerated,  nevertheless  such 
ideas  are  extant.  If  in  any  way  we  are  dis¬ 
couraging  specialization  in  tuberculosis  to  the  ex¬ 
tent  that  the  field  is  not  attractive  to  the  best 
minds  desiring  to  specialize  in  some  phase  of 
medicine  we  are  defeating  our  own  ends.  For 
just  as  in  the  past  when  Bremer,  Detweiler, 
Koch,  Trudeau,  and  many  others,  besides  being 
engaged  in  private  practice,  did  so  much  to  ad¬ 


vance  our  knowledge  and  thereby  j^revent  tuber¬ 
culosis  so  in  the  future  we  must  have  the  ser¬ 
vices  of  strong  minds  of  physicians  devoting 
most  of  their  time  to  this  disease. 

We  have  discussed  a  method  by  which  more 
])hysicians  now  in  practice  may  be  enlisted  in  the 
tuberculosis  campaign,  but  what  are  we  to  do 
about  the  ])hysician.s  of  future  generations?  To 
this  cptestion  there  can  be  but  one  logical  answer, 
which  is  that  the  teaching  of  tuberculosis  in  our 
medical  schools  he  brought  to  the  same  high  plane 
as  has  been  attained  in  other  phases  of  medicine, 
such  as  surgery,  pediatrics,  and  obstetrics.  Such 
organizations  as  yours  know  the  needs  of  physi¬ 
cians  trained  in  tuberculosis.  If  you  will  point 
out  this  demand  to  medical  schools  your  efforts 
will  be  rewarded  to  some  degree  by  improved 
facilities  for  teaching  tuberculosis  and  thereby 
you  will  do  much  to  prevent  this  disease  in  the 
future. 

The  Public  Health  Nurse. — The  importance  of 
the  public  health  nurse  in  the  tuberculosis  cam¬ 
paign  a])parently  has  not  been  generally  appreci¬ 
ated  for  such  nurses  have  not  been  supplied  in 
sufficient  numbers.  I  am  convinced  that  not  less 
than  70  per  cent  of  tuberculosis  work  should  be 
done  by  public  health  nurses  especially  trained  in 
tuberculosis.  It  is  they  who  should  be  endowed 
with  authority  to  act  as  co-ordinators.  They  be¬ 
come  well  acquainted  with  the  home,  social  and 
financial  conditions  of  each  patient  and  finally 
so  gain  the  confidence  of  all  concerned  with  the 
patient  that  they  wield  a  tremendous  influence 
in  the  prevention  of  tuberculosis. 

At  present  our  eft'orts  must  be  directed  toward 
a  greater  utilization  of  the  centers  where  public 
health  nurses  may  be  especially  trained  in  tuber¬ 
culosis,  toward  convincing  nurses  that  great  op¬ 
portunities  for  service  await  them  in  this  field, 
and  toward  convincing  health  organizations  that 
many  more  public  health  nurses  are  needed  to 
effectively  carry  out  the  campaign. 

Publicity  and  Public  Health  Instruction.— 
Through  all  the  past  ages  it  has  been  education 
that  has  brought  people  from  darkness  to  light 
and  from  sorrow  to  happiness.  This  never  fail¬ 
ing  factor — education — has  done  much  to  pre¬ 
vent  tuberculosis,  but  it  has  not  been  utilized  to 
its  f  illest  extent.  Education  must  be  the  watch¬ 
word  for  every  tuberculosis  worker.  There  must 
be  more  education  for  physicians,  nurses,  and 
the  general  public.  With  the  great  public  press, 
free  speech,  free  grade  and  high  schools,  col¬ 
leges,  and  universities,  with  that  wonderful  agent 
for  making  lasting  mental  impressions, — the  mo- 
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tion  picture  film, — and  with  that  splendid  instru¬ 
ment  by  means  of  which  we  may  now  dissem¬ 
inate  knowledge  to  the  uttermost  parts  of  the 
earth, — the  radio, — never  in  the  history  of  the 
world  has  there  been  such  an  advantageous  time 


to  educate  the  people.  Most  of  what  has  been 
done  in  the  past  is  good,  but  we  need  to  catch 
the  vision  of  much  greater  accomplishments  in 
the  future  even  remembering  that  “where  there 
is  no  vision  the  people  perish.” 


ON  THE  PATHOGENESIS  OF  EPILEPSY 

By  Aldo  Massaglia,  M.D. 

Professor  of  Pathology,  State  University  of  Mississippi 
UNIVERSITY,  MISSISSIPPI 


Our  readers  will  remember,  we  are  sure,  several 
interesting  and  valuable  papers  contributed  to  our 
columns  by  Dr.  Massaglia  while  he  was  connected 
with  the  Medical  Department  of  the  University  of 
Xorth  Dakota. — The  Editor. 

Epilepsy  (Gr.  seizure)  was  already  known  and 
described  in  its  more  important  clinical  symp¬ 
toms  by  Hippocrates  as  a  disease  characterized 
by  fits  or  attacks  in  which  there  is  loss  of  con¬ 
sciousness,  with  a  series  of  tonic  or  clonic  con¬ 
vulsions.  Since  that  time  clinicians  have  been 
able  to  distinguish  many  forms  of  epilepsy  which 
differ  more  or  less  in  their  manifestations  from 
the  typical,  so-called  true  or  idiopathic  epilepsy, 
but  all  efforts  to  establish  their  pathogeneses 
have  been  almost  completely  unsuccessful.  In¬ 
deed,  although  in  some  cases  of  epilepsy  we  find 
lesions  in  the  brain  varying  from  degenerative 
processes  of  the  nervous  tissue  to  its  destruction 
and  replacement  with  neuroglia,  in  many  cases 
“careful  macroscopic,  as  well  as  microscopic,  ex¬ 
amination  of  the  brains  reveals  nothing  of  un¬ 
usual  appearance.”  (Delafield  and  Prudden^). 
We  now  know  only  that  there  exists  a  form  of 
epilepsy,  the  Jacksonian  or  cortical  epilepsy, 
marked  by  localized  spasm,  and  limited  mainly 
to  one  side  and  often  to  one  group  of  muscles, 
consciousness  not  being  lost,  which  has  for  a 
pathological  substratum  a  lesion  of  some  part  of 
the  cortex  of  the  brain  corresponding  to  those 
parts  which  give  innervation  to  the  muscles  pass¬ 
ing  into  spasm.  Rut  even  in  the  Jacksonian  form 
of  epilepsy  the  occasional  factor  which  deter¬ 
mines  the  attack  is  not  known. 

Experimental  research  performed  by  means  of 
faradization  or  by  the  destruction  of  a  part  of  Jhe 
nervous  system  has  shown  that  there  exist  in  the 
cortex  of  the  brain  epileptogenous'  areas  (motor 
and  sensory)  which,  when  they  are  in  a  condi¬ 
tion  of  hyperexcitability  (individual  predisposi¬ 
tion  or  some  intentionally  determined  irritation 
of  the  cortex),  upon  receiving  some  definite 
stimulus,  cause  an  epileptic  attack.  From  these 


data  Luciani-  formulated  his  theory  on  epilepsy, 
both  of  the  Jacksonian  and  idiopathic  forms. 

According  to  Luciani  the  motor  and  sensorv 
zones  of  the  cortex  represent  the  center  (organo 
centrale)  of  epileptic  convulsions.  When  the 
zone  is  in  a  condition  of  hyperexcitability,  any 
morbid  excitement,  either  direct  or  indirect,  upon 
reaching  it,  causes  the  epileptic  seizure.  This 
theory  also  explains  the  phenomenon  of  the  so- 
called  aura  which  precedes  the  epileptic  attack. 

But  the  theory  of  Luciani,  the  only  theory 
which  throws  any  light  on  the  phenomenon  of 
epilepsy,  does  not  explain  what  morbid  condition 
creates  a  permanent  or  apparently  permanent 
state  of  hyperexcitability  in  the  cortex  in  cases 
of  the  idiopathic  forms,  nor  does  it  show 
the  factors  which,  by  acting  upon  the  cortex, 
determine  the  idiopathic  and  Jacksonian  forms. 

Only  the  latent  parathyroid  hypofunction  with 
its  consequences,  as  first  demonstrated  by  Mas- 
saglia,'"^  establishes  in  the  organism  a  morbid 
condition  comparable  to  that  of  idiopathic  epil¬ 
epsy.  In  both  of  these  morbid  conditions,  as  is 
known,  a  patient  in  apparently  good  health  may 
suddenly  become  struck  with  the  attack  (tetanic 
or  epileptic)  ;  but  our  knowledge  of  them  differs 
in  this  respect :  in  the  case  of  parathyroid  hypo- 
function  we  know  the  factor  (parathyroid  hypo- 
function)  which  predisposes  the  individual  to 
the  tetanic  attack,  and  the  cause  which  deter¬ 
mines  it  (waste  products  of  pregnancy,  lactation, 
muscular  fatigue,  intestinal  toxic  products), 
while  in  that  of  idiopathic  epileptic  attacks  we 
do  not  know  what  predisposes  the  patient  to  the 
attack,  nor  the  determining  cause  of  it. 

Starting  from  the  fact,  then,  that  the  latent 
hypofunction  of  the  parathyroids  creates  a  con¬ 
dition  which  favors  the  onset  of  convulsions,  and 
from  the  fact  that  in  some  forms  of  epilepsy  it 
has  been  demonstrated  that  the  attack  is  pre¬ 
ceded  by  a  marked  lowering  of  the  blood-sugar 
content,  which,  as  Dr.  Walter  Timnie^  of  New 
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York,  states,  may  be  relieved  by  the  subminis¬ 
tration  of  glucose,  I  performed  the  following 
research  on  the  pathogenesis  of  epilepsy : 

In  four  normal  dogs  I  established  a  latent 
hypofunction  of  the  parathyroids  by  means  of 
the  removal  of  the  two  external  parathyroids 
and  only  one  of  the  two  internal  parathyroids. 
To  accomplish  this  in  some  animals,  the  latter 
glands  not  being  easily  detectable,  it  was  nec¬ 
essary  to  remove  one  of  the  two  thyroid  lobes. 
To  lower  the  sugar  content  in  the  animals,  as 
may  happen  as  a  result  of  a  hypersecretion  of 
the  Langerhans’  islands,  in  order  to  create  the 
determining  cause;  of  the  convulsive  attack  in 
an  animal  already  predisposed  to  it,  I  injected 
strong  doses  of  insulin  (0.5  c.c.  of  U-20  insulin 
per  kilogram  of  animal  weight,  inoculated  sub¬ 
cutaneously).  The  injections  of  insulin  were 
made  after  a  lapse  of  time  varying  from  fifteen 
to,  thirty  days  after  the  operation  for  partial 
parathyroidectomy,  in  order  to  permit  the  com¬ 
plete  recovery  of  the  wound,  and  to  he  sure  that 
no  disturbing  symptoms  resulted  from  the  even¬ 
tual  parathyroid  hypofunction,  in  other  words, 
to  he  certain  that  the  animals  were  only  in  a 
state  of  latent  parathyroid  hypofunction.  In 
order  to  lower  the  amount  of  sugar  in  the  bodies 
of  the  animals,  they  were  kept  fasting  for  five 
days  prior  to  the  inoculation  of  insulin.  Four 
normal  dogs,  used  as  controls,  received  corres- 
])onding  amounts  of  insulin,  proportionate  to 
their  weights,  as  did  the  operated  ones. 

The  injection  of  insulin  caused  no  symptoms 
in  the  control  animals,  but  the  animals  in  a  state 
of  latent  parathyroid  insufficiency,  about  four  to 
eight  hours  after  the  injection,  suffered  variable 
disturbances  as  a  result  of  the  inoculation.  In 
one  animal  it  caused  a  strong  convulsive  attack 
similar  to  that  which  characterizes  the  idiopathic 
epileptic  attack  in  man.  This  attack  was  so 
strong  that  it  killed  the  animal.  In  two  other 
dogs  the  attack  was  limited  to  clonic  tetanic  con¬ 
vulsions,  especially  of  the  posterior  legs,  but  the 
animals  retained  their  normal  consciousness,  as 
usually  happens  in  cases  of  Jacksonian  epilepsy. 
In  the  fourth  animal  practically  no  symptoms 
resulted;  this  may  be  attributed  to  the  supposi¬ 
tion  that,  in  all  probability,  supernumerary  para¬ 
thyroids  were  present  which  were  able,  with  the 


aid  of  the  secretion  of  the  one  internal  para¬ 
thyroid  remaining,  to  maintain  normal  the  para¬ 
thyroid  function. 

Although  this  study  has  only  been  begun,  and 
will  be  continued,  I  believe  that,  having  already 
obtained  some  important  results,  it  is  worthy 
of  being  communicated  as  a  preliminary  note. 

From  the  results  mentioned  above,  I  have  con¬ 
cluded  that  the  low'ering  of  the  blood-sugar 
content  by  means  of  the  inoculation  of  insulin 
in  those  animals  which  were  in  a  state  of  latent 
parathyroid  hypofunction,  caused  a  tetanic  at¬ 
tack,  while  in  the  control  animals  which  received 
proportionate  amounts  of  insulin,  no  morbid 
symptoms  were  noted.  This  fact  shows  that 
there  exists  an  indirect  functional  correlation 
between  the  parathyroids  and  the  Langerhans- 
islands  of  the  pancreas.  This  correlation  was 
previously  demonstrated  by  Massaglia*^  in  a  dif¬ 
ferent  way  by  means  of  experimentation. 

The  experiments  herein  reported  determined 
in  the  animals  a  morbid  condition  which  may  be 
compared  with,  if  not  considered  equal  to,  some 
forms  of  epilepsy.  The  results  lead  to  the  sup¬ 
position  that  some  forms  of  the  disease  (epil¬ 
epsy)  may  be  caused  by  a  hypofunction  of  the 
parathyroid  glands,  which  create  the  predisposi¬ 
tion  to  the  convulsive  attack,  accompanied  by  a 
hypersecretion  of  the  islands  of  Langerhans 
which  lowers  the  blood-sugar  content. 

It  seems  advisable,  then,  in  cases  of  idiopathic 
epilepsy,  to  try  using  a  treatment  based  upon  the 
administration  of  parathyroidin  and  sugar, — a 
treatment  which  will  probably  induce  a  cure. 
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WATER  POLUTION  AND  WATER 
PURIFICATION 

The  time  has  evidently  come  when  more  atten¬ 
tion  should  be  paid  to  water  supplies  of  cities, 
towns,  and  villages,  and  particularly  now  that  the 
camping  season  is  open  and  tourists  from  all  over 
the  country  are  passing  through  Minnesota,  North 
and  South  Dakota,  and  other  states,  sometimes 
leaving  behind  them  diseases  of  which  they  are 
the  common  carriers.  It  is  sometimes  a  source 
of  wonderment  that  so  few  tourists  and  travelers 
are  ecjuipped  with  some  simple  agent  that  will 
prevent  them  from  contracting  disease  and  in¬ 
cidentally  from  transmitting  disease.  People  are 
advised  when  traveling  to  carry  a  certain  amount 
of  water  to  which  is  added  some  ingredient  that 
will  make  the  water  perfectly  safe,  and  the  only 
ingredient  that  we  have  been  able  to  demonstrate 
thus  far  is  a  preparation  of  iodine,  the  common 
tincture  of  iodine,  one  or  two  drops  of  which  is 
added  to  a  thermos  bottle  and  which  is  sufficient 
to  prevent  any  deterioration  or  infection  getting 
into  the  water.  The  ordinary  thermos  bottle  of 
large  size  can  carry  two  drops  of  iodine  without 
interference  in  any  way  with  the  drinking  qual¬ 
ities  of  the  water.  This  same  preparation  may 
be  added  to  the  water  supplies  of  towns  and  vil¬ 
lages  connected  with  a  known  polluted  stream ; 
or  a  stream  which  is  in  a  polluted  area,  and  likely 
to  be  polluted  by  travelers,  should  have  the  same 


treatment  except  in  larger  quantities.  The  iodine, 
or  sodium  iodide,  in  a  filtration  basin  or  pool  will 
take  care  of  an  immense  quantity  of  water. 

In  the  large  cities  where  the  water  supply  is 
under  more  or  less  control  for  the  municipality 
the  filtration  methods  are  usually  sufficient  to 
keep  the  water  pure,  particularly  when  it  is  ex¬ 
amined  chemically  daily.  Aside  from  that,  how¬ 
ever,  there  are  other  things  to  be  considered. 
The  water  supply  may  be  deficient  in  iodine  salts. 
The  Health  Commissioner  of  Minneapolis  has 
made  a  proposal  that  a  certain  amount  of  sodium 
iodide  should  be  added  to  the  filtration  basins  in 
the  city  so  that  the  water  will  contain  the  normal 
amount  of  iodine  needed  by  the  human  system. 
The  amount  necessary  to  be  added  would  be  so 
small  that  the  most  fastidious  user  of  water 
would  not  taste  it.  This  matter,  of  course,  will 
have  to  come  up  before  the  Council ;  and  they, 
not  knowing  very  much  about  these  things,  will 
naturally  apply  to  chemists  and  physicians  and 
medical  men  generally  for  advice. 

The  agitation  for  the  addition  of  sodium  iodide 
to  the  water  supply  is  based  largely  upon  the  con¬ 
viction  that  much  goiter  could  be  prevented  by 
iodizing  the  city  water.  Whether  the  number  of 
cases  of  goiter  in  the  city  is  small  or  large  is  im¬ 
material,  and  the  placing  of  iodized  water  at  the 
command  of  water  users  will  doubtless  prevent, 
in  many  cases,  the  development  of  goiter  or  at 
least  will  produce  in  the  individual  the  necessary 
quantity  of  iodine.  It  has  been  proved  many 
times  that  the  lack  of  iodine  in  water  has  pro¬ 
duced  goiter.  Rats  have  been  given  water  with 
and  without  iodine,  and  those  that  have  the 
iodized  water  to  take  do  not  develop  goiters ;  the 
others  are  quite  apt  to  do  so.  The  same  experi¬ 
ments  have  been  carried  out  in  the  food  supply, 
the  regulation  of  which  has  something  to  do  with 
the  production  of  goiter,  because  it  either  con¬ 
tains  or  does  not  contain  a  proper  solution  in 
which  a  normal  amount  of  iodine  is  present. 

Typhoid  fever  has  been  nearly  eliminated  from 
cities  where  the  water  supply  has  been  controlled, 
and  filtration  and  purification  plants  have  been 
installed.  But  if,  in  addition  to  this,  iodine  were 
placed  in  the  water  it  will  probably  do  as  much 
for  the  control  of  other  diseases  which  are  more 
or  less  prevalent  and  particularly  so  where  the 
water  supply  is  not  under  control.  We  were  told 
some  time  ago  of  the  experiments  conducted  in 
India  along  a  stream  of  water.  At  the  upper  end 
were  stationed  fifteen  soldiers ;  there  the  water 
supply  was  taken  from  its  source.  At  the  further 
end  the  stream  passed  through  a  village,  where 
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fifteen  other  soldiers  were  located  who  drank  the 
water  with  only  an  attempt  at  filtration  through 
cheesecloth.  None  of  the  soldiers  stationed  at 
the  upper  end  of  the  stream  develoi)ed  goiter ; 
all  of  the  men  at  the  lower  end  of  the  stream  had 
goiter,  because  of  the  polluted  water — and  they 
were  relieved  of  their  disability  when  removed 
to  a  clear  water  supply,  when  they  in  turn  were 
supplied  with  the  proper  amount  of  iodine. 

The  Health  Commissioner  of  Minneapolis  is  to 
be  congratulated  on  his  attempt  to  start  some¬ 
thing  that  will  be  of  great  value  to  the  commu¬ 
nity,  and  a  great  example  to  other  communities. 

’’WHAT’LL  WE  DO?” 

Recently  a  topical  song  has  been  running 
through  the  theaters,  apparently  much  to  the  de¬ 
light  of  the  audience,  entitled,  “What’ll  We  Do?” 
Of  all  the  insipid,  uninteresting,  silly  endeavors 
to  sing  something  into  the  heart  of  the  people, 
this  is  the  flatest ;  but  it  evidently  shows  the  trend 
of  the  public  mind  when  an  audience  will  sit  ab¬ 
sorbed  and  listen  to  a  song  with  so  much  vapidity, 
one  which  can  be  compared  only  to  a  placebo  in 
medicine.  The  title  of  this  song,  however,  was 
suggested  to  the  writer  when  he  was  thinking 
about  the  political  situation  of  the  present  day. 
Within  a  month  three  political  organizations,  and 
innumerable  smaller  satellites,  have  conducted 
what  they  presumed  to  believe  was  for  the 
benefit  of  the  country.  In  spite  of  the  fact 
that  the  first  Republican  Convention  at  Cleve¬ 
land,  went  off  in  a  dignified  and  seemingly  har¬ 
monious  manner,  lasting  four  days  and  resulting 
in  the  nomination  of  the  only  possible  candidate 
for  the  Republican  presidency,  the  convention 
has  been  criticized  and  ridiculed  by  the  press 
as  a  machine-made  convention.  But  after  hear¬ 
ing  of  the  so-called  Democratic  Convention,  and 
the  meeting  of  a  convention  in  which  Mr.  La- 
Follette  sent,  by  messenger,  a  platform  which 
was  endorsed  and  adopted  by  the  Convention, 
even  before  they  really  knew  what  was  going  on, 
LaFollette  had  been  endorsed  by  them  as  their 
presidential  candidate,  and  was  given  an  oppor¬ 
tunity  to  choose  his  own  candidate  for  the  vice¬ 
presidency — the  title  ought  to  apply,  “What’ll  We 
Do?” 

The  Democrats  in  New  York  spent  more  than 
two  weeks,  ten  days  of  which  in  a  strict  dead¬ 
lock.  And  if  the  performances  in  New  York 
are  to  be  believed,  as  well  as  the  newspaper  re¬ 
ports  of  what  occurred,  certainly  the  politicians 
of  to-day  have  gone  raving  mad !  They  claim 


to  voice  the  sentiments  of  the  people,  but  to  the 
mind  of  the  interested  observer  they  seem  to 
limit  that  voice  to  a  very  few,  and  to  those  who, 
through  hook  or  crook,  hold  political  aspirations. 
Tn  spite  of  all  that  has  been  said,  the  Republican 
Convention  was  conducted  in  a  gentlemanly, 
openhanded  way,  and  without  the  rule  of  the 
usual  political  boss.  The  Democratic  Convention 
was  evidently  an  effort  to  control  by  a  few  who 
had  been  accustomed  to  doling  out  for  public 
consumption  their  own  qualifications  as  candi¬ 
dates.  Fortunately,  before  all  of  this  raving,  ex¬ 
cited,  turbulent,  and  deluded  set  of  delegates  had 
been  confined  in  a  madhouse  the  deadlock  broke, 
and  the  Democratic  nominee  in  the  person  of 
John  W.  Davis  was  made  possible.  Perhaps  this 
nomination  will  save  the  Democratic  party,  as 
Mr.  Davis  is  rated  as  high-class  and  of  suitable 
attainments  and  would  make  good  presidential 
timber,  in  spite  of  the  fact  that  he  is  a  lawyer 
and  that  his  firm  are  attorneys  for  the  J.  P.  Mor¬ 
gan  interests,  as  well  as  for  many  other  moneyed 
interests.  Perhaps  for  that  reason  he  will  be  op¬ 
posed  by  a  number  of  malcontents  who  think  that 
Wall  Street  is  running  the  country.  This  other 
party,  not'  a  third  party,  but  another  party  in 
formation,  composed  of  radicals,  some  farm- 
labor  delegates,  and  other  labor  delegates,  to¬ 
gether  with  communists  and  socialists  who  are 
dictated  to  wholly  and  solely  by  the  Wisconsin 
senator,  may  prove  to  be  a  large  stumbling-block, 
attracting  votes  from  both  the  Republican  and 
Democratic  parties,  and  may  eventually  solve  the 
problem  of  what  is  to  be  done  when  a  mixed 
group  of  political  delegates  are  held  in  the  hollow 
of  one  man’s  hand.  It  must  be  either  rule  or 
ruin,  and  unless  this  madness  becomes  epidemic 
none  of  us  will  know  quite  what  to  do.  There 
will  be  all  sorts  of  logic,  illogic,  and  hysteria  dis¬ 
played  in  the  coming  campaign,  and  all  of  the 
principal  issues  will  be  constantly  befogged  by 
so-called  arguments,  invectives,  abuse  of  oppos¬ 
ing  parties,  and  general  dissatisfaction.  Ikit  if  in 
the  goodness  of  time  the  country  becomes  pros- 
])erous  and  the  harvest  should  be  sufficient  and 
generous,  a  lot  of  our  political  madmen  will  sober 
down  and  will  gradually  become  quiet  and  ap- 
])roximately  reach  a  normal  plane  in  their  ex¬ 
istence  ;  and  a  number  of  them  will  go  down  the 
})lane  in  a  sort  of  depression  over  the  whole 
political  situation. 

The  classification  of  this  form  of  insanity  is 
very  difficult,  and  the  most  expansive  term  that 
may  be  used  is  that  of  manic  depressive  insanity, 
for  that  title  includes  innumerable  opportunities 
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for  the  up-goers  and  the  down-sliders,  from  the 
wildly  excited  to  the  unfortunately  depressed, 
with  rare  periods  of  normal  or  even  approaching 
the  normal  mental  equilibrium.  Consequently, 
we  shall  all  be  singing  the  same  song,  and  won¬ 
dering  what  we’ll  do !  The  one  thing  to  do  is  to 
vote  with  whatever  party  or  policy  one  adopts ; 
but  to  vote  is  the  solution  of  the  whole  situation. 
And  if  we’ve  got  to  become  a  territory  of  crazy 
people,  let  it  come;  then  let  us  rest  and  recover. 
But  if  we  are  bound  to  do  the  right  thing  by  our 
votes,  perhaps  the  better  sense,  the  common  sense 
of  the  people,  will  dominate.  Until  then  we  will 
hum  softly  the  refrain,  “What’ll  We  Do?” 

SOCIAL  PROBLEMS  IN  MEDICINE 

The  medical  fraternity  is  confronted  with  a 
senous  situation, — the  social  problem  in  medi¬ 
cine.  And  those  who  have  read  Dr.  William 
Allen  Pusey’s  address,  as  president  of  the  Amer¬ 
ican  Medical  Association,  will  understand  what 
the  social  revolution  in  medicine  may  mean.  At 
the  present  time  the  medical  profession  is  as¬ 
sailed  on  all  sides  by  all  sorts  of  theories  and 
theorists  which  include  all  manner  of  cults  and 
all  manner  of  social  organizations  and  agencies 
which  are  dipping  into  strictly  medical  problems. 
As  Dr.  Pusey  said,  if  medicine  is  to  escape  seri¬ 
ous  and  damaging  mistakes,  it  must  consider 
these  problems  with  deliberation,  ambition,  and 
wisdom.  “This  government  of  ours,”  said  the 
president,  “was  organized  in  a  spirit  of  individ¬ 
ualism  ;  given  equal  opportunity,  men  were  ex¬ 
pected  to  work  out  their  own  lives  through  in¬ 
dustry,  intelligence,  and  character.  Competition 
was  allowed  to  exercise  its  wholesome  influence 
in  stimulating  men  in  their  worldly  efforts.  It  was 
the  evidence,  unconsciously,  of  the  law  of  the  sur¬ 
vival  of  the  fittest,  long  before  Darwin  had  formu¬ 
lated  that  concrete  conception  and  given  it  a  name. 
Unconsciously  the  social  trend  has  been  contin¬ 
uously  away  from  this  spirit,  and  it  must  be  so 
as  the  world  progresses.  But  we  are  approaching 
wider,  deeper,  and  more  dangerous  doctrines  un¬ 
less  the  medical  profession  proves  its  fitness  to 
cope  with  the  situation.  And  unless  the  trend 
of  matters'  which  are  strictly  medical  are  held 
in  leash  by  medical  men,  we  may  become  a  so- 
cialistically  inclined  profession,  and  suffer  from 
the  paternalistic  regime  whicli,  hangs  over  our 
head  constantly.”  Wiggam,  the  biologist,  has  re¬ 
ferred,  to  this.  Samuel  Butler  called  attention, 
seventy-five  years  ago,  to  the  fact  that  the  world 
must  be  brought  down  to  essentials  and  funda¬ 


mentals,  and  must  consider  medicine  and  its  fol¬ 
lowers,  the  public  and  its  believers  and  its  un¬ 
believers,  from  a  biological  and  hereditary  point 
of  view. 

All  of  this  tittle-tattle,  all  of  the  uplift  and 
much  of  the  care  of  the  unfit,  the  social  wan¬ 
derer,  is  undermining  the  foundation  of  medicine. 
Too  much  of  the  responsibility  concerning  the 
sick  is  left  to  lay  people,,  who  often  acquire  a  lay 
theory  which  they  attempt  to  put  into  practice. 
Of  course,  all  this  means  that  eventually  the 
people  must  be  better  educated,  but  it  means 
much  more,  that  the  people  should  inherit  a  bet¬ 
ter  constitution,  both  mental  and  physical.  Then 
education  may  produce  results.  But  if  the  strug¬ 
gling  and  straggling  parade  goes  on  without  a 
leader,  without  a  common-sense  doctrine,  it  is 
going  to  break  itself  against  the  inevitable  stone 
wall  which  has  been  erected  for  centuries.  The 
present-day  eugenist  is  seeking  to  eliminate  here¬ 
ditary  disease,  but  it  is  going  to  take  centuries 
to  make  the  people  understand.  And  all  of  the 
teaching  that  we  as  medical  students  receive  on 
problems  of  heredity,  the  problems  of  breeding, 
of  natural  selection,  and  the  normal  educational 
efforts  to  build  up  the  child’s  mind,  is  going  to 
cover  a  long  period.  Medical  men  must  get  into 
line  to  educate  the  people  in  at  least  a  few  things, 
— the  necessity  of  right  living,  the  essential  need 
of  the  recognition  of  disease  in  order  to  overcome 
the  medical  frauds  and  the  fanaticism  which  has 
well-nigh  swamped  us. 

The  American  Medical  Association  has  done  a 
tremendous  amount  of  good  in  educating  the  doc¬ 
tor,  and  he  in  turn  has  done  what  he  could  to 
educate  the  people.  Fortunately,  there  is  less 
patent  medicine  used  than  in  former  years.  There 
has  been  more  opportunity  for  medical  research 
in  spite  of  the  opposing  factors.  We  are  in  the 
midst,  too,  of  a  vague,  uncertain,  seductive  semi¬ 
medical  era.  There  are  all  sorts  of  people  run¬ 
ning  through  the  country  opposing  vivisection 
and  vaccination,  but,  fortunately  for  us,  these 
people  belong  to  the  fclass  of  the  unfit,  and  they 
will  soon  eliminate  themselves. 

Dr.  Pusey  thinks  that  the  greatest  problem  of 
all,  and  one  of  the  greatest  responsibilities  of 
medicine,  is  to  know  how  to  treat  men  that  are 
sick  and  injured  rather  than  boost  so  much  pre¬ 
ventive  medicine  and  the  new  social  responsibil¬ 
ities,  that  these  two  last-mentioned  should  not  be 
neglected,  but  the  first  one  should  be  strongly 
emphasized.  Every  physician  should  seek  to  take 
a  personal  interest  in  the  sick ;  and,  with  our 
knowledge  of  the  terrific  and  deadly  effect  of  in- 
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fectious  diseases,  none  of  the  minor  illnesses 
should  be  treated  lightly,  but  should  be  investi¬ 
gated  thoroughly  and  carefully.  A  recent  and 
unfortunate  incident  shows  how  a  little  thing 
may  take  a  human  life,  in  the  case  of  the  Presi¬ 
dent’s  son.  These  are  the  conditions  in  which 
the  doctor  is  sometimes  absolutely  helpless,  in 
spite  of  all  the  advances  made  in  medicine,  and 
doubtless  therej  have  been  innumerable  sugges¬ 
tions  and  remedies  offered  for  the  cure  of  such 
things  with  the  same  end-result, — death.  When 
we  understand  better  the  work  of  infection,  and 
some  day  arrive  at  the  end  of  the  problem  which 
suggests  a  cure,  then  the  old-fashioned  and  home¬ 
ly  way  of  taking  care  of  the  sick  will  again  pre¬ 
dominate. 


MISCELLANY 


CONSERVATION  OF  VISION— COMMITTEE 
REPORT* 

As  chairman  of  your  Committee  on  Conservation 
of  Vision  I  have  the  honor  of  making  the  following 
report; 

Our  aetivities  during  the  past  year  have  been 
largely  in  the  same  direction  as  those  of  previous 
years.  Lectures  have  been  given  at  a  number  of 
schools  and  colleges  and  to  groups  of  nurses  and 
other  organizations  who  might  be  interested  in 
bringing  forward  the  importance  of  saving  eyesight. 
Included  in  the  number  of  the  colleges  addressed 
are  the  South  Dakota  State  College,  at  Brookings, 
the  State  University,  at  Vermilion,  and  Dakota 
Wesleyan,  at  Mitchell.  As  a  side  issue  of  the  work 
I  gave  a  series  of  lectures  on  Hygiene  at  Sioux  Falls 
College.  All  these  efforts  were  received  with  in¬ 
terest  on  the  part  of  students  and  faculties. 

The  prineipal  points  emphasized  were  the  increas¬ 
ing  importance  of  care  of  vision  in  our  increasingly 
complex  civilization,  the  need  of  teachers  who  are 
alive  to  this  fact  and  who  will  co-operate  in  our 
efforts,  and  the  espeeial  importance  of  getting  people 
to  understand  that  treatment  of  any  eye  defeet 
whatsoever  is  a  physician’s  job.  If  nothing  more 
has  been  accomplished  than  having  a  number  of 
teachers  understand  the  difference  between  an  ocu¬ 
list  and  an  optician  the  work  has  been  worth  while. 

At  my  suggestion,  addressed  to  the  presidents  of 
the  colleges  in  the  state  nearly  all  have  arranged 
to  incorporate  in  their  catalogues  an  announcement 
to  the  effeet  that  prospective  students  should  re¬ 
ceive  a  thorough  physical  examination  at  the  hands 
of  a  physician  before  entering  college,  and  in  case 
any  defects  are  found  they  should  be  remedied  in 
order  that  the  student  may  be  physically  able  to  do 
the  best  work  and  get  the  most  out  of  his  college 
life.  In  case  visual  defects  arc  found  the  student 

*This  report  was  prepared  for  the  South  Dakota  State 
Medical  Associaltion  at  its  annual  meeting  in  May,  but  was 
not  received  in  time  for  publication  in  the  transaction  of  the 
Association. 


is  advised  to  have  them  corrected  by  a  physician 
skilled  in  eye-work. 

It  is  believed  that  this  co-operation  on  the  part  of 
colleges  will  be  of  great  value,  and  all  members  of 
the  medical  profession  are  urged  to  do  their  part  in 
furthering  the  good  work. 

Respectfully  submitted, 

J.  G.  Parsons,  M.D., 

Chairman. 

SUGGESTED  15-MINUTE  TALKS  FOR 
MEDICAL  SOCIETY  MEETINGS 

1.  High  Lights  in  the  History  of  Medicine. 

2.  State  and  County  Medical  Societies:  Their  IMace 

in  the  Community. 

3.  Community  Health  I’roblems:  What  We  Owe 

to  One  Another. 

4.  Germs  and  the  Role  They  Play  in  Disease  and 

Its  Transmission. 

5.  Common  Colds,  Complications  and  Conse¬ 

quences. 

6.  Diseased  Tonsils  and  Adenoids. 

7.  Danger  Signals  after  Forty. 

8.  Diphtheria. 

9.  Scarlet  Fever. 

10.  Measles. 

11.  Small-Pox. 

12.  Typhoid  Fever. 

13.  Infantile  Paralysis. 

14.  The  New-born  Child  and  Its  Special  Care. 

15.  The  Normal  Progress  of  a  Normal  Child. 

16.  Child  Behavior  Problems. 

17.  Malnutrition  in  Infancy  and  Childhood. 

18.  Reasons  for  Regular  Periodical  Physical  Ex¬ 

aminations  and  of  What  It  should  Consist. 

19.  Tuberculosis  in  Children. 

20.  Tuberculosis  in  Adults. 

21.  The  State  Tuberculosis  Sanatorium  and  the 

Work  of  the  Advisory  Commission. 

22.  The  History  of  Cancer. 

23.  Cancer;  Its  Symptoms  and  Treatment. 

24.  Diabetes  and  the  Use  of  Insulin. 

25.  Goiter:  Its  Significance,  Prevention,  and  Treat¬ 

ment. 

26.  Heart  Disease:  Cause  and  Early  Symptoms. 

27.  Bright’s  Disease:  Cause  and  Early  Symptoms. 

28.  Appendicitis:  Symptoms  and  Dangers. 

29.  Constipation. 

30.  Use  of  X-ray  and  Radium  in  the  Diagnosis  and 

Treatment  of  Disease. 

31.  Modern  Surgery:  Its  Safety  and  Accomplish¬ 

ments. 

32.  High  Blood  Pressure:  Cause  and  Signfieance. 

33.  The  Dangers  of  Overweight. 

34.  Alcohol:  Its  Effect  on  Health  and  Longevity. 

35.  Tobacco. 

36.  First  Aid  to  the  Injured,  Discussing  Shock, 

Hemorrhage,  Fractures,  Sepsus. 

37.  The  Medieal  College  of  the  State  University. 

38.  Venereal  Disease  and  the  Work  of  This  Divi¬ 

sion  of  the  State  Board  of  Health. 

39.  The  Work  of  the  Infant  and  Maternal  Hygiene 

Division  of  the  State  Board  of  Health. 

40.  Quarantine  of  Contagious  Diseases. 

41.  Insanity:  The  Need  of  a  State  Hospital  for 

Study  of  the  Disease. 
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NEWS  ITEMS 


Dr.  J.  A.  Smith  has  moved  from  Minot,  N.  D., 
to  Noonan,  N.  D. 

Dr.  O.  J.  Engstrand  has  moved  from  Brown- 
town  to  Breckenridge.  ^ 

Dr.  R.  J.  Morrisey,  formerly  of  Hot  Springs, 
S.  D.,  is  now  located  at  Fort  Pierre,  S.  D. 

A  dozen  or  more  kinds  of  clinics  are  being 
carried  on  in  the  Northwest  almost  continuously. 

Dr.  Benjamin  Thane,  of  Barrett,  was  married 
last  month  to  Miss  Lillian  Mackall,  of  the  same 
place. 

Dr.  R.  W.  Campbell,  who  formerly  practiced 
at  Blackduck,  but  has  been  absent  for  two  years, 
has  resumed  practice  at  Blackduck. 

Dr.  Walter  Christensen,  who  practiced  at 
Lidgerwood  until  a  short  time  ago,  is  now  in 
Los  Angeles,  Calif.  (2023  W.  7th  St.). 

Dr.  E.  S.  Platou,  of  Minneapolis,  will  act  as 
judge  in  the  “Better  Babies”  contest  at  the  North 
Dakota  State  Fair  at  Fargo,  N.  D.,  next  week. 

Minneapolis  is  seriously  thinking  of  putting 
iodine  into  its  water  supply  as  a  cure  and  pre¬ 
ventive  of  goiter,  which  is  prevalent  in  the  city. 

Money  will  be  raised  by  a  loan  to  push  work 
on  the  Wesley  Hospital  building  at  Wadena  so 
that  it  may  be  ready  for  occupancy  in  the  early 
fall. 

Dr.  W.  C.  Chaney,  who  has  been  associated 
with  the  Mayo  Clinic  for  several  years,  has 
joined  the  Sanders-Warr  Clinic  of  Memphis, 
Tenn. 

The  North  Dakota  Traveling  Health  Clinic 
began  a  year’s  work  on  July  1  under  the  direction 
of  Dr.  Simonstad,  of  St.  Paul,  and  Edna  Goither 
as  nurse. 

The  Minnesota  State  Board  of  Health  has 
made  a  thorough  survey  of  the  city  water  supply 
of  Minneapolis  and  pronounced  the  water  per¬ 
fectly  safe. 

The  Beebe  Training  School  for  Laboratory 
Technicians  of  St.  Paul  graduated  a  class  of  six¬ 
teen  last  month.  The  sixteen  students  came  from 
nine  different  states. 

Dr.  F.  E.  Harrington,  Commissioner  of  Health, 
Minneapolis,  has  issued  a  warning  against  hem¬ 
orrhagic  smallpox,  which  has  caused  a  few  deaths 
in  the  City  since  Juy  1. 


Dr.  W.  F.  Maertz,  of  New  Prague,  who  has 
been  in  Chicago  doing  postgraduate  work  in  sur¬ 
gery  for  the  past  two  months  has  resumed  his 
practice  in  New  Prague. 

The  Times  of  New  Prague  says  that  1,200 
people  visited  the  new  Community  Hospital  on 
the  day  of  its  opening  last  month — some  adver¬ 
tising  of  a  legitimate  kind. 

It  is  announced  that  Dr.  C.  F.  Carstens,  of 
the  Rood  Hospital  of  Hibbing,  will  be  asked  to 
become  the  post  physician  of  the  Hibbing  Post 
of  Spanish  War  Veterans. 

Dr.  George  Edward,  of  Bruce,  S.  D.,  was  mar¬ 
ried  last  week  to  Miss  Elizabeth  C.  West,  of 
Minneapolis,  Dr.  Edward  is  a  graduate  of  the 
Medical  School  of  the  University  of  Minnesota, 
class  of  ’97. 

The  Upper  Mississippi  Medical  Society  was  in 
session  yesterday  in  Bemidji.  Drs.  Walter  Kra¬ 
mer,  J.  G.  Cross,  and  Kenneth  A.  Phelps,  of 
Minneapolis,  were  on  the  program  for  papers 
or  discussions. 

Dr.  C.  W.  Bray,  of  Biwabik,  was  elected  presi¬ 
dent  of  the  St.  Louis  County  Public  Health  As¬ 
sociation  at  the  annual  meeting  of  the  Associa¬ 
tion  last  March.  Dr.  H.  G.  Lampson  was  re¬ 
elected  secretary. 

The  North  Dakota  Tuberculosis  Association 
will  make  exhibits  at  the  Minot,  Devils  Lake, 
Grand  Forks,  and  Fargo  Fairs.  Physicians  would 
do  well  to  direct  the  attention  of  interested  lay¬ 
men  to  these  exhibits. 

The  bequest  made  by  Dr.  H.  F.  McGaughey, 
of  Winona,  to  establish  a  tuberculosis  hospital 
in  that  city,  has  passed  to  the  Winona  Hospital 
for  the  establishment  of  a  tuberculosis  ward. 
The  bequest  now  amounts  to  about  $34,000. 

The  public  health  nurse  recently  employed  to 
conduct  clinics  in  Todd  and  Wadena  Counties 
will  make  her  headquarters  at  the  Fair  Oaks 
Lodge  Sanatorium  and  will  work  under  the  su¬ 
pervision  of  Dr.  J.  J.  McKinnon,  of  the  Sana¬ 
torium. 

In  a  series  of  recent  tuberculosis  clinics  held 
by  the  Hennepin  County  Tuberculosis  Associa¬ 
tion  in  Minneapolis,  167  out  of  665  persons  ex¬ 
amined  showed  signs  of  the  disease,  although  not 
one  of  all  those  examined  knew  that  he  had  a 
sympton  of  tuberculosis. 

Dr.  M.  L.  Samms,  of  Hope,  N.  D.,  has  been 
appointed  specialist  in  tuberculosis  in  the  Fargo 
office  of  the  United  States  Veterans  Bureau. 
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Dr.  Samms  was  a  captain  in  the  Medical  Corps 
in  the  World  War  and  attended  the  tuberculosis 
clinic  at  New  Haven,  Conn. 

Every  physician  in  North  Dakota  should  co¬ 
operate  with  Dr.  Whittemore,  the  State  Health 
Officer,  to  get  the  state  into  the  United  States 
Registration  Area.  The  essential  thing  is  to  see 
that  i)hysicians,  health  registrars,  and  undertakers 
make  proper  statistical  returns. 

Dr.  R.  D.  Campbell,  of  Grand  Forks,  N.  D., 
is  taking  his  vacation  on  the  Pacific  coast,  at¬ 
tended  the  Great  Northern  surgeons’  meeting  at 
Spokane,  then  the  Pacific  Northwest  Medical  As¬ 
sociation  at  Vancouver,  then  a  trip  to  Skagway, 
Alaska.  Mrs.  Campbell  accompanied  him. 

Dr.  R.  C.  Webb,  of  Minneapolis,  read  a  paper 
on  “Fractures  of  the  Tibia  and  Fibula”  before 
the  Great  Northern  R.  R.  Surgeon’s  Association 
at  Spokane,  Washington  on  June  24th.  He  also 
attended  the  Northwestern  Medical  Association 
meeting  at  Vancouver,  B.  C.,  June  26-28. 

The  nurses  in  the  parochial  schools  of  St.  Paul 
will  hereafter  be  under  the  supervision  of  the 
City’s  Bureau  of  Health,  thus  avoiding  duplica¬ 
tion  in  the  work  or  conflict  of  authority.  Dr. 
B.  F.  Simon  of  the  Health  Department  says  this 
is  the  first  time  such  plan  has  been  tried  in  paro¬ 
chial  schools. 

Dr.  Frank  Dumont,  of  Freeport,  died  last  week 
at  the  age  of  53.  Dr.  Dumont  graduated  from 
the  University  of  Paris,  France,  in  1894,  and 
came  to  Minneasota  in  1906.  .  He  practiced  for 
a  short  time  in  Mankato  and  Browerville,  and  lo¬ 
cated  in  Freeport  in  1913,  where  he  practiced 
until  his  death. 

The  township  health  officers  of  Rice  County, 
Minnesota,  last  month  held  a  conference  at  Fari¬ 
bault,  which  was  called  at  the  suggestion  of  Dr. 
F.  U.  Davis,  of  Faribault.  Its  purpose  was  to 
study  the  work  of  township  health  officers  and 
the  observance  of  the  laws  of  the  county.  It  was 
the  first  conference  of  the  kind  held  in  Minne¬ 
sota. 

Dr.  Harry  M.  Lufkin,  of  St.  Paul,  died  last 
week  at  the  age  of  64.  Dr.  Lufkin  was  a  grad¬ 
uate  of  Michigan  (Homeopathic  School),  class 
of  ’83 ;  of  Hahnemann,  Philadelphia ;  class  of 
’83 ;  of  New  York  Medical  College,  class  of  ’85 ; 
and  he  had  done  postgraduate  work  in  New 
York  and  Vienna.  He  had  practiced  in  St.  Paul 
for  thirty-seven  years. 


The  Redwood-Brown  Medical  Society  held  its 
annual  meeting  at  Sanborn  last  month.  A  strong 
resolution  was  passed  against  prescribing  alco¬ 
holic  liquors  unnecessarily  and  unlawfully.  The 
following  officers  were  elected :  President,  Dr. 
J.  L.  Adams,  Morgan ;  vice-president.  Dr.  Theo. 

F.  Hammerstein,  New  Ulni;  secretary-treasurer. 
Dr.  W.  A.  Meierding,  Springfield;  delegates.  Dr. 

G.  B.  Weiser,  New  Ulm,  and  Dr.  F.  O.  Gray, 
Marshall. 

In  our  issue  of  March  1 5th  we  announced  the 
death  of  Dr.  John  H.  Cheever  at  Oakland,  Calif., 
who  formerly  practiced  in  St.  Paul,  and  is  now 
a  resident  of  Arlington,  Mass.  But  Dr.  John  H. 
Cheever  now  writes  us  from  Arlington,  Mass., 
for  the  source  of  our  information,  signing  him¬ 
self  “Yours  (in  life) — ”  He  sends  no  affidavit 
nor  physician’s  certificate ;  yet  we  believe  him, 
and  will  say  that  our  source  of  information  was 
a  long  newspaper  clipi)ing,  also  without  an  affi¬ 
davit  or  physician’s  certificate.  We  congratulate 
Dr.  Cheever  that  he  has  the  better  of  the  argu¬ 
ment. 

At  the  August  meeting  (Aug.  26)  of  the  staffs 
of  the  Lymanhurst  and  Parkview  Hospitals  of 
Minneapolis,  Dr.  Russell  Gates  will  present  a 
paper  on  “X-Ray  Findings  and  Significance  of 
Different  Types  of  Tuberculosis  in  the  Chests  of 
Children.”  Dr.  F.  S.  Bissell  will  deal  with  the 
“Rontgenologic  Distinction  between  Tuberculosis 
and  Non-tuberculosis  Diseases  of  the  Lungs.” 
Dr.  R.  G.  Allison  will  speak  on  the  Rontgenelogic 
Diagnosis  of  Gastro-intestinal  Tuberculosis ;  and 
Dr.  Leo  Rigler  will  deal  with  “Rontgen  Therapy 
in  Tuberculosis.”  All  physicians  are  cordially  in¬ 
vited  to  attend  these  meetings. 

The  following  Minneapolis  physicians  now  oc¬ 
cupy  offices  in  the  new  Yeates  Building  at  the 
corner  of  Nicollet  Ave.  and  9th  St. :  Gosin,,  D. 
F.,  611;  Gardner,  Edwin  L.,  610;  Litchfield, 
John  T.,  609;  Daniel,  Lewis  M.,  608;  Olson,  G. 
M.,  607;  Greenfield,  W.  J.,  605;  Pederson,  R. 
M.,  602 ;  Hughs,  L.  D.,  602 ;  Schmitt,  Sam¬ 
uel,  601  ;  Schmitt,  Aaron,  601 ;  Sweetser,  H.  B., 
512;  Sweetser,  T.  H.,  512;  Lynch,  M.  J.,  512; 
Hannah,  H.  E.,  511  ;  Hamilton,  Arthur  S.,  511  ; 
Corbett,  J.  F.,  507 ;  Wyatt,  O.  S.,  507 ;  Williams, 
Robert,  502 ;  Hedding,  J.  A.,  502 ;  Campbell, 
Lowell,  501 ;  Poppe,  F.  H.,  501 ;  Aune,  Martin, 
411;  Schmidt,  George  F.,  411;  Girvin,  R.  B., 
411;  Taft,  John  O.,  411;  Aurand,  W.  H.,  407; 
Turnacliff,  D.  D.,  406;  MacDonald,  A.  C.,  405; 
Irvine,  H.  G.,  405;  Noth,  H.  W.,  311;  Larson, 
Clarence  M.,  311;  Pineo,  W.  B.,  309;  Perry,  R. 
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St.  J.,  305 ;  Wright,  C.  D’a.,  307 ;  Ruud,  H, 
O.,  307. 

The  Northwest  was  unusually  well  repre¬ 
sented  at  the  Chicago  meeting  of  the  American 
Medical  Association  last  month.  Most  of  the 
papers  from  this  territory  were  presented  by 
Minneapolis  and  Rochester  men;  that  is,  from 
the  University  in  Minneapolis  and  the  Mayo 
Clinic  in  Rochester.  The  writers  from  the  Mayo 
Clinic  were  as  follows :  Dr.  L.  G.  Rowntree, 
Dr.  Russell  M.  Wilder,  Dr.  E.  C.  Rosenow,  Dr. 
William  J.  Mayo,  Dr.  Donald  C.  Balfour,  Dr. 
C.  H.  Mayo,  Dr.  John  S.  Lundy,  Dr.  Carl  A. 
Hedblom,  Dr.  Samuel  Amberg,  Drs.  Norman  M. 
Keith  and  C.  W.  Barrier,  Dr.  Henry  S.  Plummer, 
Dr.  Frank  C.  Mann,  Dr.  Edward  Starr  Judd, 
Dr.  George  B.  Eusterman,  Drs.  Gordon  B.  New 
and  Frederick  A.  Figi,  Dr.  Harry  Parker,  Dr. 
Alfred  W.  Adson,  Dr.  Walter  I.  Lillie,  Dr.  Verne 
C.  Hunt,  Dr.  Albert  J.  Scholl,  Dr.  Hermon  C. 
Bumpus,  Dr.  W.  C.  MacCarty,  Dr.  R.  D.  Car¬ 
man,  Dr.  A.  U.  Desjardin,  from  Rochester;  Dr. 
Robert  E.  Farr,  Drs.  A.  T.  Mann  and  H.  S. 
Willson,  Dr.  Laura  A.  Lane,  Dr.  J.  A.  Pratt,  Dr. 
William  F.  Reasner,  Dr.  Max  Seham,  Dr.  J.  F. 
McClendon,  Drs.  Angus  W.  Morrison  and  H. 
S.  Diehl,  Dr.  John  Butler,  Dr.  Henry  E.  Michel- 
son,  from  Minneapolis ;  Drs.  Orianna  McDaniel 
and  E.  M.  Wade,  from  St.  Paul;  Dr.  John  A. 
Donovan,  from  Butte,  Mont. 


Physicians  Wanted  In  Iowa 
Physicians  wanted  for  three  or  four  Iowa  loca¬ 
tions.  Little  or  no  money  required.  For  full  data 
address  Box  542,  Cedar  Rapids,  Iowa. 

Physician  Wanted 

Have  an  excellent  location  for  physician  who 
wants  to  make  money  right  from  the  start.  Nothing 
to  buy.  Address  111,  care  of  this  office. 

Minneapolis  Office  Space  For  Rent 
In  the  Metropolitan  Bank  Building.  Separate 
office  and  share  reception  room  with  a  dentist  and 
physician.  For  particulars  telephone  Geneva  5441. 

Wanted  a  Physician  for  Month  or  Six  Weeks 
To  take  care  of  my  practice.  No  other  physician 
here.  Chance  to  make  some  money.  Address  Box 
32,  Valley  Springs,  S.  D. 

Physician  Wanted  For  Two  Months 
In  a  good  town  in  Minnesota.  Will  pay  $200  a 
month  and  board  and  other  expenses  connected  with 
work.  Address  122,  care  of  this  office. 

For  Sale 

A  surgeon’s  ophthalmic  chair  (Allison)  and  a 
dentist’s  cuspador  are  offered  for  sale  at  a  low  price. 
Address  or  call  upon  T.  V.  Moreau,  40  South  7th 
St.,  Minneapolis. 


Minneapolis  Office  Location  Offered 
Excellent  location  for  physician  on  a  busy  corner 
in  Minneapolis  is  offered.  Reception-room  with  an 
established  dentist.  Address  92,  care  of  this  office. 

An  X-Ray  Technician  Wants  Work 
Has  had  wide  experience  in  large  clinics  in  the 
Twin  Cities  and  has  done  hospital  work  in  the  coun¬ 
try.  Can  give  the  best  of  references.  Address  105, 
care  of  this  office. 

X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 
Very  desirable  office  space  at  323  La  Salle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Specialist  Wanted 

We  have  a  fine  opening  for  an  eye,  ear,  nose,  and 
throat  man;  also  for  a  man  in  obstetrics,  children’s 
diseases,  and  internal  medicine  to  join  a  group,  and 
simply  share  the  waiting-room  cost.  Town  of  30,000, 
west  of  the  Twin  Cities.  Address  102,  care  of  this 
office. 

Practice  For  Sale  In  Minnesota 
Plstablishcd  Minnesota  practice  for  sale  at  invoice; 
excellent  gravel  roads;  sound  dairying  and  farming 
community;  large  consolidated  schools  with  gym¬ 
nasium;  collections  good;  modern  offices  with  den¬ 
tist.  Specializing.  Give  ciualifications.  Address  119, 
care  of  this  office. 

Minneapolis  Office  in  Fine,  New  Residential 
District  for  Rent 

Some  business  already  established  is  open  for 
new  doctor  from  present  doctor  who  is  leaving  the 
city.  Fine  rooms,  low  rent,  and  splendid  location. 
Offices  over  a  drug-store.  Address  95,  care  of  this 
office. 

X-Ray  and  Laboratory  Work  Wanted 
Position  in  doctor’s  office,  clinic,  or  hospital  by 
a  woman  thoroughly  efficient  in  .r-ray  and  labora¬ 
tory  work.  Five  years  experience  in  doctor’s  office 
as  .r-ray  technician,  bookkeeper,  and  stenographer. 
Have  completed  a  six  months  laboratory  course. 
Address  120,  care  of  this  office. 

Physician’s  Office  Equipment  for  Sale  in  Twin  Cities 
Consists  of  white  enameled  office  unit  of  several 
pieces,  also  reception  room  furniture,  sterilizers, 
bookcase,  drugs,  and  other  articles.  Almost  as  good 
as  new.  Price  very  low  for  quick  sale.  Rare  op¬ 
portunity  for  beginner  to  get  equipment  at  small 
cost.  Address  122,  care  of  this  office. 

Salaried  Position  Open 

A  Minnesota  institution  desires  a  man  of  good 
reputation.  Work  will  be  very  light  and  will  be 
confined  to  the  institution.  Will  pay  a  salary  of 
$200  and  room  and  board  for  himself  and  wife,  if 
married.  The  board  and  accommodations  are  those 
of  first-class  hotel.  Address  106,  care  of  this  office. 
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Practice  For  Sale  In  South  Dakota 

General  practice  with  opportunity  for  surgery. 
Modern  town  of  over  one  thousand  in  heart  of 
South  Dakota  corn  belt;  hospital;  large  territory; 
good  collections;  one  place  where  doctors  have 
made  money.  Protestant,  Masonic,  and  some  think 
a  K.  K.  K.  community.  Reason  for  sale,  moving 
to  city.  Some  cash  required,  balance  on  terms.  Ad¬ 
dress  108,  care  of  this  office. 


Physician  Wanted 

To  take  my  established  Minnesota  practice  for 
invoice  price  of  modern  equipment.  Fine  town  of 
2,000,  two  railroads,  paved  streets,  graveled  roads, 
splendid  community.  Free  office  rooms  in  connec¬ 
tion  with  (drug  store.  Only  one  other  active  phy¬ 
sician.  Large  territory.  Unusual  opening  for  one 
who  is  not  afraid  of  work.  I  am  going  to  spe¬ 
cialize.  Address  116,  care  of  this  office. 


PHYSICIANS  LICENSED  AT  THE  APRIL  (1924)  EXAMINATIONS  TO  PRACTICE  IN 

MINNESOTA 

UPON  EXAMIN.\TION 

Name  School  and  Date  of  Graduation  Address 


Arthur,  Frances  Harding . _.U.  of  Minn.,  M.B.,  1923 . . . 

Carlson,  Harold  Wesley . U.  of  Minn.,  M.B.,  1922 . 

U.  of  Minn.,  M.D.,  1923 . . . 

Colberg,  Ernest  Johnson . U.  of  Minn.,  M.B.,  M.D.,  1924 . 

Gupte,  Vasant  S . . . . . . . U.  of  Minn.,  M.B.,  1923 . 

Jacoby,  Lionel  Arnold . U.  of  Minn.,  M.B.,  1923 . . . 

Kitchen,  Hubert  Daniel . Lh  of  Manitoba,  M.D.,  1921 . 

Lapp,  Victor  Roy . McGill,  M.D.,  1921 . . . . . 

Noble,  Thos.  Paterson . . . _U.  of  Edinburgh,  M.D.,  1913 . . . 

Rasmussen,  R.  Carl _ _ _ U.  of  Minn.,  M.B.,  1922 . . 

Settelen,  Max  Ernst . Basel,  Switzerland,  1921 . 

Travis,  Walter  T . . . Cen.  U.  Ky.,  M.D.,  1907 . . 

Wheeler,  Dan.  Wilbur . .Rush,  M.D.,  1923 . 


Minneapolis  St.  Barnabas  PIosp. 
Henry  Eord  Hosp. 

Detroit,  Mich. 

St.  Peter,  Minn.  _ 

St.  Mary’s  Hospital,  Duluth 

1917  Emerson  Ave.  So.,  Minneapolis 

Rochester,  Minn. 

Rochester,  Minn. 

Rochester,  Minn. 

St.  Mary’s  Hospital,  Duluth 
Rochester,  Minn. 

Ely,  Minn. 

Nopeming,  Minn. 


THROUGH  reciprocity 


Blackstone,  Geo.  R . Northwestern,  M.D.,  1900 . . . . 

Campbell,  John  Wm . .  Rush,  M.D.,  1897 . . . . . . . 

Counseller,  Virgil  Sheetz . Rush,  M.D.,  1920 . . 

Dies,  John  Livengood . . . ...U.  of  Penn.,  M.D.,  1918 . . . 

Griffith,  Guy  Everett . Northwestern,  M.D.,  1920 . 

Griswold,  I.incoln  Bon . Loyola,  M.D.,  1923 . . . . 

Hargis,  Estes  Henry . . . . . U.  of  Penn.,  M.D.,  1921 . . . . . 

Harrington,  Ethel  R . Rush,  M.D.,  1917 . 

Killins,  Wendell  Allensworth_....U.  of  Nebraska,  M.D.,  1921 . 

Merrill,  Elmer  Forrest . .  U.  of  Michigan,  M.D.,  1920 - 

Monnich,  Walter  Arthur . Baltimore  Med.,  M.D.,  1910 . 

Myers,  Fred  Earl . . U.  of  Penn.,  M.D.,  1921 . 

Parker,  Stephen  Thos . . . Creighton,  M.D.,  1921 . 

Parson,  E.  Lillian  Bendeke . U.  of  Illinois,  M.D.,  1923 . . . 

Randall,  Laurence  Merrill . U.  of  Iowa,  M.D.,  1921 . . 

Sansing,  Campbell . . . . ..Tulane,  M.D.,  1895 . 

Simon,  Harold  Ewart . L^.  of  Pittsburgh,  M.D.,  1922 . . . 

Swanson,  John  Albert . U.  of  Louisville,  M.D.,  1921 . . . 

Sweetser,  Horatio  B.,  Jr . Harvard,  M.D..  1921 . 

Underhill,  Marshall  Scott . Northwestern,  M.D.,  1921 . . . . 

Veirs,  Ruby  Jayne  Smith . Lk  of  Louisville,  M.D.,  1920 . 

Wheeler,  Roy  McMillan . Northwestern,  M.D.,  1900 - 


...Eveleth,  Minn. 

...Fargo,  N.  D. 

...Rochester,  Minn. 

...Rochester,  Minn. 

...709  Duff  Ave.,  Ames,  la. 

...60  So.  Lincoln  Ave.,  Aurora,  Ill. 
.-Rochester,  Minn. 

...Rochester,  Minn. 

...Rochester,  Minn. 

.-Rochester,  Minn. 

...108  Buckingham  Apt.,  Alinneapolis 
.-Ely,  Alinn. 

...Rochester,  Alinn. 

...Elbow  Lake,  Alinn. 

...Rochester,  Alinn. 

-.427  6th  St.  S.  E.,  Minneapolis,  Minn. 
.-Rochester,  Minn. 

.-Lowry  Bldg.,  St.  Paul 

...2509  Pillsbury  Ave.,  Minneapolis 

-.Rochester,  Alinn. 

...1541  Lincoln  Ave.,  St.  Paul,  Minn. 
...3980  Lake  Park  Ave.,  Chicago,  Ilk 


NATIONAL  BOARD  CREDENTIALS 


Henderson,  Earl  Fletcher . . . U.  of  Penn.,  AI.D.,  1918 . . . . Rochester,  Alinn. 

Hufford,  Alvin  Ray . Loyola,  M.D.,  1923 . - . Rochester,  Minn. 


PHYSICIANS  LICENSED  AT  THE  JULY  (1924)  EXAMINATION  TO  PRACTICE  MEDICINE  IN 

THE  STATE  OF  NORTH  DAKOTA 

Name  School  and  Date  of  Graduation  Address 


Rostel,  Hugo . 

Hofto,  Jalmar  M . . 

Martin,  Allen  Walker . 

Laughlin,  Zach  M _ 

Hammargren,  August  F. 

Simenstad,  Lien  Otis . 

Odegaard,  Bernt . 

Hunter,  Alice  M . 

Mattson,  Roger  H . 


U.  of  Munich,  Bavaria,  1914 . . Arthur,  N.  D. 

Rush  Medical  College,  1924 . Larimore,  N.  D. 

U.  of  Louisville,  Kentucky,  1907 . Jamestown,  N.  D. 

Central  College  Phys.  &  Surg., 

Indianapolis,  1905 _ _ _ Fort  Yates,  N.  D. 

U.  of  Minnesota,  1923 . . . Drake,  N.  D. 

Rush  Medical  College,  1924 . Grand  Forks,  N.  D. 

Chicago  Coll,  of  Med.  and  Surg.,  1916...  Northwood,  N.  D. 

Rush  Medical  College,  1920 . Grand  Forks,  N.  D, 

,U.  of  Minnesota . . . . . Stephen,  Alinn. 
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THE  NERVOUS  SYSTEM:  A  CLINIC* 

By  Walter  D.  Shelden,  M.D. 

Mayo  Clinic 

ROCHESTER,  MINNESOTA 


Per  Copy,  10c 
A  Year,  $2.00 


CASE  I  : 

Post-diphtheritic  Paralysis:  This  patient  was 
in  the  hospital  and  seems  to  me  to  present  a  very 
interesting  and  practical  case. 

History :  The  story  is  that  the  girl  was  in 
good  health  until  the  development  of  this  com¬ 
plaint  for  which  she  is  under  observation.  She 
had  diphtheria  on  February  8,  and  the  features 
of  interest  are  those  that  came  as  a  complication. 
She  had  the  diphtheria  from  February  8  until 
she  received  antitoxin  February  22.  She  had 
36,000  units.  About  the  same  time  she  received 
her  first  injection  the  symptoms  we  are  inter¬ 
ested  in  began.  She  first  noticed  that  she  was 
unable  to  read,  and  for  about  four  or  five  days 
she  was  unable  to  read  any  ordinary  print  or  the 
headlines  in  the  papers,  on  account  of  a  fusion 
of  the  lines.  All  objects  close  by  were  indis¬ 
tinguishable,  such  as  ordinary  type. 

At  about  the  same  time  she  had  difficulty  in 
swallowing.  She  had  no  great  difficulty  in  tak¬ 
ing  food,  and  she  was  not  deprived  of  her  nour¬ 
ishment,  but  fluid  came  from  her  nose.  At  the 
same  time  her  speech  was  a  little  hoarse  and 
nasal.  These  symptoms  were  of  about  two  days’ 
duration. 

About  a  week  later  she  was  up  and  about  the 
house,  and  then  her  feet  became  numb,  tingling, 

♦Presented  at  the  Forty-first  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association,  Mitchell,  S.  D., 
May  21-22,  1924. 


and  weak,  and  at  the  end  of  two  days  she  was 
unable  to  move  her  toes  or  to  walk.  The  hands 
were  also  affected,  but  not  in  the  same  degree. 
She  could  move  the  fingers  at  all  times,  but  there 
was  marked  reduction  in  the  power. 

This  was  about  the  first  of  March,  and  now 
she  is,  as  you  see,  in  a  fair  state  of  recovery. 
She  has  had  quite  a  marked  return  of  her 
powers ;  however,  she  still  has  difficulty  in  walk¬ 
ing  When  she  tries  to  walk  on  her  toes  she  can¬ 
not  keep  her  weight  on  her  toes  and  she  cannot 
keep  the  weight  on  her  heels.  She  has  a  sort 
of  flat-footed  gait.  The  tibial  groups  are  still 
so  weak  that  she  cannot  perform  any  of  the  or¬ 
dinary  movements  of  walking  as  she  should. 
She  still  has  quite  a  pronounced  ataxia.  She 
does  not  stand  on  both  feet  with  her  eyes  shut, 
although  she  should  be  able  to  stand  on  one  foot 
if  she  wished. 

Objectively  it  can  be  demonstrated  that  she 
still  has  loss  of  reflexes.  The  tendon  reflexes  are 
gone  in  the  knees  and  ankles;  the  Achilles  jerks 
are  both  absent ;  and  the  sensibility  in  the  foot 
is  still  slightly  diminished,  she  feels  pain  and 
temperature  without  much  disturbance,  but  there 
is  still  some  diminution. 

Her  most  marked  sensory  disturbance  now  is 
in  the  joint  sense.  She  is  unable  to  tell  within 
a  wide  range  in  what  direction  her  toes  are 
moved.  I  tried  to  test  her  with  the  tuning-fork 
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this  morning,  but  she  does  not  feel  that  as  well 
as  she  does  on  the  chest.  Her  sensory  changes 
were  much  more  pronounced  at  the  time  of  para¬ 
lysis  than  they  are  now.  One  might  find  a  com¬ 
plete  loss  below  the  hip  and  the  joint  sense  much 
more  marked  than  now.  The  reflexes  are  ab¬ 
sent  now  and  may  be  for  another  month  or  two. 

Comment :  Without  any  doubt  there  will  be  a 
complete  restoration  of  function  and  return  of 
all  reflexes.  This  is  almost  a  typical  story  of  a 
generalized  type  of  post-diphtheritic  neuritis.  It 
is  one  that  we  meet  commonly,  and  when  the 
history  is  well  established  and  the  case  is  ob¬ 
served  in  the  beginning,  the  diagnosis  is  not  very 
difficult. 

In  the  case  presented  we  have  a  history  of  sore 
throat,  but  not  all  patients  have  such  a  history, 
and,  if  they  do,  it  is  not  always  known  that  the 
infection  that  produced  it  is  diphtheria.  We  often 
see  this  disorder  in  adults,  which  is  contrary  to 
rule.  These  cases  come  from  all  types  of  minor 
infections  in  the  throat  that  may  have  occurred 
as  an  accident.  We  have  quite  a  number  of  pa¬ 
tients  who  come  with  a  history  of  tonsillectomy 
that  has  been  performed  six  weeks  or  two  months 
or  three  months  ago.  Tonsillectomy  is  a  com¬ 
mon  affair,  and  when  the  membrane  that  remains 
after  tonsillectomy  appears  it  is  taken  as  a 
natural  consequence,  and  yet  it  may  contain  in 
its  normal  evolution  the  diphtheria  bacillus  and 
produce  an  unsuspected  complication.  One  very 
rarely  takes  a  culture  after  tonsillectomy.  The 
development  of  this  sort  of  thing  is  not  unknown 
following  wound  infection,  although  it  is  rather 
infrequent.  We  have  had  three  or  four  cases  of 
this  type,  and  they  follow  late  in  the  course  of 
operative  wounds.  The  patient  may  come  in  for 
various  things.  Sometimes  a  clean  wound  will 
become  infected,  and  this  syndrome  may  be 
present.  In  quite  a  number  of  cases  we  have 
been  able  to  culture  diphtheria  from  the  sinus  or 
from  the  drainage  sinus  of  an  operative  field, 
whatever  it  may  be. 

When  the  symptom-complex  is  complete,  as  it 
is  here,  with  ocular  pa’sy  and  faucial  palsy,  and 
then  a  rather  rapidly  developing  picture  of  mul¬ 
tiple  neuritis,  with  loss  of  reflexes  and  disturb¬ 
ance  of  deep  sensibility,  and  parasthesia,  often¬ 
times  with  motor  disturbances  and  complete  para¬ 
lysis  coming  on  with  rapidity,  it  is  a  pretty  good 
sign  of  diphtheria  itself,  really  more  certain 
than  a  culture  of  the  throat. 

There  are  very  few  other  types  of  disease  that 
produce  this  same  complex  of  peripheral  palsy. 


accommodation  palsy,  and  the  neuritis,  as  they 
occurred  here.  The  paralysis  of  accommodation 
is  usually  the  first  to  appear  in  the  sequence  and 
may  occur  from  wound  infection  on  the  foot 
just  as  from  anywhere  else. 

There  are  mild,  abortive,  or  local  forms  in 
which  the  development  is  a  good  deal  less  marked. 
It  is  not  uncommon  to  find  loss  of  reflexes  of 
the  soft  palate  and  pharynx  in  the  course  of  the 
disease  and  that  be  the  end  of  it.  It  may  clear 
up  in  a  week  or  ten  days,  and  no  more  paralysis 
will  be  seen.  In  all  the  cranial  nerves  motor 
paralysis  can  occur, — in  the  pharynx,  larynx, 
epiglottis,  in  the  external  rectus,  or  the  other 
muscles  in  the  eye.  You  may  get  facial  para¬ 
lysis.  We  saw  an  accommodation  palsy,  a  bilat¬ 
eral  facial  palsy,  an  external  palsy,  an  external 
rectus  palsy  in  one  such  case,  and  we  thought 
the  patient  was  having  an  encephalitis  until  we 
learned  that  he  had  recently  had  a  tonsillectomy 
and  the  probability  of  diphtheria  was  much 
greater.  In  fact,  in  some  of  these  patients  even 
three  or  four  months  after  a  tonsillectomy  we 
occasionally  may  get  a  positive  diphtheria  culture 
in  the  pharynx,  but  a  negative  culture  does  not 
negative  the  whole  situation  by  any  means. 

Of  course,  the  most  vital  types  of  palsy  are 
those  that  affect  the  vagus  and  produce  brady¬ 
cardia  and  tachycardia,  and  various  cardiac  dis¬ 
turbances  which  may  be  fatal,  as  may  also  those 
which  involve  the  phrenic  and  respiratory  cen¬ 
ters.  Such  complications  may  be  severe  and 
fatal,  but  usually  they  are  transient.  If  the  pa¬ 
tient  survives,  the  respiratory  function  within  a 
week  or  so  is  resumed. 

Sometimes  a  local  paralysis  in  remote  parts 
may  be  evident,  and  such  cases  have  been  de¬ 
scribed.  Sometimes  this  occurs  in  the  muscles 
near  the  wound. 

There  is  quite  a  controversy,  and  I  do  not 
know  as  it  is  yet  settled,  as  to  what  the  role  of 
antitoxin  is  in  the  protection  against  this  dis¬ 
order.  Some  deny  its  protection,  and  some  af¬ 
firm  it  vigorously.  It  is  very  seldom  in  these 
days  that  diphtheria  patients  fail  to  receive  anti¬ 
toxin,  although  this  youngster  got  it  late,  but  it 
has  not  yet  been  proved  that  there  is  not  some 
specificity  in  the  germ  that  determines  neuritis, 
and  the  protective  influence  of  antitoxin  may  not 
cover  that  particular  toxemia. 

Prognosis:  The  prognosis  is  good.  These  pa¬ 
tients  all  get  well,  usually  within  four  to  five 
months.  Occasionally  a  case  will  run  two  or 
three  months  longer,  but  all  patients  recover 
within  a  year  at  the  most.  Their  recovery  is  just 
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about  in  reverse  of  the  onset.  The  reflexes  all 
come  back,  and  sensation  becomes  normal. 

CASE  II  : 

Post-diphtheritic  Paralysis:  This  girl  is  a  sis¬ 
ter  of  the  first  patient  and  presents  a  very  inter- 
^esting  speculative  problem  about  what  may  hap¬ 
pen. 

History :  This  girl  had  her  diphtheria  a  few 
days  after  her  sister.  She  followed  through  the 
same  course,  and  if  there  is  anything  in  the  story 
of  specificity  that  strain  must  have  had  it  that 
struck  this  family.  This  child  had  about  the 
same  course  of  events,  in  about  the  same  se¬ 
quence.  Her  throat  was  more  paralyzed  and  the 
sequence  of  symptoms  in  the  arms  and  legs  came 
on  about  the*  same  time. 

The  fact  that  this  girl  has  a,  cerebral  diplegia, 
an  infantile  cerebral  palsy,  makes  it  very  inter¬ 
esting  to  speculate  what  a  diphtheritic  palsy 
might  do  to  a  spastic  type  of  individual,  who  has 
been  so  since  her  birth  or  a  few  weeks  thereafter. 

It  is  not  known  what  was  the  source  of  the 
cerebral  diplegia,  but  you  can  see  in  the  behavior 
of  her  hand  as  she  moves  the  fingers  that,  in 
spite  of  her  neuritis,  she  is  spastic.  I  could  not 
get  a  Babinski  sign.  The  left  hand  is  more  af¬ 
fected,  and  there  is  so  much  spasticity  that  she 
cannot  extend  her  left  wrist.  The  right  wrist 
will  come  up,  as  you  see. 

(To  patient)  :  How  old  are  you? 

Patient :  Eight — four — eleven. 

Dr.  Shelden  :  You  notice  that  she  has  quite 
a  characteristic  speech  of  the  original  disturb¬ 
ance.  She  has  recovered  her  ability  to^  swallow, 
and  her  sister  says  she  is  in  about  the  same  gen¬ 
eral  condition  as  before,  and  I  suspect  that  when 
she  is  entirely  free  of  her  neuritis  the  reflex  in 
her  ankles  will  come  back.  It  is  very  likely  that 
when  she  recovers  from  that  condition  her  Bab¬ 
inski  will  come  back,  and  her  original  spasticity 
will  return  in  the  lower  extremities. 

As  you  see,  she  walks  with  the  scissors  type 
of  gait;  she  could  never  skip  rope,  jump,  or  run, 
and  because  of  the  spasticity  could  never  do  the 
things  youngsters  do  with  their  hands.  She  can¬ 
not  put  her  tongue  out,  and  you  can  tell  from 
her  general  appearance  that  she  belongs  in  this 
spastic  group. 

Comment:  I  thought  this  would  be  a  more 
interesting  problem  than  it  is  for  analysis,  for  I 
have  not  had  the  experience  of  studying  out  the 
evidence  of  diphtheritic  paralysis  planted  on  top 
of  a  spastic  paralysis.  The  clinical  picture  is 
quite  modified  by  the  original  trouble.  You  can 


see  that  her  gait  and  attitude  are  cpiite  different 
from  her  sister’s,  although  they  have  had  about 
the  same  time  in  which  to  recover. 

CASE  III  : 

Tabes  Dorsalis:  This  patient  has  a  cardiac 
decompensation  and  other  evidences  of  circula¬ 
tory  disturbance  which  Dr.  Dunn  will  discuss, 
but  as  a  side  finding  Dr.  Lloyd  and  others  dis¬ 
covered  that  he  has  a  pupil  that  fails  to  react 
to  light,  but  does  well  to  accommodation.  There 
is  a'  history  of  pain  in  his  legs,  none  having  oc¬ 
curred  higher  than  his  hip.  The  pains  have  oc¬ 
curred  in  various  locations  in  his  legs,  and  he 
describes  them  typically,  namely,  as  intermittent 
spot-like  pains.  A  certain  spot  on  the  leg  is  the 
target,  and  the  pains  occur  every  two  or  three 
minutes,  or  have  longer  intervals,  and  always  hit 
the  same  spot,  like  target  practice.  The  pain 
comes  like  a  flash,  very  severe,  always  in  the 
same  spot.  At  the  next  attack  the  gun  may  turn 
to  another  area. 

This  is  such  a  characteristic  story  of  the  pain 
of  tabes  that  it  is  worth  discussion  for  just  a 
minute.  It  is  in  itself  almost  diagnostic  and  is 
often  given  the  misnomer  of  “rheumatism.”  I 
do  not  think  “shooting  pains”  is  a  good  name 
for  this  symptom,  unless  you  understand  that  it 
means  shooting  at  the  target.  It  does  not  run 
down  the  legs,  but  strikes  one  spot.  It  may  have 
a  linear  direction,  like  a  darning  needle,  not  as 
long  but  as  narrow.  The  nickel  or  quarter  sized 
pain  is  the  most  characteristic  and  common  in 
these  cases. 

It  might  be  interesting  to  know  what  relation 
these  signs  and  symptoms  might  bear  to  the  de¬ 
velopment  of  his  decompensation,  because  you 
might  go  on  a  very  erroneous  course  and  assume 
that  these  were  rheumatic  pains  and  that  they 
might  be  a  basis  for  the  myocardial  insufficiency, 
based  on  rheumatic  infection.  It  does  not  nec¬ 
essarily  follow  that  because  he  has  characteristic 
pains  of  another  type  the  basal  cause  of  all  is 
syphilis. 

I  wish  to  make  one  or  two  points  about  the 
diagnosis  of  syphilitic  involvement  of  the  nervous 
system,  and  the  relative  importance  of  the  signs. 
We  often  hear  the  diagnosis  discussed  on  the 
pupillary  signs,  the  Argyll-Robertson  type  of 
pupil,  and  the  loss  of  knee  reflexes.  I  think  of 
all  the  signs  and  symptoms  these  are  the  least 
important.  In  all  the  sensory  changes  are  the 
most  important,  the  most  characteristic,  certain, 
and  constant.  It  is  a  real  varity  that  tabes  will 
develop  without  sensory  disturbances,  and  the 
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sensory  disturbances  are  so  characteristic  that 
there  are  very  few  other  diseases  coming  into 
competition  with  it  in  the  differential  diagnosis. 
There  may  be  all  sorts  of  sensory  disturbances, 
both  deep  and  superficial  sensibility.  The  char¬ 
acteristic  thing  is  that  there  is  dissociation  of 
sensibility.  Pain  and  temperature  are  much  more 
affected  than  touch. 

This  man  has  just  such  a  zone  across  the  chest. 
His  sense  of  pain  or  temperature  is  good  on  the 
feet  and  on  the  face,  but  this  distribution  varies 
a  great  deal.  A  zone  may  be  an  inch  or  two 
wide  on  the  chest  or  just  over  the  bridge  of  the 
nose.  These  are  very  common  sites.  Especially 
in  high  tabetics  this  anesthesia  about  the  face  is 
very  common.  The  common  finding  is  marked 
reduction  of  pain  sense  and  temperature,  with 
preservation  of  tactile  sensibility  in  the  feet. 

These  points  are  difficult  to  elicit.  It  takes  a 
good  hour  to  do  a  sensation  test,  but  when  you 
once  find  it  you  have  a  very  valuable  finding. 

There  are  other  types  of  sensory  disturbances. 
For  instance,  the  deep  sensibility  may  be  greatly 


affected.  This  man’s  tendons  are  not  sensitive 
to  pressure,  but  his  joint  sensibility  is  good.  It 
may  be  that  his  vibration  sense  is  good.  One  or 
the  other  may  be  preserved,  or  one  or  the  other 
may  be  disturbed,  and  it  is  necessary  to  perform 
all  of  the  tests  in  order  to  know  whether  any  one 
may  be  gone. 

The  things  that  we  depend  upon  mostly  are 
these  sensory  changes.  One  may  find  all  sorts 
of  tabetics  with  pupillary  reflexes  and  knee  jerks 
present,  so  we  do  not  pay  any  attention  to  that. 
This  man  has  a  good  knee  reflex  on  both  sides. 
It  is  important  to  test  the  Achilles  reflexes  al¬ 
ways,  because  the  Achilles  reflexes  are  70  per 
cent  or  more,  perhaps  more,  valuable  than  the 
knee  reflexes  in  the  diagnosis  of  tabes.  They 
are  more  often  absent.  ^ 

This  man  is  interesting  from  the  standpoint  of 
general  diagnosis  because  it  may  be  that  in  these 
findings  in  the  nervous  system  there  is  a  good 
clue  to  the  cause  of  his  decompensation.  The 
blood  Wassermann  reaction  is  positive,  but  these 
signs  are  just  as  valuable  as  that. 


DISEASES  OF  THE  HEART:  A  CLINIC* 

By  Arthur  D.  Dunn,  M.D. 

OMAHA,  NEBRASKA 


Mr.  President,  Members  of  the  South  Dakota 
State  Medical  Association : 

I  certainly  appreciate  the  honor  of  being  in¬ 
vited  to  come  before  you  and  present  a  series 
of  heart  cases.  When  Dr.  Clough  first  suggested 
this  to  me  I  accepted  with  alacrity,  but  since 
being  here  and  seeing  the  array  of  clinical  ma¬ 
terial  afforded  I  wonder  at  my  temerity  at  having 
accepted  the  invitation.  The  cases  provided  by 
Dr.  Willy  are  of  great  interest  and  it  is  impos¬ 
sible  to  do  justice  to  them  without  intensive 
study. 

CASE  I : 

Diagnosis:  Syphilitic  Aortitis;  Aortic  Insuf¬ 
ficiency:  This  man  is  forty-seven  years  old  and 
is  the  same  patient  in  whom  Dr.  Shelden  has  just 
demonstrated  tabes  dorsalis.  I  shall  take  up  the 
cardiac  phase  of  the  case. 

The  onset  of  his  cardiac  complaint,  which 
brought  him  to  the  physician,  was  eight  months 
ago,  the  first  symptom  being  shortness  of  breath ; 
secondly,  there  was  swelling  of  the  “stomach” 

♦Presented  at  the  Forty-flrst  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association,  Mitchell,  S.  D., 
May  21-22,  1924. 


and  of  the  legs ;  thirdly,  cough,  the  onset  of 
which  was  simultaneous  with  shortness  of  breath, 
and  easy  fatigability.  We  ask  ourselves,  with 
the  knowledge  that  he  has  tabes,  whether  this 
cough  was  of  a  brassy  character,  such  as  one 
hears  in  aneurysmal  dilatations  of  the  aorta. 
Fourth,  he  describes  a  very  peculiar  type  of 
breathing,  and  one  wonders  from  the  description 
given  whether  it  was  not  of  the  Cheyne-Stokes 
type.  He  says  that  while  going  to  sleep  he 
“would  forget  to  breathe”  and  would  wake  up 
smothered  and  struggling  for  breath. 

I  will  state  in  the  first  place  that  there  is  noth¬ 
ing  of  significance  in  the  examination  of  the 
head  except  the  stationary  pupils.  The  teeth  are 
good;  there  is  no  definite  evidence  of  tonsillar 
infection  and  no  enlargement  of  the  submaxillary 
glands.  As  we  look  at  the  patient  we  see  a  man 
who  is  fairly  well  nourished  but  who  looks  rather 
older  than  the  age  given.  We  note  immediately 
the  distension  of  the  abdomen  and  the  swelling 
of  the  lower  extremities,  which  pit  on  pressure. 
There  is  a  rather  violent  arterial  pulsation  in  the 
neck.  There  is  no  particular  distension  of  the 
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veins  of  the  face  or  neck  in  the  sitting  position. 
His  breathing  in  the  sitting  position  seems  fairly 
easy. 

In  the  examination  of  the  heart  we  note  that 
the  apex  beat  lies  well  without  the  nipple  line, 
under  the  sixth  rib  and  in  the  sixth  interspace. 
On  palpation  the  apex  beat  coincides  with  the 
outer  limit  of  cardiac  dullness. 

In  examining  this  patient  I  should  like  to  call 
your  attention  to  the  palpatory  method  of  out¬ 
lining  heart  borders.  In  my  experience  it  is  very 
much  more  accurate  than  percussion.  I  think  a 
great  many  of  us  have  difficulty  in  differentiating 
tone  qualities  and  in  differentiating  pitch.  Phy- 
logenetically  this  might  be  explained  by  the  late 
accession  of  hearing,  palpatory  sensation  being 
the  earliest  thing  to  which  the  organism  was  sen¬ 
sible,  unless  it  be  light.  I  have  repeatedly 
checked  myself  with  the  fluoroscope  and  find  that 
I  can  outline  the  heart  very  accurately  with  light 
palpation,  while  if  I  attempt  to  do  this  by  per¬ 
cussion  it  is  not  unusual  to  miss  it  by  two  or 
three,  or  even  four,  centimeters. 

The  enlargement  here  is  very  material.  The 
apex  lies,  roughly,  some  10.5  cm.  to  the  left  of 
the  midsternal  line,  while  the  normal  distance 
should  be  7  or  8  cm.  The  breadth  of  the  heart 
is  about  15  cm.  at  the  fourth  interspace,  when 
it  should  be  in  the  neighborhood  of  11  or  12  cm. 
The  aortic  breadth  in  the  first  interspace  is  about 
9.5  when  it  should  be  7  cm. 

At  the  base  we  have  a  slight  systolic  blow  and 
a  diastolic  murmur,  blowing  in  character.  These 
murmurs  are  heard  best  at  the  first  interspace 
on  the  right  and  the  diastolic  murmur  is  trans¬ 
mitted  in  the  usual  way  down  the  left  of  the 
sternum. 

There  is  fluid  in  both  chests ;  there  is  fluid  in 
the  abdomen ;  there  is  edema  of  the  lower  ex- 
tremeties ;  the  liver  by  palpation  can  be  outlined 
fully  four  finger-breadths  below  the  costal  arch 
in  the  nipple  line. 

We  have  failed  .to  elicit  the  well-known  signs 
of  aneurysm,  such  as  the  tracheal  tug.  There  is 
no  difference  in  the  right  and  left  radial  pulses 
as  to  time,  and  no  palpatory  differences  as  to 
tension.  The  blood  pressures,  however,  show  a 
difference  between  the  right  and  the  left,  the 
right  being  systolic  135  over  90,  the  left  170  over 
90.  This  discrepancy  in  blood  pressures  falls 
within  what  one  occasionally  sees  in  normal  in¬ 
dividuals.  In  a  case  of  this  kind,  however,  es¬ 
pecially  with  the  possibility  of  syphilitic  aortitis 
in  mind,  one  speculates  on  the  possibility  of  a 
piling  up  of  inflammatory  exudate  about  the 


mouth  of  the  innominate,  narrowing  the  entrance 
to  this  vessel,  thus  producing  a  lessened  blood 
flow  into  the  upper  circulatory  tree  on  the  right 
side. 

When  we  endeavor  to  put  this  puzzle  together, 
we  are  forced  to  the  diagnosis  of  aortic  insuf¬ 
ficiency;  we  have  the  phenomena  that  belong  to 
that  lesion,  including  the  diastolic  murmur,  which 
is  practically  pathognomonic  of  an  aortic  insuf¬ 
ficiency.  This  diastolic  murmur  is  rather  soft, 
blowing  in  character  and  does  not  replace  to  a 
great  degree  the  second  sound.  I  think  it  is 
often  difficult  or  impossible  to  estimate  the  size 
of  the  lesion  in  a  case  with  broken  compensation, 
but  the  evidence  in  this  case  points  to  a  minimal, 
instead  of  to  a  maxinial,  lesion  of  the  aortic 
valves.  If  this  man  has  a  mild  degree  of  aortic 
insufficiency,  such  a  degree  as  we  should  not 
expect  to  produce  decompensation  from  the  me¬ 
chanical  defect  alone,  why  has  he  a  broken  down 
circulation?  Why  do  we  have  an  aortic  insuf¬ 
ficiency  in  a  man  of  forty-seven  years,  apparently 
healthy?  We  find  no  great  increase  in  blood 
pressure  to  account  for  a  cardiac  breakdown. 
We  find  nothing  in  the  urine  to  support  the  diag¬ 
nosis  of  a  hypertensive  nephritis,  but  in  the  ex¬ 
amination  of  the  blood  we  find  a  4+  Wasser- 
mann  reaction  and  therein  the  probable  explana¬ 
tion  of  our  clinical  problem. 

Let  me  call  to  your  attention  that  we  have  a 
marked  dilatation  of  the  aorta,  that  it  is  palpable 
in  the  suprasternal  notch,  and  that  we  have  an 
insufficiency  of  the  valves ;  and  let  me  remind 
you  again  that  we  have  signs  of  tabes  and  that 
we  are  dealing  with  a  late  type  of  syphilis.  The 
relationship  of  syphilis  to  the  diseases  of  the 
aortic  valves  in  the  adult  cannot  be  too  strongly 
emphasized.  Probably  80  to  90  per  cent  of 
aortic  insufficiencies  occurring  de  novo  in  indi¬ 
viduals  between  25  and  50  are  specific  in  origin. 
Therefore  an  aortic  insufficiency  developing  in 
an  adult  demands  a  careful  examination  of  the 
patient  for  evidence  of  syphilis.  About  1900 
Heller  and  Dohle  first  made  their  differentiation 
of  specific  aortitis  from  the  ordinary  arterio¬ 
sclerosis  so  commonly  found  in  the  aorta.  This 
work  was  corroborated  by  Chiari  from  the  path¬ 
ological  standpoint,  and  later  the  spirochetes 
were  found  in  the  tissues.  It  is  an  old  saying 
that  syphilis  loves  the  arteries,  and  especially  is 
it  fond  of  the  aorta.  It  produces  definite  lesions, 
with  which  I  trust  most  of  you  are  familiar.  It 
is  easily  differentiated  anatomically  from  the  or¬ 
dinary  arteriosclerosis.  The  disease  is  charac¬ 
terized  by  a  peri-arterial  inflammation,  resulting 
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in  deposits  of  mononuclears  and  plasma  cells 
around  the  vasa  vasorum  in  the  media.  This 
lesion  gradually  chokes  off  the  nutrient  vessels 
to  the  media,  producing  a  great  deal  of  inflam¬ 
matory  reaction  around  the  vessels  so  obstructed, 
with  a  hyperplasia  in  the  media.  Later  necrosis 
occurs  in  the  area  with  scarring  and  retraction. 
Syphilitic  aortas  are  recognized  grossly  by  these 
alternating  areas  of  hyperplasia  and  of  atrophy 
and  thinning.  The  vessel  is  wrinkled  in  spots, 
the  color  is  a  metallic  bluish  white,  it  has  a  defi¬ 
nite  sheen,  and  has  little  of  the  yellowish  fatty 
deposits  so  characteristic  of  arteriosclerosis.  In 
the  clinic  in  Vienna  in  1904  and  1905  the  asso¬ 
ciation  of  the  syphilitic  aortas  with  tabes  and 
])aresis  was  emphasized.  At  autopsy  they  ex¬ 
pected  to  find  definite  manifestations  in  the  aorta 
in  50  to  75  per  cent  of  cases  dying  from  paresis 
or  tabes. 

We  hardly  need  emphasize  the  importance  of 
syphilis  as  the  cause  of  aneurysm,  because  fully 
90  ]:)er  cent  of  the  aneurysms  of  the  aorta  are 
on  a  syphilitic  basis.  We  looked  for  aneurysm 
in  this  man  but  could  not  demonstrate  it.  The 
relationship  to  angina  pectoris  should  not  be  for¬ 
gotten.  The  acute,  intense,  agonizing  type  of 
angina,  with  retrosternal  burning,  distribution  of 
pain  to  the  shoulder  and  down  the  arm,  is  par¬ 
ticularly  likely  to  be  of  syphilitic  origin.  It  was 
on  the  basis  of  such  cases  that  Vaquez  built  his 
theory  of  the  cause  of  angina  pectoris  as  being 
due  to  irritation  in  the  nerve  trunks  lying  in  the 
adventitia,  which  theorv  was  later  taken  up  bv 
Allbutt. 

This  case  offers  some  rather  interesting  thera¬ 
peutic  speculations.  As  we  stated  before,  there 
is  not  enough  of  a  mechanical  element  to  account 
for  his  heart  failure.  But  heart  failure,  in  the  last 
analysis,  is  always  due  to  a  failure  on  the  part 
of  the  muscle.  The  muscle  cannot  carry  the 
load  that  is  put  upon  it,  whether  that  load  be 
excessive  or  whether  it  be  normal  or  subnormal. 
In  this  case  we  cannot  find  any  unusual  load 
that  is  being  put  upon  the  heart  muscle ;  there¬ 
fore  it  is  strange  that  the  heart  muscle  should  be 
playing  out  in  a  man  of  forty-seven  years  who 
has  led  an  active  life.  I  think  we  are  almost 
forced  to  assume  one  of  two  possibilities  :  Either 
the  absence  of  resiliency  in  the  aorta  is  the 
cause  of  the  failure,  or  we  have  a  definite  syph¬ 
ilitic  myocarditis.  It  is  well  known  that  syphilis 
can  attack  the  myocardium  and  that  in  a  definite 
number  of  cases  typical  perivascular  syphilitic 
lesions  are  found.  Syphilis  not  only  attacks  the 
myocardium,  but  may  even  attack  the  pericard¬ 


ium.  I  have  seen  a  case  of  hemorrhagic  peri¬ 
carditis  in  a  case  of  syphilitic  aortitis  with  re¬ 
gurgitation.  I  could  throw  on  the  screen  sec¬ 
tions  from  this  pericardium  and  from  the  same 
])atient’s  aorta,  i)rovided  I  did  not  give  enough 
of  the  aorta  to  recognize  the  anatomy,  and  you 
could  not  tell  the  difference  in  the  pathological 
lesions.  I  feel  that  in  this  case  we  are  forced 
to  assume  that  the  bulk  of  the  lesion  is  in  the 
myocardium  and  that  energetic  antisyphilitic 
therapy  will  do  much  for  this  man.  It  will  re¬ 
store  his  compensation  and  in  all  probability 
maintain  the  heart  in  a  state  of  compensation  for 
many  years.  It  is  in  such  cases  that  prolonged 
intensive  therapy  is  most  indicated.  The  anti- 
sy])hilitic  therapy  should  be  energetic.  It  does 
not  mean  a  little  potassium  iodid  or  a  little  mer¬ 
cury.  He  should  have  many  injections  of  sal- 
varsan  or  neosalvarsan.  We  have  given  fifty  or 
sixty  injections  before  satisfactory  results  were 
obtained.  Dr.  Willy  asked  me  whether  the  neo¬ 
salvarsan  or  the  salvarsan  would  be  better,  and 
I  S])oke  for  small  doses  of  neosalvarsan  in  the 
beginning,  with  mercury,  carrying  out  both  meth¬ 
ods  synchronously.  Dr.  Willy  told  of  some 
deaths  that  had  occurred  in  the  Massachusetts 
General  Hospital  from  salvarsan  injections  in 
similar  cases.  In  the  small  number  of  cases  we 
have  had  we  have  never  had  any  bad  results. 
The  difficulty  about  the  mercurialization  after  the 
arsenic  is  the  consumption  of  time.  We  must 
contrive  so  that  the  disease  does  not  become  too 
much  of  a  burden  to  the  patient.  This  man  will 
have  to  have  a  lot  of  treatment,  and  the  more 
we  can  crowd  into  a  limited  period  the  more  like¬ 
ly  will  he  be  to  stick  to  it,  and  the  more  likely 
will  he  be  to  be  able  to  finance  it. 

O.  What  sized  dose  of  neosalvarsan  would 
you  give? 

Dr.  Dunn  :  A  very  small  dose,  not  more  than 
0.15  gm.  at  first  and  hold  to  small  doses  until 
sure  of  tolerance.  It  may  be  dangerous  to  give 
large  doses. 

Q.  What  is  the  best  way  to  give  the  mercury? 

Dr.  Dunn  :  As  long  as  the  patient  is  in  the 
hospital  I  should  give  inunctions.  It  is  difficult 
to  get  these  patients  to  carry  out  “rubs”  at  home, 
and  giving  the  mercury  by  mouth  is  a  more  or 
less  unsatisfactory,  slipshod  method.  We  are  at 
present  using  intravenous  injections  of  flumerin, 
a  preparation  which  has  recently  been  brought 
out  by  Dr.  Hugh  Young,  of  Baltimore,  and  re¬ 
garding  which  there  are  some  very  optimistic 
reports. 
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CASE  II  : 

Chronic  Heart  Muscle  Insufficiency ;  Aortic 
Insufficiency;  Arteriosclerosis. 

This  man  is  sixty-seven  }ears  old,  but  it  has 
been  impossible  in  the  time  at  our  disposal  to  get 
a  connected  history  of  the  onset  and  development 
of  his  trouble.  He  knows  he  has  had  high  blood 
pressure  for  two  years,  varying  from  200  to  160 
systolic.  For  the  last  two  years  he  has  felt  “that 
things  were  not  all  right,”  but  there  is  no  definite 
analysis  from  him  as  to  how  he  felt  when  they 
were  not  all  right.  He  said  his  heart  “was  wrong 
there  has  been  a  sensation  of  “tightness  or  pres¬ 
sure”  in  the  heart  region,  and  he  said  that  if  he 
overate  it  would  hurt  him  or  injure  him.  He 
tires  after  half  a  day’s  work  on  his  farm. 

I  should  like  to  emphasize  at  this  point  the 
earlv  symptoms  of  heart  failure.  It  is  easy 
enough  to  suspect  heart  failure  when  there  are 
s\-mptoms  of  stasis,  such  as  extreme  dyspnea, 
profound  gastro-intestinal  disturbances,  swelling 
of  the  feet,  orthopnea,  and  so  on.  Every  patient 
who  complains  of  fatigue,  of  tiring  at  his  usual 
occupation,  should  be  granted  a  careful  exam¬ 
ination  of  the  heart  and  investigation  of  the  cir¬ 
culatory  system.  This  man  says  if  he  stooped 
over  his  heart  would  bother  him,  that  he  would 
get  a  peculiar  sensation  in  the  chest.  During  this 
past  year  he  began  to  have  shortness  of  breath 
on  exercise,  so  you  see  the  symptoms  commonly 
inquired  for  arrived  a  considerable  time  after 
definite  evidence  of  cardiac  disturbance  had  de¬ 
veloped. 

(Examining  patient.)  I  feel  that  we  cannot 
pay  too  much  attention  to  the  examination  of  the 
sinuses,  the  mouth  and  throat  in  all  of  our  car¬ 
diac  cases.  We  are  endeavoring  to  find  causes 
in  these  cardiac  cases  and  to  remove  loads.  The 
whole  problem  is  whether  the  heart  muscle  can 
carry  the  load.  Any  load  that  we  can  remove 
is  worth  the  effort,  and  all  infections  must  be 
considered  in  the  light  of  loads.  We  must  also 
consider  them  in  the  light  of  the  deleterious 
effects  on  the  heart  muscle.  This  man’s  teeth 
are  in  good  condition,  and  I  find  nothing  demon¬ 
strable  in  the  throat.  I  had  my  attention  very 
forcibly  called  to  the  importance  of  infections 
in  cardiac  conditions  in  elderly  people  some  years 
ago,  at  the  time  I  was  making  some  special 
studies  of  syphilitic  myocarditis.  A  man  came 
in  with  symptoms  of  heart  failure  and  angina. 
He  had  an  aortic  insufficiency,  and  a  dilatation 
of  the  aorta,  with  a  4+  Wassermann  reaction. 
He  was  sent  to  the  hospital  with  a  diagnosis  of 


syphilitic  aortitis,  and  was  treated  with  neosal- 
varsan  and  mercury,  but  he  died.  The  autopsy 
showed  the  syphilitic  aortitis  and  the  aortic  in¬ 
sufficiency  where  the  syphilis  had  invaded  the 
valves  and  produced  defects.  We  were  examin¬ 
ing  all  hearts  at  that  time  for  evidences  of  syph¬ 
ilitic  infection  of  the  heart  muscle.  In  this  case, 
to  our  astonishment,  we  found  the  heart  muscle 
riddled  with  foci  of  polymorphonuclear  leuko¬ 
cytes,  which  were  due  to  invasion  of  the  heart 
muscle  by  a  streptococcus.  That  man  told  us 
definitely  that  he  had  a  sore  throat  before  his 
heart  failure  began,  but  we  had  discounted  the 
sore  throat. 

In  the  examination  of  our  patient  we  note  first 
the  enlargement  of  the  thyroid.  This  enlarge¬ 
ment  seems  to  be  quite  diffuse,  is  not  nodular, 
but  in  the  presence  of  cardiac  symptomatology 
every  thyroid  should  be  investigated.  In  fact, 
every  case  of  obscure  heart  failure  in  middle  aged 
or  elderly  people  should  be  investigated  for  toxic 
adenomata.  There  is  no  evidence  of  such  adeno¬ 
mata,  and  Dr.  Willy  tells  me  the  metabolic  rate 
is  normal,  so  we  can  rule  out  the  thyroid  as  a 
cause  of  the  heart  failure. 

The  palpable  arteries  are  hard,  tortuous,  and 
can  be  rolled  under  the  finger.  The  examination 
of  the  heart  shows  the  apex  well  within  the 
nipple  line  in  the  fifth  interspace.  The  apex  beat 
is  broad  and  heaving.  There  is  no  particular 
widening  of  the  aorta.  At  the  apex  we  hear  a 
first  sound  with  a  diffuse,  rather  harsh,  systolic 
murmur,  which  is  transmitted  to  the  axilla.  As 
we  travel  from  the  apex  to  the  base  of  the  heart 
this  murmur  becomes  more  marked,  and  it  reaches 
its  maximum  intensity  when  we  arrive  at  the 
first  interspace  to  the  right  of  the  sternum.  This 
murmur  is  heard  well  in  the  fourth  interspace  in 
the  nipple  line  on  the  right,  so  we  are  not  so 
much  disturbed  about  the  transmission  of  this 
murmur  beyond  the  nipple  line  to  the  left,  for  it 
is  heard  all  over  the  precordium.  Associated 
with  this  murmur  is  a  blowing,  diastolic  murmur. 
The  diastolic  murmur  is  heard  best,  as  is  quite 
commonly  the  case  with  diastolic  murmurs  in 
arteriosclerosis,  in  the  first  interspace  to  the  left. 
The  murmur  is  harsh ;  it  is  rough ;  it  might  even 
be  described  as  somewhat  musical  in  character. 

There  is  no  fluid  in  the  chest  or  in  the  ab¬ 
domen,  no  particular  enlargement  of  the  liver, 
and  no  swelling  of  the  feet.  We  have  none  of 
the  usual  signs  of  cardiac  decompensation.  We 
are  in  the  period  before  decompensation  has  set 
in. 

The  urine,  so  far  as  albumin  and  sugar  are 
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concerned,  is  negative.  The  blood  Wassermann 
reaction  is  negative. 

The  diagnosis  is  chronic  heart  muscle  insuf¬ 
ficiency,  incipient  to  be  sure,  aortic  insufficiency 
on  an  arteriosclerotic  basis,  and  a  general  arteri¬ 
osclerosis.  The  aortic  insufficiency  is  established 
by  the  pathognomonic  diastolic  murmur  transmit¬ 
ted  down  the  left  of  the  sternum.  The  aortic 
diastolic  is  the  one  pathognomonic  murmur  we 
have.  If  a  case  comes  to  autopsy  and  you  do 
not  find  a  valvular  defect,  the  aortic  insufficiency 
was  there  just  the  same  but  was  due  to  relaxation 
of  the  aortic  ring.  There  is  only  one  murmur, 
so  far  as  I  know,  that  is  heard  in  this  area  that 
can  cause  confusion,  and  that  is  the  diastolic 
phase  from  the  venous  bruit  in  the  neck  that  is 
occasionally  transmitted  down  to  the  base  of  the 
heart.  So  in  this  case  we  can  establish  the  aortic 
insufficiency.  We  cannot  establish  a  leakage  in 
the  mitral  valve.  We  have  no  presystolic  mumur 
or  ])rotodiastolic  murmur,  such  as  occurs  with 
mitral  stenosis,  and  we  must  say  that  the  diag¬ 
nosis  of  mitral  insufficiency  due  to  organic  dis¬ 
ease  of  the  mitral  leaflets  is,  in  this  case,  ex¬ 
tremely  hazardous.  The  diagnosis  of  general  ar¬ 
teriosclerosis  is  definitely  established  by  palpa¬ 
tion  of  the  arteries,  which  diagnosis  is  supported 
by  the  loud  and  harsh  systolic  murmur  at  the 
base.  Investigation  in  this  case  for  syphilis 
should  be  made.  There  is  no  general  evidence 
for  that  disease.  The  blood  Wassermann  reac¬ 
tion  is  negative.  One  might  drive  the  point  so 
far,  especially  if  there  was  anything  suspicious 
in  the  history,  however,  as  to  do  a  spinal  punc¬ 
ture  and  a  spinal  fluid  Wassermann  test  in  the 
effort  to  throw  light  on  the  cause  of  the  heart 
failure.  However,  this  man  is  sixty-seven  years 
old  and  in  the  age  in  which  we  get  aortic  in¬ 
sufficiency  from  arteriosclerosis. 

This  case  brings  up  the  whole  problem  of  diag¬ 
nosis  and  management  of  hypertension,  if  we  had 
the  time  to  go  into  it.  Hypertension  is  the  big 
medical  problem  of  the  day.  You  can  pick  up 
numerous  articles  and  be  convinced  by  the  theo¬ 
ries  advanced,  unless  you  happen  to  know  differ¬ 
ently.  One  of  the  most  beautiful  articles  was 
brought  out  by  Moschowitz  three  or  four  years 
ago  in  which  he  said  it  was  the  tired  business 
man,  the  strenuous  individual  who  did  not  know 
how  to  play,  who  worked  all  day  and  then  took 
his  business  associates  to  dinner  at  night,  to  the 
Follies  after  dinner  and  to  supper  after  the  Fol¬ 
lies,  who  developed  hypertension.  That  was  all 
very  fine,  but  Moschowitz  had  never  seen  the 
large  number  of  hypertension  cases  we  see  out 


here  on  the  prairies  in  men  who  have  lead  a 
rather  cow-like  existence,  in  comparison  with 
their  brothers  on  the  stock  exchange. 

Inasmuch  as  we  do  not  know  the  cause  of  hy- 
I)ertension,  our  therapy  is  a  makeshift.  In  the 
first  place,  hypertension  cases  may  well  afford 
to  spend  some  time  at  rest  in  a  hospital.  We 
can  then  ascertain  how  much  the  rest  and  taking 
the  individual  out  of  his  environment  affects  his 
hypertension.  We  can  get  some  idea  of  the 
value  of  work  and  rest.  Secondly,  we  can  esti¬ 
mate  the  blood  urea,  and  it  seems  to  me  this  type 
of  case  is  one  in  which  the  blood  chemistry  is  of 
value.  We  always  have  to  answer  the  question 
of  diet,  and  there  would  seem  to  be  little  value 
in  subjecting  a  patient  to  an  abnormally  low  pro¬ 
tein  diet  if  there  is  no  urea  retention.  Again, 
we  can  ascertain  by  careful  recording  of  the 
blood  pressure  whether  it  can  be  lowered  by 
sodium  nitrite.  By  the  use  of  sodium  nitrite  we 
can  often  drop  the  blood  pressure  30  to  ^0  points 
without  disagreeable  symptoms.  We  can  try  the 
effect  of  hot  baths  on  the  blood  pressure.  In  a 
study  of  three  or  four  weeks  we  can  learn  a 
great  deal  about  the  therapy  of  the  individual 
case  and  make  treatment  less  of  a  hit  and  miss 
game. 

I  wish  to  re-emphasize  here  the  importance  of 
infections.  We  do  not  know  the  cause  of  hyper¬ 
tension  or  the  cause  of  arteriosclerosis,  but  it  is 
not  unreasonable  to  assume,  from  the  “patchy” 
localization  of  the  vessel  wall  lesions,  that  we 
may  be  dealing  with  damage  due  to  small  thrombi 
in  the  finer  vasa  vasorum.  If  one  studies  the 
early  cases,  especially  with  albumin  in  the  urine, 
especially  those  with  definite  mouth  and  sinus 
and  tonsillar  infections,  one  will  occasionally  see 
cases  in!  which  after  removal  of  the  infection, 
if  the  experiment  is  well  carried  out  and  well 
controlled,  there  is  marked  reduction  in  blood 
pressure  attributable  to  the  removal  of  the  in¬ 
fection  alone.  In  one  patient  who  came  under 
observation  we  had  the  tonsils  and  teeth  removed 
seven  years  ago  for  nephritis  with  hypertension. 
Five  years  later  the  blood  pressure  was  normal, 
when  it  had  been  200,  and  the  patient  was  doing 
full  work  on  the  farm.  Too  frequently  we  take 
out  infections  in  the  same  way  as  we  lock  the 
barn  after  the  horse  is  stolen.  The  removal  of 
focal  infections  in  hypertension  is  always  early 
therapy. 

In  this  case  the  arteriosclerosis  has  existed  for 
a  long  time  and  the  whole  question  is  one  of 
protective  therapy.  One  of  the  important  things 
in  protective  therapy  is  to  adapt  the  individual 
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to  his  occupation.  This  man  will  not  be  able  to 
farm  any  longer.  Some  day  we  will  probably 
take  up  the  sociologic  problem  of  what  to  do 
with  people  with  damaged  hearts.  If  we  take 
a  patient  into  the  hospital,  get  him  up  and  around, 
and  send  him  back  into  the  type  of  occupation 
that  will  produce  decompensation  again  within 
a  few  weeks,  we  do  not  accomplish  much.  I 
think  Dr.  Willy  will  bear  me  out  as  to  the  many 
cases  of  decompensation  treated  at  the  Cook 
County  Hospital,  in  Chicago,  that  redevelop  their 
decompensation  within  a  few  days  after  being 
discharged  from  the  hospital  well  compensated. 

CASE  III  ; 

Diagnosis:  Polyserositis ;  Adhesive  Pericardi¬ 
tis;  Ox  Heart:  In  this  patient  we  have  a  differ¬ 
ent  puzzle.  To  diagnose  it  is  like  trying  to  re¬ 
construct  a  prehistoric  animal  from  a  jaw  bone 
and  a  few  teeth.  This  man  had  “typhoid”  at 
nineteen  years  of  age.  He  took  sick  suddenly, 
was  in  bed  for  two  or  three  weeks,  and  says  he 
does  not  remember  the  doctors  looking  for  spots 
on  the  abdomen.  He  was  up  and  around  for  a 
short  time,  he  does  not  remember  whether  for  a 
few  days  or  a  month,  before  he  went  to  work; 
then  he  had  a  relapse  and  was  in  bed  for  three 
or  four  weeks.  We  cjuestion  whether  this  man 
had  typhoid  when  he  was  nineteen  years  of  age. 
He  is  fifty-one  now,  so  that  was  over  thirty  years 
ago,  at  a  time  in  which  every  disease  running  a 
febrile  course  was  likely  to  be  diagnosed  as 
typhoid.  It  is  of  interest  to  know  that  at  twenty- 
one  years  of  age  he  had  shortness  of  breath  and 
on  account  of  this  shortness  of  breath  was  un¬ 
able  to  work  during  an  entire  summer.  This 
trouble  was  also  attributed  to  typhoid  fever.  His 
present  symptomatology  dates  back  to  1919,  when 
he  first  noticed  shortness  of  breath  on  exercise 
and  pain  in  the  left  chest  which  was  sudden  and 
severe.  He  had  but  one  attack  of  this  pain.  The 
pain  radiated  up  to  the  left  shoulder  and  was  so 
severe  that  he  was  given  morphine.  Shortly 
after  that  he  noticed  swelling  of  the  abdomen, 
and  then  came  swelling  of  the  feet.  Then  he  had 
a  dull,  aching  pain  in  the  right  chest.  Following 
that  there  was  development  of  fluid  in  the  right 
chest,  and  he  was  tapped  in  1920  and  has  been 
tapped  four  times  in  the  chest  since  that  time. 
The  abdomen  was  first  tai)ped  in  1922  and  has 
since  been  tapped  three  times.  We  have  evident 
signs  of  marked  decompensation,  with  anasarca, 
swelling  of  the  feet,  dilatation  of  the  veins  of 
the  neck,  orthopnea,  and  dyspnea. 

When  we  examine  this  man  closely  we  immed¬ 


iately  meet  with  some  rather  interesting  though 
disconcerting  facts.  We  find  that  he  has  a  large 
heart,  the  apex  lying  in  the  sixth  interspace,  16 
cm.  to  the  left,  over  twice  as  far  out  as  it  should 
lie.  The  heart  is  20  cm.  broad,  or  more,  at  the 
fourth  interspace  twice  as  large  as  it  should  be. 
In  other  words,  we  are  dealing  with  an  ox  heart. 
The  disconcerting  feature  about  all  this  is  that 
when  we  listen  to  the  man’s  heart  we  find  no 
murmur,  no  irregularities,  rather  sharp  second 
sounds,  but  no  sound  anomalies  indicative  of  a 
sufficiently  severe  cardiac  disturbance  to  cause 
all  of  the  symptomatology.  The  blood  pressure 
is  110  systolic,  a  low  instead  of  a  high  systolic 
pressure.  The  blood  Wassermann  reaction  is 
negative ;  the  leukocyte  count  is  normal.  There 
is  no  evidence  of  infection  at  the  present  time. 
Now  comes  the  problem  of  reconstruction.  The 
failure  we  can  argue  is  myocardial ;  we  have  the 
large  ox  heart.  Rut  why  has  this  man,  if  this 
dropsy  was  all  due  to  myocarditis,  been  as  com¬ 
fortable  as  he  has?  A  myocardium  giving  rise 
to  all  this  anasarca  would  cause  him  to  be  very 
dyspneic  and  very  uncomfortable.  We  shall  pos¬ 
sibly  show  another  case  that  has  no  such  amount 
of  anasarca  but  who  is  very  miserable ;  so  it  is 
impossible  to  say  that  myocardial  failure  is  re¬ 
sponsible  for  the  whole  thing.  One  of  the  first 
things  to  think  of  is,  are  we  not  dealing  with  a 
chronic  adhesive  pericarditis  with  associated 
phenomena?  There  are  three  clinical  types  of 
chronic  adhesive  pericarditis.  In  the  first  type 
the  adhesive  pericarditis  is  a  chance  finding  at 
autopsy.  The  second  class  of  cases  in  which  ad¬ 
hesive  pericarditis  figures  is  the  type  in  which 
there  is  a  tethering  fore  and  aft,  with  adhesions 
to  the  sternum  on  one  side  and  with  adhesions 
to  the  diaphragm,  to  the  chest  wall,  and  to  the 
spine  on  the  other.  These  are  usually  diagnosed 
easily.  They  have  the  Rroadbent  sign,  the  dias¬ 
tolic  shock,  the  pulling  in  of  the  costal  arch,  and 
the  tugging  of  the  epigastrium.  They  are  the 
type  in  which  the  trouble  is  due  to  the  extra  load 
of  mobilization  of  the  chest  wall  at  every  heart 
beat.  This  is  the  type  in  which  the  Brauer  pro¬ 
cedure  is  of  advantage  in  untethering  the  heart 
and  allowing  the  heart  to  mobilize,  instead  of 
bony  structures,  soft  structures  at  each  beat. 
Finally,  there  is  the  third  type,  the  one  associated 
with  polyserositis.  The  pericardium  is  adherent, 
but  does  not  give  the  classic  signs, — the  Broad- 
bent  sign,  the  diastolic  shock,  and  so  on.  The 
infection  attacks  the  other  serous  membranes, 
especially  the  peritoneum  and  pleurae,  produces 
the  sugar-coated  or  iced  liver, — the  liver  of 
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chronic  perihepatitis.  This  is  the  condition  that 
is.  usually  diagnosed  in  this'  country  as  Pick’s 
cirrhosis,  although  a  misnomer. 

In  this  case  the  first  thing  was  pain  in  the  chest, 
then  swelling  of  the  abdomen  and  feet,  and  tap¬ 
ping  of  the  chest,  which  argues  very  strongly  for 
this  conception  of  the  disease.  Furthermore, 
rest  and  digitalis — of  both  of  which  he  has  large 
quantities — have  not  led  to  disappearance  of  the 
anasarca.  Since  the  beginning  of  the  trouble, 
some  four  years  ago,  the  man  has  never  been 
free  from  the  swelling.  (It  would  seem  not  un¬ 
likely  that  examination  of  the  fluid  might  even 
now  show  evidences  of  inflammatory  trouble.) 
In  this  case  from  a  survey  of  the  clinical  facts, 
from  the  absence  of  evidence  in  the  heart  suf¬ 
ficient  to  cause  the  picture,  from  the  sec[uence  of 
events  dating  from  the  early  age  of  nineteen  and 
from  the  persistency  of  the  trouble  in  spite  of 
treatment,  we  are  inclined  to  hazard  a  diagnosis 
of  chronic  adhesive  polyserositis  with  adhesive 
pericarditis. 

Q.  What  kind  of  treatment  would  you  sug¬ 
gest? 

Dr.  Dunn  :  I  know  of  nothing  except  repeated 
tappings.  It  might  be  said  in  the  early  stages 
that  prolonged  rest  with  sodium  cacodylate  in¬ 
travenously  seems  to  be  beneficial.  I  have  car¬ 
ried  several  cases  of  acute  polyserositis  through 
with  the  administration  of  rest  and  of  arsenic 
over  long  periods  of  time.  These  cases  have 
usually  cleared  up  and  have  remained  well.  I  do 
not  know  what  they  would  have  done  without 
treatment.  We  have  seen  the  temperature  re¬ 
peatedly  become  normal  after  several  days’  ad¬ 
ministration  of  sodium  cacodylate,  and  after  its 
discontinuance  we  have  seen  a  rise  in  temper¬ 
ature.  In  several  instances  the  experiment  has 
been  repeated  several  times  on  the  same  patients 
so  that  the  experiment  was  sufficiently  well  con¬ 
trolled  to  impress  one  with  the  probable  value  of 
the  drug. 

CASE  IV  : 

Diagnosis:  Chronic  Endocarditis  (Mitral  In¬ 
sufficiency)  This  man  is  forty-nine  years  of 
age  and  gives  a  history  of  having  been  sick  for 
two  weeks  with  “rheumatism”  when  he  was 
twenty-two  years  old.  A  heart  murmur  was  dis¬ 
covered  twenty  years  ago,  and  on  the  basis  of 
this  murmur  he  was  refused  life  insurance.  In 
the  interval  between  then  and  the  time  he  was 
forty-nine  years  of  age  he  had  had  no  symptoms 
except  some  shortness  of  breath  on  violent  ex¬ 
ercise.  He  was  seen  by  Dr.  Willy  on  March  7, 


1924,  because  he  had  noticed  shortness  of  breath 
and  failure  of  strength  three  weeks  before.  His 
chief  complaint  was  shortness  of  breath  on  slight 
exertion  and  “winter  cough.”  “Winter  cough” 
is  always  suspicious.  He  could  not  go  upstairs 
without  difficulty ;  he  has  had  no  real  pain,  but 
a  dull  ache  in  the  precordium. 

(Examining  patient.)  In  the  examination  of 
this  patient  there  are  several  things  of  interest. 
First,  we  find  a  very  bad  mouth  with  a  number 
of  crowns  and  a  large  amount  of  restoration 
work  and  an  unhealthy  condition  of  the  gums. 
Second,  there  is  definite  evidence  of  tonsillar  in¬ 
fection,  with  liquid  pus  coming  from  the  left 
tonsil,  with  slight  enlargement  of  the  submax¬ 
illary  glands.  There' is  no  history  of  trouble  in 
the  sinuses,  but  they  should  be  investigated.  The 
blood  pressure  and  the  elasticity  of  the  arteries 
are  normal ;  the  heart  is  moderately  enlarged. 
Examination  of  the  urine  shows  it  to  be  normal. 

I  shall  not  go  into  the  detailed  examination 
of  this  man,  but  will  state  that  he  has  a  systolic 
murmur  at  the  apex  and  that  we  have  to  hazard 
the  diagnosis  of  mitral  insufficiency.  Pure  mi¬ 
tral  insufficiency  is  a  bad  diagnosis  to  make  be¬ 
cause  if  we  expect  to  corroborate  it  at  autopsy 
in  the  majority  of  cases  we  will  be  disappointed, 
because  without  evidence  of  stenosis  at  this  ori¬ 
fice,  systolic  murmurs,  which  are  endocardial  in 
origin  and  which  are  attributed  to  the  mitral 
area,  are  usually  due  to  auriculoventricular  ring 
insufficiency.  However,  in  this  case,  we  have 
cardiac  enlargement  without  any  other  cause  to 
explain  it ;  we  have  an  accentuation  of  the  second 
sound ;  we  have  the  history  of  this  murmur  ex¬ 
isting  twenty  years  ago,  and  we  have  the  knowl¬ 
edge  that  the  murmur  has  remained  constant  dur¬ 
ing  a  long  rest  period  under  Dr.  Willy’s  care. 

The  diagnosis,  however,  of  mitral  insufficiency 
is,  in  my  opinion,  insufficient.  We  have  said 
nothing  about  this  man  when  we  say  he  has  a 
mitral  insufficiency.  We  have  said  nothing  about 
the  patient,  we  simply  mention  the  existence  of 
a  definite  mechanical  fact.  We  have  said  nothing 
about  the  work-capacity  of  this  man’s  heart.  It 
is  just  as  important  to  say  that  I  have  a  scar  on 
my  thumb.  The  question  is,  is  the  thumb  all 
right  r*  Can  I  use  it  like  a  normal  thumb?  If 
so  I  should  “forget”  the  scar.  The  same  logic 
applies  to  hearts :  valvular  lesions  should  serve 
to  draw  one’s  attention  to  the  fact  that  something 
has  happened  or  is  happening.  I  believe  Lewis 
says  that  to  diagnose  mitral  insufficiency  and  be 
correct  is  to  diagnose  it  in  the  presence  of  either 
aortic  insufficiency  or  mitral  stenosis,  or  both. 
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This  man  has  carried  this  murmur  most  of  his 
life.  There  have  been  no  symptoms  of  any  kind, 
and  the  mechanical  load  has  been  the  same. 
What  has  happened?  This  man’s  heart  failed 
last  winter.  What  caused  it  ?  He  has  not  under¬ 
gone  or  suffered  particular  strain,  or  worry,  or 
unhappiness.  The  most  logical  thing  we  can  as¬ 
sume  is  infection,  and  we  ask:  has  some  infection 
so  affected  this  heart  that  it  can  no  longer  carry 
a  load  which  it  has  carried  easily  for  nearly 
thirty  years  ?  This  patient  has  not  progressed  on 
rest  and  digitalis  as  well  as  the  doctor  expected, 
so  one  is  forced  to  first  gamble  on  the  most  ap¬ 
parent  infection, — his  tonsil  infection.  Liquid 
pus  expressible  from  the  left  tonsil  was  noted  in 
our  examination.  We  can  treat  him  along  with 
a  certain  amount  of  rest,  but  he  does  not  like 
that.  That  will  have  to  be  done,  however,  if  we 
do  not  strike  at  existing  infections.  We  have 
had  experience  in  a  sufficient  number  of  instances 
to  justify  us  in  advising  a  gamble  on  any  demon¬ 
strable  infections  in  the  hope  that  therein  lies 
the  reason  that  the  heart  muscle  is  failing;  we 
must  never  forget  that  many  instances  of  dis¬ 
turbed  heart  action  are  due  to  causes  outside  the 
heart  itself.  Sinus  trouble  many  times  causes 
this  disturbance.  I  have  had  this  borne  in  on 
me  in  a  way  that  I  never  shall  forget.  Shortly 
after  I  started  the  practice  of  medicine  T  caught 
a  cold,  which  resulted  in  sinus  disturbance.  I 
was  having  chills  and  fever  in  the  afternoon. 
This  occurred  after  the  disappearance  of  a  post¬ 
mortem  infection  which  had  extended  along  the 
lymphatics  of  my  arm  as  far  as  the  axilla.  One 
afternoon,  the  doctor  who  was  treating  my  nose 
told  me  to  go  home  and  take  ten  grains  of  qui¬ 
nine  and  a  drink  of  whiskey.  I  told  him  that 
whiskey  and  quinine  did  not  agree  with  me,  but 
he  insisted  that  I  should  go  home  and  take  it. 
That  night  I  had  the  classical  symptoms  of  acute 
heart  failure.  The  next  morning  “malignant” 
endocarditis  was  diagnosed,  and  I  was  sent  to 
Chicago  to  go  under  the  care  of  Dr.  Herrick 
and  Dr.  Irons,  because  they  were  at  that  time 
developing  vaccines  for  endocarditis.  After  sev¬ 
eral  days  observation  they  could  not  confirm  the 
diagnosis  of  streptococcic  endocarditis  because 
the  murmur  had  disappeared.  Later  a  maxillary 
sinus  showed  up,  and  the  heart  trouble  was 
stopped  immediately  by  a  sinus  drainage. 

CASE  v : 

Diagnosis:  Suspected  Myocardial  Disturbance, 
Due  To  Tonsillar  Infection:  This  little  chap 
is  of  interest.  He  is  four  years  old.  There 
is  nothing  in  his  history  except  an  attack  of 


measles  and  after  that  a  slight  systolic  murmur 
or  rumble  at  the  apex.  The  rumble  is  not  en¬ 
tirely  systolic  and  is  suggestive  of  a  presystolic 
murmur.  The  question  is,  what  does  this  rum¬ 
ble  mean?  The  child  is  well,  and  the  murmur 
was  found  accidentally  upon  examination.  The 
murmur  does  not  belong  there. 

(Examining  the  patient.)  Examination  shows 
nothing  but  edematous,  mushy  tonsils,  and  dif¬ 
fuse  enlargement  of  the  submaxillary  and  an¬ 
terior  cervical  chains  of  glands. 

The  law  of  probabilities  demands  the  removal 
of  tonsils,  even  at  this  early  age,  as  a  preventive 
measure  in  the  light  of  the  two  cases  to  follow. 

.  CASE  VI  ; 

Diagnosis:  Rheumatic  Myocarditis:  This  boy 
is  of  the  same  type  as  the  last  case.  He  was 
seen  on  December  23,  1923,  with  an  attack  of 
acute  rheumatism,  which  was  mild.  This  was 
preceded  about  one  month  by  sore  throat.  For 
three  or  four  months  preceding  the  rheumatism 
the  child  had  been  pale,  had  fatigued  easily,  and 
did  not  look  well.  He  had  a  blowing,  systolic 
murmur  at  the  apex,  without  a  diastolic  murmur, 
and  slight  fever.  The  leukocyte  count  was 
12,100  on  one  occasion,  and  on  another  it  was 
10,-!00.  The  hemoglobin  was  70  per  cent.  He 
was  kept  in  the  hospital  under  observation  for 
a  month,  and  the  infected  tonsils  were  removed 
about  the  10th  of  January,  1923. 

At  present  one  cannot  convince  oneself  that 
there  is  anything  abnormal  in  the  heart  sounds. 
We  ask  ourselves  the  question,  did  he  have  en¬ 
docarditis?  One!  could  argue  that  he  did  not. 
Dr.  Willy  thinks  he  did.  It  makes  little  differ¬ 
ence  whether  he  did  or  did  not,  for  whatever  he 
had  has  disappeared  on  removal  of  the  tonsil  in¬ 
fection.  The  murmur  he  had  might  just  as  well 
have  been  due  to  heart  muscle  disturbance.  We 
must  not  forget  that  most  of  our  cases  of  rheu¬ 
matism  have  myocarditis,  whether  it  is  suscepti¬ 
ble  of  clinical  demonstration  or  not.  At  present 
the  patient  is  well,  and  runs  about  and  plays  as 
a  normal  child.  He  does  not  know  he  has  ever 
been  sick.  I  think  this  is  an  example  of  the 
highest  type  of  service  to  a  patient.  Had  the  in¬ 
fection  not  been  removed  such  a  condition  might 
easily  develop,  as  I  shall  show  you  in  the  next 
case. 

CASE  VII  : 

Diagnosis:  Chronic  Endocarditis  (Aortic  and 
Mitral  Valves.)  This  lad  has  not  been  by  far  so 
lucky  as  the  two  cases  just  seen,  in  which  great 
possibilities  of  trouble  were  forestalled. 


^00  THE  JOURNAL-LANCET 


This  lad  eight  years  ago  had  pain  in  his  legs 
and  ankles  which  were  supposed  to  be  “growing 
pains.”  We  always  have  to  be  suspicious  of 
“growing  pains they  mean  infection.  He  had 
had  two  attacks  of  tonsillitis  and  with  these  two 
attacks  of  tonsillitis  had  “growing  pains.”  He 
was  not  well  eight  years  ago,  and  in  the  light 
of  what  we  see  to-day  the  probability  of  endo¬ 
carditis  existing  at  that  time  is  strong.  The 
history  tells  us  that  he  had  fever  every  few  days 
which  lasted  for  several  days  each  time.  His 
heart  trouble  was  discovered  three  years  ago, 
after  an  attack  of  influenza.  He  now  tires  easily, 
is  dyspneic  on  exertion, — even  slight  exertion, — 
and  has  palpitation.  The  hemoglobin  is  85  per 
cent,  the  red  cells  4,060,000,  the  white  cells  4,800. 

(Examining  the  patient.)  The  teeth  are  nor¬ 
mal.  There  is  definite  infection  in  the  tonsils  ; 
they  are  somewhat  retracted,  there  is  cheesy  and 
hemorrhagic  material  in  the  crypts  ;  the  anterior 
])illars  are  injected.  There  is  no  great  enlarge¬ 
ment  of  the  submaxillary  glands. 

We  find  a  slight  presystolic  thrill  at  the  apex, 
a  presystolic  blowing,  and  a  presystolic  rumble 
at  the  apex ;  a  marked  water-hammer  pulse ;  a 
Uurosiez  sign,  a  violent  beating  in  the  precardial 
region  even  suggests  adhesive  pericarditis,  al¬ 
though  we  cannot  demonstrate  its  existence.  The 
boy  is  on  the  brink  of  heart  failure. 

These  three  cases  bring  home  to  us  the  role 
of  infection  in  producing  organic  cardiac  disease 
in  children.  I  think  you  will  all  agree  with  me 
that  in  the  last  five  years  we  are  seeing  fewer  of 
these  hopelessly  crippled  hearts  than  we  did 
twenty  years  ago.  I  can  remember  in  my  in¬ 
terne  days  that  the  wards  were  crowded  with 
this  type  of  case,  but  it  is  rather  an  exception  to¬ 
day  to  see  such  a  badly  damaged  heart.  This 
case  dates  back  eight  or  ten  years ;  it  is  only 
within  the  last  few  years  that  our  knowledge  of 
the  effect  of  infection  on  the  heart  and  its  dis¬ 
eases  has  become  well  broadcasted.  The  last 
three  cases  illustrate  the  fact  that  a  good  con¬ 
ception  of  heart  disease  is  the  best  thing  a  doctor 
can  bring  his  patient.  I  would  prefer  to  have 
a  man  see  me  who  has,  a  good  conception  of 
heart  disease  than  I  would  a  man  who  is  provided 
with  all  the  modern  appliances  and  instruments 
of  precision.  It  is  the  conception  of  heart  dis¬ 
ease  that  was  brought  to  the  little  lad  whose  mur¬ 


mur  has  disappeared  and  to  the  little  child  first 
seen,  that  is  of  paramount  importance  to  these 
children.  As  I  said  before,  it  is  the  conception 
of  our  circulatory  organs  and  the  view  we  take 
of  cardiac  cases  that  is  important.  I  wish  to 
take  a  moment  of  your  time  to  emphasize  the  im¬ 
portance  of  circulation  to  the  entire  body.  We 
must  remember  that  every  cell  lives  in  a  very 
definitely  composed  biochemical  medium.  That 
these  cells,  so  far  as  their  activity  is  concerned, 
are  extremely  sensitive  to  the  biochemical  influ¬ 
ences  of  their  environment.  Carbon  dioxid 
must  not  be  allowed  to  go  above  a  certain  level 
and  oxygen  must  not  fall  below"  a  given  level  if 
they  are  to  function  normally.  The  sugars,  the 
salts,  the  fats,  must  be  there  in  suitable  appro¬ 
priate  amounts  to  provide  and  control  energy 
production ;  protein  must  be  there  for  repair. 
The  transportation  system  is  the  circulation  and 
for  correct,  efficient,  organ  function,  transpor¬ 
tation  must  not  fail.  Disturbances  of  the  circu¬ 
lation  may  have  the  most  far-reaching  effects  on 
the  individual  and  on  society.  I  think  we  might 
well  query  whether  the  low  price  of  wheat  in 
vSouth  Dakota  and  some  of  our  troubles  in  col¬ 
lecting  fees  might  not  be  attributable  to  circu¬ 
latory  disturbance  in  the  brain  of  Woodrow  Wil¬ 
son  in  1919.  Mr.  Wilson  was  known  to  have  had 
a  high  blood  pressure.  He  was  unable  to  cope 
with  the  diplomats  at  Paris  in  a  manner  that 
might  well  have  been  expected  of  him.  He 
brought  home  a  treaty  of  peace  which  was  un¬ 
satisfactory.  He  suffered  a  cerebral  hemorrhage 
some  months  later,  and  it  is  probable  that  from 
inadequate  circulation  his  cerebral  cells  failed  in 
the  quality  of  their  output. 

Just  a  word  in  regard  to  treatment,  as  the  hour 
is  late.  We  all  know  the  treatment  of  decom¬ 
pensation.  We  know  too  little  about  the  pre¬ 
vention  of  cardiac  damage  by  the  removal  of  in¬ 
fection.  Finally,  we  pay  too  little  attention  to 
the  adjustment  of  the  cardiac  patient  to  his  en¬ 
vironment.  We  tell  him  to  rest  and  to  take 
things  easily,  but  we  do  not  teach  him  how  to 
take  things  easily.  It  is  a  sad  commentary  that 
there  is  little  available  literature  to  put  into  the 
patient’s  hand  that  will  teach  him  how  to  rest 
and  how  to  take  care  of  his  cardiac  deficiencies. 

In  closing  1  wish  to  thank  Dr.  Willy  and  his 
confreres  for  such  an  excellent  display  of  well- 
worked  up,  well-treated  cardiac  cases. 
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MUTATION 

By  an  Old  Country  Doctor 


While  the  individual  medical  man  may  fall 
short  in  many  ways  and  at  various  times  of  our 
conception  of  what  should  constitute  a  purveyor 
of  medical  science,  still  he  and  his  colleagues, 
with  their  hopes  and  their  fears,  their  talents  and 
their  weaknesses,  are  bound  together  into  an  im¬ 
mense  strength  which  operates  with  tremendous 
force  in  the  affairs  of  men.  This  great  strength 
is  the  medical  profession,  and,  while  it  is  often 
scoffed  at  and  sneered  at,  it  is  extremely  doubt¬ 
ful  wbetheh  this  present  civilization  would  be 
able  to  stand  were  its  beneficent  influence  to  be 
withdrawn.  In  those  days  of  change  and  ad¬ 
justments,  although  we  are  too  near  the  scene 
of  events  to  have  any  perspective,  we  cannot 
help  but  look  around  us  to  see  if  we  can  discern 
any  changes  or  adaptations  which  may  be  taking 
place  within  the  limitations  of  our  horizon.  The 
country  doctor  has  faded  away;  at  least  this  is 
what  we  are  told — his  environment  changed  and 
he  had  to  depart. 

He  is  bemoaned,  not  so  much  for  his  skill  and 
learning  as  a  physician  as  for  the  dramatic  in¬ 
terest  which  surrounded  his  personality.  While 
this  forlorn  figure  is  dissolving  in  the  gloom,  we 
will  refrain  from  dragging  his  frailties  into  the 
light ;  but  we  will  ])ay  him  one  tribute  and  say 
that  he  was  genuinely  anxious  to  improve  himself, 
and  this  was  obvious  from  the  number  of  coun¬ 
try  doctors  who  hung  around  the  hospitals  and 
clinics  and  crowded  the  postgraduate  courses  in 
the  old  days. 

The  gap  left  by  the  buggy-riding  country  doc¬ 
tor  was  filled  by  a  common  practitioner  who 
rode  in  an  automobile. 

Now  this  common  practitioner  is  forsaking  the 
rural  districts  and  small  towns,  because  he  is 
unable  to  make  a  living  there — we  do  not  know 
where  he  is  going.  Regions  that  were  inaccesi- 
ble  rural  districts  some  years  ago  are  now  trav¬ 
ersed  by  gravelled  highways  along  which  roll  the 
motor  ambulance  with  nurse  and  white-coated 
physician  in  attendance.  And  the  patient  is  re¬ 
moved  to  the  hospital  or  clinic  anywhere  within 
fifty  miles,  the  practitioner’s  responsibilities  be¬ 
ing  thereby  removed  from  before  his  eyes.  Nor 
is  this  all  there  is  to  it.  Wherever  we  go  we 
find  that  the  man  who  undertakes  to  live  by  the 
practice  of  medicine  alone  without  other  aid  or 
assistance,  in  these  days  of  the  high  cost  of  liv¬ 
ing,  is  having  a  struggle  to  keep  the  wolf  from 
the  door  and  is  living  on  a  plane  much  below 


that  on  which  the  dignity  of  his  calling  should 
place  him.  The  medical  profession  has  no  de¬ 
finite  line  of  promotion  along  which  a  man  may 
advance.  In  general  practice  there  is  no  line  of 
promotion  of  any  kind,  either  definite  or  in¬ 
definite.  The  only  reward  that  anyone  may  ex¬ 
pect,  is  a  little  prestige  among  his  colleagues. 
Prestige  among  the  people  is  not  to  be  depended 
on  as  they  adore  humbug  more  than  they  do 
merit.  A  man  gifted  with  business  acumen  may 
be  able  to  commercialize  this  popular  applause 
while  it  lasts.  But  one  who  inherits  this  kind 
of  acumen  cannot  be  imbued  with  the  true  spirit 
of  the  profession. 

When  a  young  man  passes  through  his  medical 
course  he  acquires  a  certain  momentum  which 
carries  him  forwards  and  upwards  for  about  ten 
years.  After  this,  his  flight  is  more  on  a  level  until 
he  begins  gradually  to  subside.  During  the  first 
ten  years  he  learns  much  of  the  sordidness  of 
life  and  also  much  of  the  sordidness  of  medical 
practice.  He  is  now  mellowing  into  middle  age. 
The  novelty  of  practicing  medicine  has  worn  off, 
and  the  battle  of  life  is  on  in  earnest.  He  feels 
that  he  is  poorly  equipped  and  would  like  to  im¬ 
prove  himself,  but  he  lacks  the  means  to  fulfill 
his  desires.  The  years  pass,  and  the  talents  he 
so  proudly  displayed  in  his  earlier  years,  have 
atrophied  from  disuse.  The  experience  of  gen¬ 
eral  practice  is  greatly  overestimated  for  its 
academic  value,  and  realizing  this  he  feels  that 
if  he  could  ever  get  the  chance  he  would  make 
something  of  himself.  His  ambition  fires  him, 
and  he  dreams  of  becoming  a  surgeon  or  a 
specialist.  His  surgical  operations  have  borne  an 
inverse  ratio  to  the  years  he  has  practiced,  but 
still  he  dreams — he  is  trying  to  fly  in  a  vacuum. 

Time  rolls  on  until  we  find  him  in  the  sere 
and  yellow  leaf.  The  ambitions  of  his  youth 
have  faded  in  importance.  His  reputation,  which 
once  shone  so  brightly,  has  grown  dim  and  has 
disappeared  with  the  passing  years.  He  has 
neither  property  nor  money  to  show  for  a  life 
of  toil  and  drudgery.  He  still  practices  medi¬ 
cine.  But  let  us  draw  the  veil.  We  trust  that 
he  awaits  his  fate  with  philosophy  and  com¬ 
posure. 

Such  is  the  story  of  thousands  who  have  gone 
before,  and  such  will  be  the  story  of  thousands 
who  are  yet  to  come. 

It  is  difficult  to  get  a  fundamental  idea  across 
with  the  medical  profession  as  with  other  pro- 
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fessions.  The  idea  that  i)rofessional  ability  and 
financial  success  are  wedded  is  a  fallacy — they 
are  divorced.  So  as  not  to  be  misunderstood 
let  us  say  that  these  remarks  are  intended  to 
apply  only  to  the  lower  third  of  the  profession, 
the  submerged  portions.  In  the  ui)per  walks 
professional  ability  and  high  financial  reward 
usually  go  hand  in  hand. 

We  all  honor  our  leaders  and  teachers  and  pay 
homage  to  those  who,  by  superior  ability,  have 
risen  above  the  rest.  A  man  in  general  practice 
is  liable  to  remain  there  unless  fortuitous  circum¬ 
stance  secures  his  release. 

The  health  of  a  profession  depends,  not  merely 
on  the  scientific  principles  on  which  it  is  based, 
but  on  the  kind  and  quality  of  its  individual 
members.  The  “mens  sana”  must  have  a  “cor¬ 
pus  sanum”  to  inhabit.  It  is  useless  to  have  a 
code  of  ethics  which  is  above  the  birth  and  breed¬ 
ing  of  a  large  number  of  the  members  of  any 
profession. 

Ivconomic  necessity  overrides  every  considera¬ 
tion.  This  is  an  axiom  of  sociology ;  so  that 
when  a  large  proportion  of  the  personnel  of  any 
profession  is  ground  between  the  millstones  of 
thwarted  ambition  on  one  hand  and  penury  on 
the  other,  such  a  profession  is  not  going  to  live  up 
to  its  highest  traditions. 

There  is  talent  without  stint  in  our  profession, 
but  most  of  it  is  squeezed  out  and  lost  by  eco¬ 
nomic  pressure. 

It  seems  imperative  that  we  should  reduce  our 
numbers  to  preserve  our  respectability ;  but  with 
wave  after  wave  of  young  doctors  breaking  on 
,  the  shore  or  dashing  themselves  against  the  cliffs 
of  disappointment,  with  men  and  women  from 
the  cults  speaking  in  through  every  unguarded 
channel,  and  the  rest  clamoring  for  admittance, 
a  reduction  of  our  numbers  seems  too  remote  to 
be  of  any  benefit  to  us  in  this  generation.  Our 
Class  A  schools  are  good  but  there  should  be  no 
resting  on  our  oars.  We  hope  that  the  time  is 
at  hand  when  every  young  man  who  aspires  to  a 
license  to  practice  medicine  will  have  to  pass 
through  these  schools  or  remain  without. 

We  must  learn  to  ignore  the  cults  and  to  un¬ 
derstand  them.  A  cult  in  itself  has  no  capacity 
for  development.  A  cult  in  itself  has  not  the 
initiative  to  originate  any  improvement  from 
within  itself.  Improvement  must  be  imposed 
from  the  outside.  The  cult  itself  bears  no  fruit. 
But  when  we  insert  a  graft  of  our  own  tree 
into  the  cult,  and  insist  on  their  studying  med¬ 
ical  subjects — then  things  begin  to  happen.  The 
cult  gives  nourishment  and  support  to  this  graft 
until  it  becomes  a  sturdy  offshoot  and  bears 
fruit.  This  offshoot  is  what  gives  us  so  much 


sorrow.  After  the  graft  has  been  inserted  we 
notice  that  the  cult  consists  of  two  parts — the 
cult  proper  whose  followers  adhere  strictly  to 
the  tenets  of  the  cult  and  the  offshoot  whose 
partisans  aspire  to  practice  medicine. 

Men  and  women  crowd  into  the  cult  schools 
with  a  dim  idea  that  they  will  find  a  shortcut 
into  the  medical  profession.  A  ])ure  cultist  is  a 
harmless  individual,  without  guile — he  does  not 
want  to  practice  medicine  or  bother  anybody. 
So  it  is  never  the  real  cult  that  we  are  fighting. 
The  cult  itself  through  all  its  vicissitudes  re¬ 
mains  unchanged  and  unchangeable.  The  cults 
should  be  carefully  examined  and  studied  by  us, 
so  that  we  can  deal  with  them  intelligently.  Our 
present  method  of  dealing  with  the  cults  is  highly 
unsatisfactory.  We  impose  a  curriculum  on 
them,  and  after  they  have  done  some  shadow 
boxing  with  medical  subjects,  we  give  them  a 
license  to  practice  medicine.  The  real  cult  itself 
never  asks  for  admission :  it  is  content  to  be  left 
alone.  The  cult  is  always  ruthlessly  discarded 
at  the  gate  by  the  ungrateful  people  who  have 
ridden  on  its  back. 

We  are  unable  to  convince  the  public  that  our 
motives  are  pure  and  unselfish  when  we  ask  for 
legislation  to  restrain  the  cults.  We  are  unable 
to  convince  them  that  we  are  actuated  by  solic¬ 
itude  for  their  wellfare  instead  of  for  our  own. 
This  public  is  a  wise  old  bird  and  cannot  be 
easily  deceived. 

The  cult  question  is  of  serious  import  and 
should  receive  our  most  serious  consideration. 
If  we  have  to  absorb  the  Osteopaths  and  later  the 
Chiropractors,  it  will  lower  our  caste  and  dimin¬ 
ish  our  prestige  with  the  public.  It  will  bring 
distress  and  hardship  into  an  already  overcrowd¬ 
ed  profession. 

The  public  are  always  generous  with  us  when 
it  comes  to  giving  us  advice.  They  advise  us  to 
turn  out  more  doctors  to  supply  the  demand  in 
the  country  oblivious  to  the  fact  that  the  doctors 
with  their  families  have  had  to  leave  the  country 
districts  in  order  to  obtain  food.  Many  of  them 
have  actually  been  starved  out.  This,  in  con¬ 
nection  with  the  harassing  reciprocity  conditions, 
is  giving  them  a  hard  time  of  it.  To  add  to  their 
numbers  will  not  ameliorate  their  condition. 

Should  we  find  a  successful  method  for  dealing 
with  the  cults  the  public  will  support  us.  The 
])ublic  may  be  wildly  partisan  to  the  cults  to-day, 
but  the  public  often  changes  its  mind,  and  if  we 
can  defend  our  domain  successfully  against  the 
Osteopath  and  the  Chiropractor  the  public  will 
applaud  us  for  being  able  to  take  care  of  our¬ 
selves. 
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PHYSICAL  HANDICAPS 

The  pathologist  in  the  autopsy  room  must  feel, 
at  times,  that  he  is  dealing  with  a  marvelous  bit 
of  machinery  which  has  undergone  the  strain 
and  stress  of  physical  and  mental  disorder,  but, 
in  spite  of  which,  from  the  history  of  the  in¬ 
dividual  he  has  gone  on  living  anywhere  from 
fifteen  to  twenty  years  beyond  his  supposedly 
alloted  time.  Doubtless  there  are  men  and  women 
walking  the  streets  who  carry  with  them  more  or 
less  evidence  of  chronic  physical  disease ;  and  yet 
the  most  of  it  remains  either  undiscovered  or 
does  not  advance  with  the  rapidity  one  would 
expect.  For  instance,  one  may  cite  the  man  who 
has  had  a  cerebral  hemorrhage  or  a  cerebral 
embolism  that  produces  very  positive  symptoms 
resulting  in  a  paralysis  of  one  or  more  of  his 
extremities;  he  lies  in  bed,  hovering  between  life 
and  death  for  a  few  weeks,  gradually  reaches  a 
period  in  which  there  is  not  much  change,  and 
ultimately  begins  again,  under  suitable  instruc¬ 
tion,  the  restoration  of  his  former  but  forgotten 
muscular  movements ;  and  in  time  he  gets  up, 
gradually,  usually,  and  regains  to  a  very  definite 
degree  his  power  of  locomotion  and  the  action 
of  his  upper  extremities.  During  this  period  of 
partial  convalescence,  he  has  adapted  himself 
to  his  handicap,  and  not  infrequently  he  becomes 
more  cheerful,  more  optimistic,  and  resigned  to 
his  incapacity.  He  may  live  many  years  there¬ 
after,  in  spite  of  the  old  superstition,;  existing 


for  years,  that  he  will  die  at  the  end  of  the  third 
apoplectic  seizure.  This  statement,  of  course, 
has  been  utterly  discarded,  although  some  cases, 
coincidentally,  perhaps,  show  such  a  history. 
Cerebral  hemorrhages  sometimes  are  found  in 
which  eleven  attacks  have  been  noted  and  even¬ 
tually  confirmed  by  autopsy. 

For  instance,  from  another  point  of  view  a  man 
presents  himself  with  a  fairly  good  family  history  ; 
his  brother  lives  to  be  eighty  years  old,  although 
five  of  the  family  died  in  childhood  from  the 
usual  and  frequent  toxi-infectious  diseases.  This 
man’s  personal  history  shows  that  he  is  a  man 
of  fairly  good  habits.  He  has  used  alcohol 
and  tobacco  in  very  moderate  quantities.  He 
had  “muscular  rheumatism” — whatever  that  may 
mean — several  years  ago,  and  the  usual  diseases 
of  childhood.  He  gives  a  history  of  Bell’s  facial 
paralysis  on  the  left  side  in  1908,  and  a  cerebral 
hemorrhage  late  in  December,  1915,  in  which  he 
had  an  aphasia  and  paralysis  of  the  right  arm 
and  hand.  From  this  he  never  fully  recovered. 
He  was  always  more  or  less  uncertain  and  un¬ 
stable  in  his  speech,  although  the  paralysis  of 
his  right  hand  and  arm  seemed  to  have  disap¬ 
peared.  He  is  a  man  of  fairly  active  habits,  an 
out-of-door  man,  on  his  feet  a  good  deal,  and 
does  the  average  man’s  work.  He  comes  under 
observation  again  in  June,  1924,  sixteen  years 
later,  and  complains  of  pain  in  the  left  side  of 
his  chest  and  general  malaise,  but  he  is  not  con¬ 
fined  to  the  house.  He  has  some  dyspnea  on 
exertion,  but  no  cough.  A  })hysical  examination 
shows  that,  although'  he  is  well  developed  and 
fairly  well  nourished,  the  chest  shows  markedly 
impaired  resonance  of  the  left  middle  and  lower 
chest,  posteriorly.  There  is  a  marked  bronchial 
breathing  with  increased  voice  transmission,  a  few 
moist  rales,  and  the  heart  very  moderately  en¬ 
larged,  slightly  irregular ;  his  arteries  are  marked¬ 
ly  thickened  and  hard.  The  rest  of  his  examina¬ 
tion  is  practically  negative,  save  for  slight  im¬ 
pairment  in  the  function  of  his  right  hand  from 
his  insult  sixteen  years  before.  He  has  a  normal 
temperature,  and  yet  he  has  a  pneumonia.  He 
has  a  negative  urinalysis,  confirmed  by  other  ex¬ 
amination.  He  lives  for  a  matter  of  three  weeks, 
and  dies  stuporous  and  unconscious — wears  out. 
The  autopsy  shows  that  he  had  a  bronchial  pneu¬ 
monia  with  pulmonary  infarcts ;  pleural  adhe¬ 
sions  ;  pleural  effusion ;  marginal  emphysema ; 
atelectasis ;  generalized  arteriosclerosis  ;  cardiac 
hypertrophy ;  arteriosclerotic  kidneys ;  chronic 
])assive  congestion  of  liver  and  lungs ;  chronic 
cholecystitis, — eleven  distinct  pathological  find- 
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ings,  and  yet  this  man  has  pursued  a  fairly  even 
course  of  life  and  has  been  up  and  about  until 
two  weeks  before  his  death.  He  was  tremend¬ 
ously  handica})ped,  and  yet  many  of  his  handi¬ 
caps  were  not  demonstrable.  Imrtunately,  he 
lived  an  even  life,  without  excitements  or  ex¬ 
cesses  of  any  kind  or  anything  especially  dis¬ 
turbing. 

As  another  illustration ;  the  man  who  has  a 
hardening  or  destructive  lesion  in  his  spinal  cord. 
He  may  be  a  tabetic,  yet  he  gets  about,  transacts 
his  business,  and  lives  on  for  many  years,  and  fi¬ 
nally  dies  of  some  intercurrent  trouble,  or  he  may 
have  a  lesion  in  his  anterior  gray  horns  and  suffer 
a  group  paralysis ;  yet  he  goes  on,  with  his  cane 
or  crutch,  through  life,  performing  his  duties  in 
an  almost  normal  manner.  Numerous  other  in¬ 
stances  might  be  cited  as  handicaps,  many  of 
them  unrecognizable ;  and  yet  we  wonder  at  the 
flippancy  with  which  many  of  these  diseases  are 
considered.  Perhaps  it  is  just  as  well  that  we 
do  not  know  what  we  suffer;  perhaps  that  is 
why,  under  certain  conditions,  people  begin  to 
complain,  and,  rather  than  go  to  a  doctor,  they 
go  to  a  non-medical  healer;  and  not  infrequently 
they  die,  because  their  normal  course  of  life  has 
been  interfered  with.  Perhaps  the  treatment  is 
not  suitable  for  such  conditions  as  they  suffer 
from,  yet  the  healer  will  retaliate  by  saying  that 
the  doctors  did  not  know  these  things  existed 
(neither  does  he),  and  that,  if  he  had  been  ob¬ 
served  and  the  case  diagnosed  earlier  in  life,  he 
might  have  been  saved — all  of  which  is  bosh.  It 
is  the  man,  his  construction,  his  pathological  ten¬ 
dencies,  and  his  heredity,  that  stands  him  in  good 
stead  and  overcomes  the  pernicious  effects  of  his 
handicaps. 

HYPERTENSION  AND  HYPOTENSION 

HYPERTENSION 

Hypertension,  or  increased  blood  pressure,  as 
the  lay  people  look  at  it,  is  a  frequent  source  of 
anxiety,  not  only  to  the  lay  people,  but  to  phy¬ 
sicians  ;  and  yet  there  are  numerous  cases  where 
exceedingly  high  blood  pressure  has  been  noted 
with  but  few  symptoms  that  followed.  There 
are  cases  not  uncommonly  seen  that  register  up 
to  the  maximum  of  the  blood-pressure  indicator, 
300,  and  probably  could  be  found  much  higher 
if  the  indicator  registered  above  this  figure. 
Then,  too,  there  are  many  physicians  who  be¬ 
lieve  that  140  or  150  for  the  average  person  be¬ 
tween  the  ages  of  forty  and  fifty  is  high  blood 
pressure,  and  not  infrequently  the  physician  in¬ 
cautiously  refers  to  it,  and  perhaps  tells  his  pa¬ 


tient  that  he  has  a  high  blood  i)ressure  when  a 
little  careful  analysis  of  the  situation  would  show 
that  he  has  a  nervous  patient  who  under  certain 
nervous  conditions  would  show  a  pressure  which 
is  supposed  to  be  over  the  normal.  Patients  are 
so  accustomed  to  having  their  blood  jiressure 
taken  now  that  they  will  sit  quietly  and  enjoy  the 
experience,  and  then  look  up  into  the  physician’s 
face,  expectantly,  for  him  to  tell  them  whether 
their  blood  pressure  is  high  or  low.  And  if  he 
is  a  man  of  much  discernment  and  the  patient 
is  nervous  or  apprehensive  it  will  be  much  safer 
for  him  to  say  that  the  patient  has  a  nervous 
blood  pressure  and  give  the  patient  the  minimum 
rather  than  the  maximum  findings  of  the  indi¬ 
cator.  However,  hypertension  is  an  important 
thing  under  certain  conditions.  The  chief  of 
these  is  cardiovascular-renal,  or  even  a  cardio¬ 
renal  ;  and  when  there  are  positive  findings  of 
heart  and  kidney  inadequacy  high  blood  pressure 
is  an  outstanding  factor  in  prognosis,  because  it 
may,  in  turn,  cause  man}-  SATuptoms,  that  is,  the 
high  blood  pressure.  It  may  be  responsible  for 
a  cerebral  hemorrhage,  particularly  when  a  here¬ 
ditary  predisposition  is  in  evidence.  There  are 
many  antecedents  which  should  be  considered : 
chronic  alcoholism,  lead  poisoning,  syphilis,  and 
gout ;  and  other  factors,  too,  must  be  considered, 
such  as  traumatism,  and  diseases  of  the  blood, 
such  as  hemophilia,  leukemia,  and  pernicious 
anemia.  It  can  be  easily  seen  that  any  organic 
disease  of  the  heart  commonly  found  in  the 
valves  which  obstruct  the  blood  stream  must  lead 
to  an  overdistension  of  the  pumping  station.  It 
is  also  comparatively  easy  to  understand  why  a 
chronic  kidney  with  its  various  microscopic  find¬ 
ings  and  chemical  findings  would  suggest  a  lesion 
of  the  heart  and  quite  naturally  a  disorder  of 
the  arteries.  It  has  also  been  noted  that  a  per¬ 
sistent  hypertension  with  a  relatively  high  dias¬ 
tolic  level  usually  means  a  chronic  nephritis,  in 
spite  of  the  fact  that  the  urinary  findings  may 
be  absent.  Naturally  one  would  be  more  or  less 
observant  of  the  possibility  of  a  uremia ;  and 
when  the  cerebral  blood  vessels  are  affected  a 
fleeting  aphasia,  vertigo,  and  syncope  or  a  tran¬ 
sient  hemiplegia  are  the  symptoms  that  are  suf¬ 
ficiently  in  evidence.  One  must  be  quite  sure  of 
one’s  ground  when  taking  hypertension  as  a  seri¬ 
ous  indication  of  a  serious  subjective  symptom. 
The  sphygmomanometer  must  be  in  good  order, 
and  occasionally  tried  out  by  someone  who  is 
expert  in  the  mechanism  of  the  instrument. 
Then  one  must  seriously  consider,  as  has  been 
said  before,  the  nervous  attitude  and  history  of 
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the  individual,  as  there  are  many  who  are  appre¬ 
hensive,  who  are  fearful  of  the  physician’s  find¬ 
ings,  and  who  under  the  excitement  of  examina¬ 
tion  develop  a  high  blood  pressure.  After  con¬ 
fidence  has  been  once  restored  the  blood  pressure 
may  drop  within  twenty  or  thirty  minutes  to  a 
perfectly  normal  level.  Yet  people  go  on  living 
with  all  the  preliminary  symptoms ;  or  perhaps 
the  symptoms  have  been  long  undiscovered  ex¬ 
cept  that  the  hypertension  remained.  Only  by 
careful  inquiry,  by  careful  investigation  of  the 
heart,  the  kidneys,  and  the  history  of  a  possible 
infection  associated  with  a  sclerosis  of  the  blood 
vessels  can  one  be  sure  of  his  ground  in  debating, 
even  with  himself,  the  seriousness  of  hyperten¬ 
sion. 

HYPERTENSION 

One  may  be  equally  vague  in  an  estimate  of 
hypotension  as  with  the  findings  of  hypertension. 
The  insurance  companies  all  over  the  country  are 
keeping  in  close  touch  with  blood  pressures  and 
are  still  rejecting  many  applicants  because  they 
have  a  supposedly  high  blood  pressure ;  and  they 
probably,  with  equal  readiness,  reject  the  man 
who  presents  an  abnormally  low  blood  pressure. 
Hypertension  usually  means  a  disease,  while  hy¬ 
potension  may  be  said  to  be  a  symptom.  In  a 
recent  article  on  clinical  types  of  hypotension, 
by  Dr.  Alfred  Friedlander,  of  Cincinnati,  pub¬ 
lished  in  the  Journal  of  the  A.  M.  A.,  July  19, 
1924,  he  gives  some  very  interesting  observations 
in  low  blood  pressure.  It  is  undoubtedly  true 
that  a  great  many  people  of  vigor,  of  muscular 
activity,  have  low  blood  pressure ;  and  it  seems 
as  if  hypotension  would  be  incompatible  with 
good  health.  It  may  be  a  slander  to  remark  that 
a  good  many  vigorous  people  who  are  more  or 
less  indifferent  about  the  care  of  themselves,  who 
perhaps  are  more  or  less  indiscriminate  in  their 
living,  resort  to  drugs,  such  as  are  commonly 
used  in  headache,  and,  of  course,  all  our  readers 
know  the  drug  referred  to.  This  class  of  people 
are  very  apt  to  have  low  blood  pressure,  prob¬ 
ably  by  the  knock-down  effects  of  their  toxic 
drugs,  which  paralyze  their  nervous  system  and 
temporarily  relieve  their  headaches. 

The  upper  limit  of  systolic  pressure  in  hypo¬ 
tension  is  about  110  in  adults.  In  a  series  of 
experiments  carried  on  by  Alvarez,  in  a  study  of 
blood  pressures  of  15,000  university  freshmen, 
it  was  shown  that  the  pressure  of  young  women 
was  more  uniform  than  the  pressure  of  men,  but 
somewhat  lower.  And  50  per  cent  of  the  women’s 
readings  fell  below  105  and  110. 

This  investigator  further  showed  that  the  aver¬ 


age  pressure  actually  drops  from  the  age  of  17 
to  21  in  men  and  from  17  to  25  in  women.  Cad¬ 
bury,  in  the  Archives  of  Internal  Medicine,  Sep¬ 
tember,  1922,  in  his  investigation  of  blood  pres¬ 
sures  of  normal  Cantonese  students,  those  who 
lived  as  the  average  student  lives,  under  good 
hygienic  conditions  and  are  more  or  less  athletic 
and  with  a  good  quality  of  food  and  who  are 
considered  normal  in  every  way,  at  the  age  of 
twenty  found  60  per  cent  of  the  readings  of  the 
systolic  pressure  between  91  and  110.  This  is 
less  than  normal  for  people  in  Europe  and  North 
America,  but  is  a  matter  of  common  observation 
in  the  Bengali  and  the  I’hilippinos.  Smaller  sta¬ 
ture  and  lighter  weight  perhaps  might  account 
for  some  of  this. 

Dr.  J.  \V.  Fisher,  of  the  Northwestern  Life 
Insurance  Company,  in  a  pamphlet  referred  to 
the  record  of  3,389  persons  between  16  and  60 
accepted  for  insurance  by  the  Company  who  had 
a  systolic  pressure  of  100  or  less.  In  this  series 
there  had  been,  up  to  the  time  of  publication,  26 
deaths,  or  35  per  cent  of  the  expected  mortality. 

Dr.  Wm.  Muhlberg,  medical  director  of  the 
Union  Central  Life  Insurance  Company,  calls  at¬ 
tention  to  the  possibility  that  low  blood  pressure 
at  the  }Hunger  ages  may  be  an  early  symptom 
of  tuberculosis ;  and  he  makes  the  statement  that 
“there  appears  to  be  no  doubt  of  the  fact  that 
a  low  blood  pressure  past  the  age  of  fifty,  and 
associated  with  any  organic  lesion,  is  the  best 
criterion  we  possess  that  the  individual  will  live 
beyond  his  normal  expectancy;  but  just  how  low 
that  blood  pressure  can  fall  without  becoming 
actually  pathologic  depends  upon  further  clinical 
and  statistical  studies  for  the  solution.” 

It  seems  to  be  generally  accepted  that  low  blood 
pressure  is  consistent  with  good  health.  This  is 
dependent,  however,  upon  two  or  three  general 
factors : 

The  force  and  frequency  of  the  heart  beat ; 
secondly,  blood  pressure  may  be  lowered  because 
of  diminution  of  peripheral  resistance ;  and  the 
third  factor  is  the  output  of  blood  with  each 
systole.  Low  blood  pressure  also  may  be  either 
a  temporary  or  a  persistent  phenomenon,  and  in 
some  instances  it  may  be  anaphylactic,  anesthe¬ 
tic,  or  traumatic  in  origin.  It  occurs  in  certain 
acute  infectious  diseases,  drug  intoxications,  cer¬ 
tain  chronic  diseases,  chronic  infections,  or  cach¬ 
ectic  states.  It  is  also  found  in  certain  consti¬ 
tutional  conditions,  such  as  infantilism,  myasthe¬ 
nia  gravis,  and  status  lymphaticus,  and  in  dis¬ 
turbances  of  the  endocrine  glands,  especially  the 
suprarenals,  the  pituitary,  and  the  thyroid. 
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The  entire  article  of  Dr.  I'riedlander’s  should 
be  read,  in  order  to  form  an  adequate  explana¬ 
tion  of  hypotension.  The  author  makes  one 
statement  which  it  is  a  relief  to  know, — that 
actual  myocardial  weakness  is  not  of  so  much  im¬ 
portance  in  the  production  of  hypotension  as  are 
disturbances  of  vasomotor  tone  and  disturbances 
of  blood  volume.  He,  further,  refers  to  the  re¬ 
searches  of  Dale,  Laidlaw,  and  Richards,  who 
claim  that  “low  blood  pressure  is  not  due  to  re¬ 
laxation  of  the  arterioles,  but  is  due,  apparently, 
to  the  dilatation  of  the  capillaries,  pooling  of  the 
blood  within  them,  ])oisoning  of  the  endothelial 
walls  so  that  they  become  abnormally  permea¬ 
ble.”  Reduction  in  blood  pressure  can  be  in¬ 
duced  by  the  injection  of  minute  amounts  of 
histamin,  a  substance  which  typifies  the  action  of 
a  large  class  of  poisonous  protein  derivatives, — 
products  of  partial  digestion,  of  bacterial  action, 
and  of  tissue  extraction. 

MEDICAL  OFFICERS’  TRAINING  CAMP 

On  July  6-20  there  gathered  at  Ft.  Snelling 
(between  Minneapolis  and  St.  Paul)  a  group  of 
medical  men,  including  a  few  dentists  and  veter¬ 
inarians,  designated  as  the  Medical  Officers  Re¬ 
serve  Training  Camp  of  the  Sixth  and  Seventh 
Corps  Areas,  composed  of  ten  or  twelve  states 
of  the  Middle  West. 

The  training  was  under  the  direct  command  of 
Col.  J.  B.  Clayton,  M.  C.  regular  army,  and  in¬ 
struction  was  given  by  regular  army  officers  de¬ 
tailed  for  that  purpose.  It  started  with  a  morn¬ 
ing  period  of  one  and  a  half  hours  of  military 
drill,  followed  by  lectures  by  these  officers  on  the 
present  organization  of  the  Medical  Department 
of  the  Army,  which  has  been  thoroughly  reor¬ 
ganized  since  the  Wolrd  War.  There  were  also 
field  demonstrations  of  tent  pitching,  sanitary  ap- 
])liances,  mode  of  collecting  and  removing  the 
wounded  during  the  battle,  map  reading,  pistol 
practicq  and  equitation  were  also  indulged  in. 

These  reserve  officers  were  organized  into  a 
provisional  regiment,  of  which  Dr.  E.  P.  Quain, 
of  Bismarck,  N.  D.,  was  the  colonel.  The  names 
of  men  from  Minnesota,  and  the  two  Dakotas, 
who  took  the  training  will  be  found  in  our  news 
columns. 

We  believe  this  is  the  second  season  in  which 
this  training  camp  instruction  has  been  given,  al¬ 
though  the  work  last  year  was  not  to  be  com¬ 
pared  with  that  done  this  year,  and  next  year’s 
work  will  greatly  exceed  that  done  last  month. 

The  chief  aim  of  this  instruction  is  to  so  train 
a  large  group  of  medical  officers  in  case  their 
services  are  needed  in  time  of  war  there  will  be 


sufficient  officers  so  thoroughly  trained  as  to 
avoid  the  confusion  and  inefficiency  caused  by 
the  calling  to  the  service  large  groups  of  un¬ 
trained  men  ignorant  of  their  duties. 

The  men,  ])robably  without  an  exception,  who 
gathered  at  IT.  Snelling  were  enthusiastic  about 
the  work  done  and  about  the  friendships  formed 
in  the  two  weeks  of  strenuous,  but  delightful 
work. 


CORRESPONDENCE 


First  Women  Internes  at  the  Minneapolis 
General  Hospital 
To  THE  Editor  : 

In  a  recent  issue  of  The  Journal-Lancet 
I  note  that  you  state  this  is  the  first  year  that 
women  have  been  employed  as  internes  at  IMinne- 
apolis  General  Hospital.  Inasmuch  as  you  repre¬ 
sent  correct  medical  information,  I  am  writing 
to  ask  you  to  correct  this  statement.  I  was  the 
first  woman  interne  employed  at  the  Minneapolis 
General  Hospital,  serving  1916  to  1917.  The 
following  year,  when  I  served  as  the  first  woman 
Assistant  City  Physician,  four  women  internes 
were  employed, — Dr.  Clarissa  Clay,  Dr.  Frieda 
Radusch,  Dr.  Tynne  Kettunen,  and  Dr.  Irene 
Blanchard.  I  believe  it  is  only  fair  to  the  Hos¬ 
pital  to  state  that  this  is  not  a  present-day  in¬ 
novation,  but  was  started  under  Dr.  Collins. 

Sincerely, 

L.  E.  Boutelle,  M.D., 

South  Dakota  State  Health  Department,  Wau- 
bay,  S.  D. 


MISCELLANY 


Resolutions  on  Vaccination 

The  Olmsted  County  (Minnesota)  Medical 
Society  at  its  meeting  last  month  adopted  the  fol¬ 
lowing  resolutions : 

Whereas,  vaccination  against  smallpox  and  ty¬ 
phoid  fever  has  been  attacked  by  various  pseudo¬ 
scientific  societies  and  in  some  instances  by  the 
public  press  as  being  ineffective  in  the  prevention 
of  these  diseases  and  dangerous  to  the  health  of 
those  vaccinated,  and 

Whereas,  the  experience  of  the  medical  depart¬ 
ment  of  the  United  States  Army  has  proved  con¬ 
clusively  that,  in  the  case  of  typhoid  fever,  vaccina¬ 
tion  is  a  safe  and  dependable  measure,  responsible 
for  the  saving  of  many  thousands  of  lives  during 
the  World  War,  as  is  shown  by  a  comparison  of  the 
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typhoid  rate  during  the  Civil  War  before  anti¬ 
typhoid  vaccination  was  known,  and  the  rate  dur¬ 
ing  the  World  War,  indicating  that,  had  the  former 
rate  prevailed,  over  sixty  thousand  Americans  would 
have  died  of  the  disease,  instead  of  the  actual  num¬ 
ber  which  was  barely  two  hundred,  and 

Whereas,  general  neglect  of  vaccination  against 
smallpox  is  leading  to  a  greatly  increased  preval¬ 
ence,  and  in  some  places  to  its  appearance  in  epi¬ 
demic  and  in  virulent  form,  and 

Whereas,  there  is  positive  proof  as  shown  by  the 
records  of  state  and  municipal  health  departments 
that  vaccination  with  re-vaccination  will  prevent 
smallpox,  and 

Whereas,  vaccination  properly  performed  and 
cared  for  carries  no  appreciable  risk  to  the  health 
of  those  vaccinated,  as  proved  by  the  extensive  ex¬ 
perience  of  army  surgeons  who  have  treated  hun¬ 
dreds  of  thousands  of  persons  without  a  death, 
therefore. 

Be  It  Resolved  that  the  members  of  the  Olmsted 
County  Medical  Society  hereby  publicly  endorse 
vaccination  as  a  most  effective  means  for  the  pro¬ 
tection  of  individual  and  community  health  and 
further  that  they  go  on  record  to  the  effect  that 
vaccination  is  a  harmless  procedure  and  conducive 
to  public  welfare. 


NEWS  ITEMS 


Dr.  L.  H.  Btissen  has  moved  from  Swanville 
to  Ereeport  to  take  over  the  practice  of  the  late 
Dr.  Dumont. 

Dr.  J.  B.  Vail  has  moved  from  New  York 
Mills  to  Henning.  Dr.  Vail  is  a  graduate  of  the 
Lmiversity  of  Minnesota,  class  of  ’22. 

Dr.  E.  H.  K.  Schaaf,  of  Minneapolis,  has  left 
for  a  two  months  trip  to  Germany.  He  will  do 
special  work  in  Berlin  and  Koenigsberg. 

Dr.  Andrew  Sivertsen,  of  the  Sivertsen  Clinic 
of  Minneapolis,  has  been  appointed  by  Governor 
Preus  a  member  of  the  Boxing  Commission  of 
Minnesota. 

The  Commissioners  of  St.  Louis  County  will 
co-operate  with  the  L^.  S.  Public  Health  Bureau 
to  stamp  out  trachoma  which  is  pravalent  in  St. 
Louis  County. 

A  traveling  mental  hygiene  clinic  for.  the  State 
of  Minnesota  is  to  be  organized  by  the  Child 
Guidance  Demonstration  Clinic  of  the  University 
of  Minnesota. 

Dr.  W^arren  E.  Wilson,  a  1922  graduate  of  the 
University  of  Minnesota,  has  joined  the  firm  of 
Drs.  Wilson  &  Moses,  of  Northfield,  of  which 
firm  his  father  is  a  member. 


Dr.  Donald  S.  Branham,  a  recent  graduate  of 
the  University  of  Minnesota,  was  married  last 
month  to  Miss  Rachel  J.  Secor,  of  Minneapolis, 
and  has  located  at  Albert  Lea. 

Dr.  J.  J.  McKinnon,  acting  superintendent  of 
the  Eair  Oaks  Lodge  Tuberculosis  Sanatorium, 
at  Wadena,  has  cut  the  budget  for  next  year  by 
more  than  $5,000  below  any  previous  budget. 

Dr.  Erederick  R.  Green,  editor  of  Health, 
Chicago,  is  the  editor  of  a  series  of  syndicate 
papers  on  health  now  beginning  to  run  in  many 
country  pai)ers  of  America.  They  will  be  good. 

We  noted  in  a  recent  issue  the  death  of  Dr. 
Alfred  Lind,  formerly  of  Minneapolis,  which  oc¬ 
curred  in  Cuba.  Funeral  services  were  con¬ 
ducted  for  Dr.  Lind  in  Minneapolis  last  month. 

Dr.  J.  M.  Hofto,  of  Grand  Forks,  N.  D.,  has 
begun  practice  at  Larimore,  N.  D.  Dr.  Hofto 
is  a  graduate  of  Rush,  and  has  just  completed 
his  interneship  at  the  Ancker  Hosi)ital,  St.  Paul. 

Dr.  A.  O.  Fonkalsrud  has  moved  from  Minot, 
N.  D.,  to  Sioux  Falls,  S.  D.,  to  take  up  the  work 
of  the  Bethany  Hospital  Association  of  the 
Lutheran  Church.  Dr.  Fonkalsrud  has  had  wide 
ex])erience  in  hospital  work. 

The  August  meeting  of  the  Lymanhurst  and 
Parkview  staffs  scheduled  for  August  26,  as 
noted  in  our  last  issue,  has  been  given  up ;  no 
meeting  will  be  held  in  xAugust.  The  regular 
meetings  will  begin  on  Sept.  25. 

Dr.  Smiley  Blanton,  of  the  University  of  Wis¬ 
consin,  has  been  appointed  head  of  the  Depart¬ 
ment  of  the  Child  Guidance  Clinic  of  the  Uni¬ 
versity  of  Minnesota,  to  succeed  Dr.  Lawson  G. 
Lowrey,  who  goes  to  Cleveland,  Ohio. 

The  Montana  Association  of  Eye  and  Ear  Sur¬ 
geons  held  its  annual  meeting  in  Helena  last 
month,  when  the  following  officers  were  re-elec¬ 
ted  :  President,  Dr.  G.  O.  Dayton,  Butte ;  secre¬ 
tary-treasurer,  Dr.  L.  G.  Dunlap,  Anaconda. 

Dr.  J.  M.  Dodd,  of  Ashland,  Wis.,  has  retired 
from  the  secretaryship  of  the  Wisconsin  State 
Board  of  Medical  Examiners,  after  having 
served  on  the  Board  for  eleven  years,  nine  years 
as  secretary.  The  office  of  the  Board  will  be 
moved  to  La  Crosse. 

The  fourth  annual  tour  of  the  health  clinic 
working  under  the  auspices  of  the  North  Dakota 
Anti-tuberculous  Association,  began  work  last 
month.  It  will  visit  the  counties  of  the  western 
part  of  the  state,  giving  clinics  and  medical  ser¬ 
vice  where  urgently  needed. 
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Dr.  Charles  W.  Thompson,  of  Helena,  Mon¬ 
tana,  died  last  month  at  the  age  of  70.  Dr. 
Thompson  was  a  graduate  of  Hahnemann  Med¬ 
ical  College  of  Philadelphia,  class  of  ’80,  and 
was  a  pioneer  physician  of  Montana,  where  he 
had  practiced  over  a  third  of  a  century. 

Miss  Louise  M.  Powell  has  resigned  as  director 
of  the  School  of  Nursing,  University  of  Minne¬ 
sota,  to  accept  a  similar  position  at  the  Western 
Reserve  University.  Her  successor  at  the  Uni¬ 
versity  of  Minnesota  is  Miss  Marian  L.  Vannier, 
of  the  Elliot  Memorial  Hospital,  of  the  Univer- 
sit3^ 

The  Great  Northern  Railway  entertained  its 
surgeons  in  handsome  style  last  month,  giving 
them  an  extended  trip  to  the  coast,  where  they 
met  for  their  annual  meeting  on  June  23  and  24, 
and  then  went  to  Vancouver,  P).  C.,  to  attend 
a  meeting  of  the  Northwest  Pacific  Medical  So¬ 
ciety. 

Uie  Medical  School  of  the  Universitv'  of 
Minnesota  received  186  applications  for  admis¬ 
sion  to  the  freshman  class  to  begin  work  in 
September.  As  the  number  of  admissions  in  lim¬ 
ited  to  100  in  a  year,  all  but  105  were  denied 
admission,  five  extra  being  taken  to  fill  possible 
vacancies. 

I’rof.  John  Hunter  and  Dr.  N.  D.  Royle,  of 
Sidney,  Australia,  will  visit  the  Mayo  Clinic  in 
October  and  will  exhibit  the  technic  of  their  op¬ 
eration  for  spastic  paralysis.  They  will  come  to 
this  country  upon  invitation  of  Drs.  W.  J.  Mayo 
and  Franklin  H.  Martin,  who  recently  visited 
Australia. 

At  the  meeting  of  the  Central  Minnesota  Med¬ 
ical  Society  held  at  Pokegema  last  month,  papers 
were  presented  by  Dr.  Franklin  R.  Wright,  of 
Minneapolis ;  Drs.  L.  E.  Daugherty  and  E.  K. 
Greer,  of  St.  Paul ;  Dr.  Arthur  N.  Collins,  of 
Duluth ;  Dr.  Charles  vSwenson,  of  Braham ;  and 
Dr.  F.  E.  Callahan,  of  Pokegema. 

Dr.  Mabel  Ulrich,  of  Minneapolis,  known  to 
our  readers  as  a  very  efficient  worker  in  many 
lines  of  moral  and  health  work,  in  and  outside 
of  Minneapolis,  has  turned  her  attention  to  rare 
books,  i)rints,  pottery,  etc.  She  has  just  returned 
from  Europe  with  trunks  full,  not  of  fashionable 
gowns,  but  of  rare,  esthetic,  and  readable  things. 

The  Wabasha  County  Medical  Society  held  its 
fifty-sixth  annual  meeting  at  Lake  City  last 
month.  The  following  officers  were  elected  for 
the  current  year :  President,  Dr.  H.  E.  Rowers, 
Lake  City;  vice-president.  Dr.  D.  R.  S.  Gutsell, 


Zumbro  Falls;  secretarv-treasurer.  Dr.  W.  F. 
Wilson,  Lake  City;  delegate.  Dr.  E.  H.  Bayle\', 
Lake  Cit}'. 

Duluth  will  make  a  strenuous  effort  to  have 
the  new  United  States  Veterans’  Hospital  (for 
the  Tenth  District),  to  cost  a  million  and  a  half, 
located  in  St.  Louis  County.  The  committee  in 
charge  of  the  matter  says  “Duluth  has  the  ideal 
climate  and  weather  conditions  for  the  treatment 
of  tuberculosis.”  Let  Arizona  and  California 
physicians  and  newspapers  take  notice. 

The  tuberculosis  sanatorium  building,  erected 
at  a  cost  of  $40,000  by  the  American  Legion 
Auxiliary  for  South  Dakota  ex-service  men  at 
Senator,  near  Custer,  S.  D.,  is  being  dedicated 
to-day  (August  1).  The  building  contains  twen- 
t3'^-four  bed-rooms,  with  two  beds  in  a  room  and 
a  sleeping-porch  for  each  room.  The  sanatorium 
is  named  the  Moodie  Memorial  in  recognition  of 
the  services  of  Mrs.  Mable  Moodie,  of  Elk  Point, 
S.  D.,  who  had  charge  of  raising  the  funds  and 
erecting  the  building. 

The  Northern  Minnesota  Medical  Association 
holds  its  mid-summer  meeting  at  Duluth  next 
week  (August  4  and  5).  An  interesting  pro¬ 
gram  has  been  prepared,  and  the  entertainment 
side  of  the  meeting  will  be  pleasing.  The  follow¬ 
ing  names  appear  on  the  program,  each  man 
speaking  on  a  subject  of  practically  every-day 
interest :  Dr.  C.  N.  Callander,  Dr.  Theo.  Brat- 
rud.  Dr.  F.  W.  Schlutz,  Dr.  Verne  S.  Cabot,  Dr. 
F.  W.  Briggs,  Dr.  M.  A.  Shillington,  Dr.  M.  S. 
Henderson,  Dr.  G.  S.  Wattam,  Dr.  Cowing,  Dr. 
Max  Seham,  Dr.  F.  E.  Ik  Foley,  Dr.  G.  B.  New, 
Dr.  H.  Gideon  Wells,  Dr.  E.  M,  Hammes,  and 
Dr.  W.  A.  Fansler. 

The  Montana  State  Medical  Association  held 
its  forty-sixth  annual  meeting  at  Helena  last 
month.  The  president  of  the  Association,  Dr. 
R.  C.  Monahan,  of  Butte,  in  his  presidential  ad¬ 
dress,  made  a  vigorous  protest  against  the  evils 
of  legislation  dealing  with  medical  men  and  med¬ 
ical  matters ;  and  he  expressed  his  disgust  that 
such  things  are  possible.  The  officers  elected 
for  the  current  year  are  the  following:  Presi¬ 
dent,  Dr.  George  McGrath,  Hamilton;  first  vice- 
president,  Dr.  John  L.  Treacy,  Helena  ;  secretary- 
treasurer,  Dr.  E.  G.  Balsam,  Billings ;  delegate 
to  the  A.  M.  A.,  Dr.  C.  T.  Pigot,  Roundtip ; 
alternate.  Dr.  H.  T.  Rhoads,  Choteau.  The  1925 
meeting  will  be  held  at  Lewiston. 

The  following  medical  men  in  Minnesota  and 
the  Dakotas  were  members  of  the  Provisional 
Medical  Regiment  who  were  in  camp  at  Ft. 
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Snelling,  Minnesota  Training  Camp  from  July  6 
to  20.  Minnesota:  Avery,  Jacob  F.,  Lt.  Colo¬ 
nel,  Minneapolis ;  Johnson,  George  L.,  Captain, 
Newfolden.  North  Dakota;  Longstreth,  Wal¬ 
lace  L,  Major,  Sisseton;  MacKenzie,  John  R., 
Captain,  Carrington;  Quain,  Eric  P.,  Colonel, 
Bismarck;  Rice,  Paul  F.,  Major,  Solen.  South 
Dakota  :  Brackett,  John  W.,  Captain,  Sturgis ; 
Braddock,  William  H.,  Captain,  Yankton;  Cook, 
John  F.  D.,  Captain,  Langford;  Culver,  Charles 
F.,  Major,  Sioux  Falls ;  Field,  Everett  H.,  Cap¬ 
tain,  New  Efifington ;  Hohf,  Sialas  M.,  Captain, 
Yankton;  McWhorter,  Port,  Captain,  Miller; 
Plant,  Joseph  H.,  Captain,  Hot  Springs;  White- 
head,  Ellis  H.,  Major,  Brookings. 

The  Illinois  State  Medical  Society  has  under¬ 
taken  a  gigantic  and  splendid  task,  namely,  to 
compile  a  medical  history  of  the  state  extending 
back  250  years,  and  the  Committee  makes  a 
strong  appeal  to  former  Illinois  doctors  or  de¬ 
scendants  of  pioneer  physicians  of  the  “Illinois 
country”  for  material.  The  scope  of  the  volume 
will  range  from  the  discovery  of  Illinois  to  mod¬ 
ern  times..  Through  this  period  of  over  250 
years  there  is  much  of  thrilling  interest  to  be 
detailed.  Collection  of  the  human  interest  data 
can  come  only  from  the  families  or  closest 
friends  of  the  pioneers,  many  of  whom  long  ago 
moved  to  distant  sections  of  the  United  States. 
Through  the  medical  men  and  journals,  it  is 
hoped  to  reach  those  who  may  be  able  to  loan 
valuable  material  to  the  compilers,  who  guarantee 
careful  guardianship  of  anything  sent  for  publi¬ 
cation.  For  detailed  information,  address  Charles 
J.  Whalen,  M.D.,  25  E.  Washington  St.,  Chicago. 

In  a  statement  issued  by  Health  Commissioner 
Harrington,  of  Minneapolis,  on  July  8,  he  gave 
warning  of  the  steps  to  take  in  dealing  with 
certain  infections  diseases,  as  follows :  “Blow 
No.  1.  Let  every  physician  keep  in  mind  that 
smallpox  is  present  in  the  city  and  increasing, 
and  then  regard  with  suspicion  patients  who 
claim  to  have  grippe,  flu,  ‘sprained  backs,’  and 
the  like.  There  is  no  flu  or  grippe  in  the  city 
at  the  present  time.  The  possibility  of  smallpox 
should  be  eliminated  whenever  found.  This  Di¬ 
vision  will  attempt  to  obtain  publicity  to  urge 
vaccination  by  practicing  physicians.  Check 
chickenpox  cases  for  vaccination  scars.  Blow 
No.  2.  Let  every  physician  remember  that 
Minneapolis  has  fewer  cases  of  scarlet  fever  to¬ 
day  than  for  several  years  and  that  the  greatest 
danger  of  spread  is  from  unrecognized  cases. 
Every  sore  throat  patient  who  has  a  rash  and 
every  patient  who  has  a  rash  and  a  history  of 


sore  throat  should  be  regarded  as  a  possible  scar¬ 
let  fever  case.  The  sepsis  factor  of  so-called 
septic  rashes  is  usually  scarlet  fever.  Beware  of 
the  rash  on  a  child  which  is  said  to  be  due  to 
‘something  he  ate.’  ” 


Summer  Meeting  of  the  Sioux  Valley 
Medical  Association 

The  summer  meeting  of  the  Sioux  Valley  Med¬ 
ical  Association  was  held  on  July  8  and  9  at  the 
McKennan  Hospital,  Sioux  Falls,  S.  D.,  and 
proved  to  be  the  best  summer  meeting  in  the 
history  of  the  Association,  also  demonstrating 
that  medical  society  meetings  can  be  made  en¬ 
joyable  and  profitable,  and  be  well  attended. 

The  program  shows  the  kind  of  work  done  and 
by  whom.  This  plan  of  program,  instead  of  one 
composed  of  conventional  papers  by  members  of 
the  Association,  was  introduced  by  the  former 
secretary.  Dr.  R.  M.  Waters,  of  Sioux  City, 
Iowa,  and  it  will  be  followed  by  the  new  secre¬ 
tary,  Dr.  R.  F.  Bellaire,  also  of  Sioux  City. 

The  entertainment  by  the  Sioux  Falls  men  was 
highly  appreciated  by  all  the  members  and  visi¬ 
tors.  The  following  was  the  program ; 

Tuesday,  July  8,  1924 

MORNING  MEETING,  8:30  A.  M. 

1.  Business  Session. 

2.  President’s  Address,  L.  L.  Corcoran,  M.D., 

Rock  Rapids,  Iowa. 

3.  Address — The  Ideal  Clinicopathological 

Conference — Dr.  H.  E.  Robertson,  Mayo 

Clinic,  Rohester,  Minn. 

AFTERNOON  MEETING,  1  :00  P.  M. 

1.  Election  of  Officers. 

3.  Clinical  Demonstration:  Medical  Cases — 

Dr.  Walter  L.  Bierring,  Des  Moines,  la. 

4.  Clinical  Demonstration,  Surgical  Cases — 

Dr.  Arthur  T.  Mann,  Minneapolis,  Minn. 

Wednesday,  July  9,  1924 
MORNING  MEETING,  9  :00  A.  M. 

Clinical  demonstration  (10  minutes  each, 

with  5-minute  question  periods)  by  the  follow¬ 
ing: 

Dr.  Arthur  Margot,  Sioux  Falls,  S.  D. — 

1.  Report  of  case  of  disseminated 
gummatous  sporotrichosis  with  lung 
metastasis. 

2.  Study  of  a  case  of  severe  anemia 
due  to  dibothryocephalus  latus,  in¬ 
cluding  necropsy  report. 

Dr.  R.  S.  Westaby,  Madison,  S.  D. — 

1.  Surgical  treatment  of  fractured  neck 
of  femur.  (Open  method.) 

2.  End-results  in  corn  buskers’  injuries. 

Dr.  A.  S.  Rider,  Flandreau,  S.  D. — 

Probable  thyroid  and  suprarenal  de¬ 
ficiency. 
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Dr.  E.  E.  Gage  and  Dr.  D.  A.  Gregory,  Sioux 
Ealls,  S.  D. — 

Demonstration  of  a  case  of  malta- 
fever  of  the  bovine  type. 

Dr.  Wm.  E.  Donahoe,  Sioux  Falls,  S.  D. — 
Short  discourse  on  the  use  and  value 
of  diptheria  toxin  antitoxin. 

Dr.  G.  G.  Cottam,  Sioux  Falls,  S.  D. — 

Demonstration  of  several  cases  of 
sever  brain  inury. 

Dr.  M.  A.  Stern,  Sioux  Falls,  S.  D. — 

The  use  of  radium  in  the  treatment  cf 
cancer  of  the  cervix  uteri,  with 
demonstration  of  cases. 

Luncheon — at  the  Hospital. 

AFTERNOON  MEETING,  1  :(X)  P.  M. 

Dr.  LeRoy  Crummer,  Omaha,  Nebr. — 
Clinical  Demonstration  Chest  Cases. 

Dr.  B.  H.  Moore,  Chicago,  Ill. — 

Clinical  Demonstration  Orthopedic  Cases. 

Officers  elected :  President,  Dr.  C.  E.  Mc¬ 
Cauley,  Aberdeen,  S.  D. ;  first  vice-president,  Dr. 
C.  L.  Sherman,  Luverne,  Minn;  second  vice- 
president,  Dr.  J.  M.  Rowley,  Rock  Rapids,  Iowa; 
secretary.  Dr.  R.  F.  Bellaire,  Sioux  City,  Iowa ; 
treasurer,  Dr.  W.  R.  Brock,  Sheldon,  Iowa ; 
member  of  the  Board  of  Censors,  Dr.  R.  M. 
Waters,  Sioux  City,  Iowa. 


Physicians  Wanted  In  Iowa 

Physicians  wanted  for  three  or  four  Iowa  loca¬ 
tions.  Little  or  no  money  required.  For  full  data 
address  Box  542,  Cedar  Rapids,  Iowa. 

Physician  Wanted 

Have  an  excellent  location  for  physician  who 
wants  to  make  money  right  from  the  start.  Nothing 
to  buy.  Address  111,  eare  of  this  office. 

For  Sale 

A  surgeon’s  ophthalmic  chair  (Allison)  and  a 
dentist’s  cuspador  are  offered  for  sale  at  a  low  price. 
Address  or  call  upon  T.  V.  Moreau,  40  South  7th 
St.,  Minneapolis. 

An  X-Ray  Technician  Wants  Work 

Has  had  wide  experience  in  large  clinics  in  the 
Twin  Cities  and  has  done  hospital  work  in  the  coun¬ 
try.  Can  give  the  best  of  references.  Address  105, 
care  of  this  office. 

Experienced  Laboratory  Technician  Wants  Position 

In  a  hospital  for  a  private  laboratory.  Very  high 
grade  work  guaranteed,  with  best  of  references.  .Sev¬ 
eral  3’^ears  experience.  Address  109,  care  of  this 
office. 

Practice  For  Sale 

One  of  the  best  practices  in  South  Eastern  North 
Dakota  in  a  city  of  1,800.  Good  high  school,  good 
railroad  center  and  one  of  the  best  mixed  farming 
districts,  with  no  crop  failures.  Am  going  to  the 
city  to  specialize.  Practice  for  sale  with  or  with¬ 
out  residence.  Good  opening  for  German-speaking 
doctor.  Address  124,  care  of  this  office. 


X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  La  Salle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Practice  For  Sale  In  Minnesota 

Established  Minnesota  practice  for  sale  at  invoice; 
excellent  gravel  roads;  sound  dairying  and  farming 
community;  large  consolidated  schools  with  gym¬ 
nasium;  collections  good;  modern  offices  with  den¬ 
tist.  Specializing.  Give  qualifications.  Address  119, 
care  of  this  office. 

Office  For  Rent  In  Minneapolis 

Office  of  three  rooms  with  private  waiting-room. 
Sixth  floor  Yeates  Building,  Nicollet  and  Ninth, 
Minneapolis.  Tel.  Main  7322. 

X-Ray  and  Laboratory  Work  Wanted 

Position  in  doctor’s  office,  clinic,  or  hospital  by 
a  woman  thoroughly  efficient  in  jr-ray  and  labora¬ 
tory  work.  Five  years  experience  in  doctor’s  office 
as  .r-ray  technician,  bookkeeper,  and  stenographer. 
Have  completed  a  six  months  laboratory  course. 
Address  120,  care  of  this  office. 

Physician’s  Office  Equipment  for  Sale  in  Twin  Cities 

Consists  of  white  enameled  office  unit  of  several 
pieces,  also  reception  room  furniture,  sterilizers, 
bookcase,  drugs,  and  other  articles.  Almost  as  good 
as  new.  Price  very  low  for  quick  sale.  Rare  op¬ 
portunity  for  beginner  to  get  equipment  at  small 
cost.  Address  123,  care  of  this  office. 

Salaried  Position  Open 

A  Minnesota  institution  desires  a  man  of  good 
reputation.  Work  will  be  very  light  and  will  be 
confined  to  the  institution.  Will  pay  a  salary  of 
$200  and  room  and  board  for  himself  and  wife,  if 
married.  The  board  and  accommodations  are  those 
of  first-class  hotel.  Address  106,  care  of  this  office. 

Physician  Wanted 

To  take  my  established  Minnesota  practice  for 
invoice  price  of  modern  equipment.  Fine  town  of 
2,000,  two  railroads,  paved  streets,  graveled  roads, 
splendid  community.  Free  office  rooms  in  connec¬ 
tion  with  |drug  store.  Only  one  other  active  phy¬ 
sician.  Large  territory.  Unusual  opening  for  one 
who  is  not  afraid  of  work.  I  am  going  to  spe¬ 
cialize.  Address  116,  care  of  this  office. 

Physician’s  Office  Furniture,  Etc.,  For  Sale 

Roll-top  desk,  safe,  white  enamel  folding  chair 
and  cushion,  instruments,  and  medicines  of  the  late 
Dr.  H.  Z.  Fisher,  of  Lansford  N.  D.,  are  offered 
for  sale.  Everything  in  good  condition.  Can  be 
bought  at  a  bargain.  Good  location  for  a  doctor. 
Address  Mrs.  H.  Z.  Fisher  (Bo.x  186),  Lansford, 
N.  D. 
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SURGERY  IN  CASES  OF  TUBERCULOUS  ARTHRITIS* 

By  Melvin  S.  Henderson,  M.D. 

Section  on  Orthopedics,  Mayo  Clinic 
ROCHESTER,  MINNESOTA 


In  recent  years  the  prevention  of  tuberculosis 
and  the  general  outline  of  treatment,  particularly 
of  the  pulmonary  type,  have  been  brought  prom¬ 
inently  before  the  public.  There  can  be  no  doubt 
that  such  publicity  has  done  much  to  overcome 
the  firmly  entrenched  opinion  that  treatment  was 
almost  futile,  and  the  prognosis  hopeless.  The 
physician  now  has  the  hearty  and  optimistic  co¬ 
operation  of  the  patient  and  his  family  and 
friends. 

Tuberculosis  of  the  joints  is  by  no  means  a 
negligible  factor  in  the  problem  as  a  whole. 
Affecting,  as  it  so  often  does,  the  person’s  loco¬ 
motive  apparatus,  it  readily  puts  him  hors  de 
combat.  Tuberculosis  of  the  bones  and  joints  is 
always  secondary  to  a  lesion  elsewhere.  It  is 
commonly  accepted  that  the  primary  lesion  is  a 
caseating  gland,  usually  in  the  deep  cervical, 
bronchial,  or  mesenteric  groups.  In  some  in¬ 
stances  the  bacilli  may  be  taken  into  the  chyle 
direct  from  the  intestines  and  carried  by  the 
thoracic  duct  into  the  circulation.  The  work 
done  by  Miller  and  Mitchell,  in  collaboration  with 
of  Sir  Harold  Stiles,  proved  that  the  milk-bome 
bacilli  of  tuberculosis  of  the  bovine  type  were 
responsible  for  much  of  the  surgical  tuberculosis 
of  the  patients  at  the  Royal  Edinburgh  Hospital 
for  Sick  Children.  They  proved  the  error  of 
Koch’s  assertion  that  bovine  tuberculosis  never 
causes  tuberculosis  in  the  human.  Fraser,  also 
of  Edinburgh,  found  that  it  was  difficult  to  pro- 

♦Presentecl  before  the  Staff  of  the  Lymanhurst  Hospital, 
Minneapolis,  April  22,  1924. 


duce  tuberculosis  of  the  bone  experimentally. 
The  soil  must  be  adapted  to  the  peculiarities  of 
the  bacilli  before  they  will  take  hold  and  grow. 
Fraser  contended  that  a  form  of  gelatinous  de¬ 
generation  must  occur,  and  that  it  might  be 
brought  about  by  the  toxemia  of  the  bacilli  them¬ 
selves,  or,  as  pointed  out  by  Stiles,  comparatively 
slight  trauma  in  a  child  might  slightly  loosen  an 
epiphysis,  and  a  hemorrhage  in  the  metaphyseal 
area  ensue,  thus  furnishing  fertile  soil  for 
the  bacilli.  Local  resistance  may  finally  seal  in 
the  tuberculous  embolus  deposited  in  such  an 
area,  and  hold  it  securely  locked,  only  to  fail  in 
later  years  when  the  individual’s  general  resist¬ 
ance  may  be  low,  or  trauma  may  cause  a  lowering 
of  the  local  resistance.  Brown,  some  years  ago, 
demonstrated  that  dust  and  dirt  from  hovels,  pre¬ 
viously  occupied  by  tuberculous  patients,  failed 
to  produce  the  disease  when  injected  as  an  emul¬ 
sion  into  a  guinea-pig.  The  danger  of  infection  in 
such  a  manner  may  be  overestimated,  but  too  often 
a  clear-cut  history  of  previous  association  with 
tuberculous  patients  demonstrates  beyond  doubt 
the  danger  of  contact  and  intimate  association, 
when  proper  precautions  are  not  taken.  Fraser 
found,  at  the  Royal  Hospital  for  Sick  Children, 
that  62  per  cent  of  the  cases  of  surgical  tuber¬ 
culosis  were  due  to  the  bovine  type  of  bacillus. 
Of  the  remaining  v58  per  cent,  supposedly  the 
human  type,  there  was  a  history  in  71  per  cent 
of  open  tuberculosis  in  some  member  of  the 
family  with  whom  the  patients  had  been  in  con¬ 
tact.  Fraser  found  that  tuberculosis  of  the 
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synovia  was  as  easy  to  produce  as  tuberculosis  of 
the  bone  was  difficult.  He  also  found  that  trau¬ 
ma  was  an  inducing  factor,  as  had  been  demon¬ 
strated  in  Schuller’s  work  in  1880.  Da  Costa 
said,  “To  deny  the  possibility  of  traumatic 
tuberculosis  is  to  deny  many  of  the  truths  of 
pathology,  and  some  of  the  plainest  lessons  of 
clinical  medicine.”  The  frequency  with  which  a 
history  of  trauma  is  encountered  in  patients  with 
tuberculosis  of  the  joint  leaves  no  room  for  doubt 
as  to  its  importance  in  the  etiology.  It  has  been 
my  impression  that  we  do  not  see  the  same  per¬ 
centage  of  tuberculous  joints  in  our  orthopedic 
clinic  that  we  did  ten  years  ago.  I  find  that  in 
1914  we  saw  227  tuberculous  joints,  or  0.74  per 
cent  of  the  total  registration  of  the  Clinic  for 
the  year,  whereas  in  1923  we  saw  276  tuber¬ 
culous  joints,  or  0.49  per  cent  of  the  total  regis¬ 
tration  for  the  year.  Certain  factors  may  in¬ 
fluence  these  figures,  one  way  or  another,  but 
they  seem  to  bear  out  the  impression  that  the 
patients  with  tuberculous  joints  are  proportion¬ 
ately  not  so  numerous  as  they  were  ten  years  ago. 

Our  diagnoses  have  been  based  on  clinical  data, 
and  wherever  an  operative  procedure  has  been 
undertaken  pathologic  examinations  and  guinea- 
pig  tests  have  been  made.  When  we  turn  to  our 
textbooks  for  information  concerning  the  re¬ 
lative  frequency  with  which  the  different  joints 
are  affected,  we  find  that  the  most  reliable  data 
emanate  from  children’s  hospitals.  These  data 
might  well  be  different  from  those  emanating 
from  a  general  clinic. 

PATHOLOGY 

The  pathology  is  a  broad  phase  of  the  subject 
and  can  only  be  touched.  The  reaction  of  the 
patient  to  the  virulence  of  the  infection  reflects 
itself  more  or  less  in  the  lesion.  The  difference 
in  the  type  seen  in  children  and  that  seen  in  adults 
can  be  explained  mainly  on  the  difference  in  the 
tissues  of  the  joints,  cartilage  and  young  bone 
predominating  in  the  child.  The  controversy  still 
exists  as  to  whether  the  infection,  so  far  as  the 
joint  is  concerned,  originates  in  the  bone  or  the 
synovia.  This  is  a  question  that  cannot  be  de¬ 
finitely  settled.  .  Undoubtedly  the  infection  can 
start  in  either  one  and  spread  to  the  other. 
From  a  wide  experience  in  resections  of  the  knee 
for  tuberculosis  in  adults,  I  may  say  that  ab¬ 
scesses  in  the  ends  of  bone,  either  the  femur  or 
the  tibia,  are  the  rule  rather  than  the  exception. 
It  is  true  that  such  patients  are  usually  in  an 
advanced  stage  of  the  disease,  and  the  lesion, 
therefore,  is  of  the  terminal  type.  Resections 


have  been  performed  on  children  in  a  few  in¬ 
stances,  but  in  these,  abscesses  of  the  bone  were 
the  exception  rather  than  the  rule. 

COMPLICATIONS 

The  complications  that  may  assail  the  patient 
with  tuberculosis  of  the  joint  are  many,  the  most 
serious  being  extension  of  the  tuberculosis  to 
vital  organs,  such  as  the  lungs  and  kidneys  or  to 
the  meninges.  Tuberculosis  of  the  kidney  is  ob¬ 
served  infrequently,  and,  if  unilateral,  no  time 
should  be  lost  in  removing  the  kidney.  The  oper¬ 
ation  on  the  joint,  if  there  is  to  be  one,  can  wait. 
Cold  abscesses  should  be  left  alone  unless,  merely 
by  their  size,  they  are  causing  difficulties.  Even 
then  they  should  not  be  opened  and  allowed  to 
drain,  but  should  be  tapped  with  a  trochar  and 
cannula,  and  possibly  idoform  emulsion  injected. 
Even  if  there  is  a  low-grade  secondary  infection, 
this  same  procedure  should  be  carried  out.  On 
the  other  hand,  if  there  is  extreme  tenderness  on 
palpation  of  the  abscess,  and  the  patient  is  no¬ 
ticeably  septic,  incision  and  drainage  should  be 
carried  out.  Amyloid  degeneration  comes  late 
in  the  profoundly  toxic  and  septic  cases,  but,  for¬ 
tunately,  is  not  seen  as  often  as  in  the  past. 
Meningitis  is  luckily  infrequent ;  there  is  no  way 
to  guard  against  it.  There  is  no  reason  to  believe 
that  surgery  is  an  exciting  cause  in  its  production. 
Early  in  my  experience  I  saw  two  patients, 
healthy,  robust  young  men,  who  were  being  given 
tuberculin,  develop  meningitis,  following  the  re¬ 
moval  of  tuberculous  epididymes.  I  was  never 
able  to  convince  myself  that  tuberculin  did  any 
good,  and  this  disastrous  complication,  which,  it 
is  true,  may  have  been  merely  a  coincidence,  led 
me  to  be  even  more  doubtful  of  its  efficacy,  and 
finally  to  abandon  its  use.  The  spontaneous  rup¬ 
ture  of  tuberculous  abscesses  that  have  become 
mildly  septic  is  not  generally  accompanied  by 
general  reaction,  whereas  when  cold  abscesses 
become  secondarily  infected,  after  being  opened, 
the  opposite  may  occur.  The  secondary  infection 
of  a  tuberculous  abscess  with  pyogenic  organ¬ 
isms  may  be  a  blessing  in  disguise,  the  secondary 
infection  leading  to  ankylosis  of  the  joint.  It 
is  rare  indeed  that  a  joint  infected  only  with  the 
bacillus  of  tuberculosis  becomes  ankylosed,  and  I 
am  inclined  to  believe  that  the  bacilli,  per  se, 
never  cause  solidification  of  the  joint.  If  the 
secondary  septic  process  is  mild  enough,  drainage 
may  even  not  occur,  but  ankylosis  will  follow, 
because  of  its  presence. 

TREATMENT 

The  treatment  of  tuberculosis  of  the  joints  is 
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a  problem  that  is  influenced  by  many  factors. 
A  clear  understanding  of  the  pathology  must  be 
kept  in  mind,  together  with  certain  cardinal  prin¬ 
ciples.  It  must  be  remembered  that  a  tuberculous 
joint  is  always  secondary  to  a  tuberculous  focus 
elsewhere  in  the  body,  that  the  virulence  of 
the  infection  varies  as  does  the  resistance  of  the 
host,  that  the  economic  problem  is  not  so  great 
in  the  child  as  it  is  in  the  adult,  that,  generally 
speaking,  whereas  conservative  measures  are  in¬ 
dicated  in  children,  radical  treatment  is  to  be 
favored  in  the  adult,  and  that  owing  to  the  ana¬ 
tomic  structure  and  physiologic  function,  each 
joint  presents  peculiarities  that  influence  the 
method  of  treatment  in  each  case.  Therefore, 
it  is  difficult  to  lay  down  hard  and  fast  rules  for 
the  treatment.  It  may  be  stated  that,  if  cure  of 
a  tuberculous  joint  can  be  obtained  by  the  con¬ 
solidation  of  that  joint  by  an  ankylosis  in  a  posi¬ 
tion  compatible  with  function,  the  result  will  be 
a  fortunate  one.  It  must  be  conceded,  however, 
that  tuberculous  joints,  particularly  in  children, 
can  be  so  completely  recovered  from  that  normal 
range  of  motion  and  full  function  will  result. 
The  same  happy  result  may  occasionally  occur  in 
the  adult.  Therefore  to  say,  once  the  diagnosis 
of  tuberculosis  is  made,  that  the  best  to  be  ex¬ 
pected  is  ankylosis,  is  not  correct  and  may  un¬ 
necessarily  depress  the  patient  and  his  family, 
and  lead  to  unwarranted  surgery.  On  the  other 
hand,  to  treat  indefinitely  by  fixation  in  appa¬ 
ratus,  for  example  a  knee-joint  in  a  young  adult, 
when  the  disease  is  at  a  standstill  with  consid¬ 
erable  bony  erosion  and  destruction,  merely  be¬ 
cause  one  has  seen  a  few  exceptional  recoveries 
under  conservative  regime,  is  to  display  conserva¬ 
tism  that  is  disastrous  to  the  patient  and  a  dis¬ 
credit  to  the  profession.  The  pendulum  has 
swung  back  and  forth,  from  the  extreme  radical¬ 
ism  of  the  last  quarter  of  the  last  century  to  the 
conservatism  that  immediately  followed  it.  To¬ 
day,  in  the  light  of  the  knowledge  gained  by  such 
experience,  we  hav£  a  sound  base  on  which  to 
establish  and  institute  treatment  in  the  individual 
case. 

The  records  of  the  patients  with  tuberculous 
arthritis  on  whom  surgical  procedures  have  been 
carried  out  during  the  last  year,  in  the  Section 
on  Orthopedics  of  the  Mayo  Clinic,  have  been 
reviewed.  This  study  has  been  made  the  basis 
for  my  paper,  and  will  reflect  what  we  consider 
to  be  the  modern  methods  of  surgical  treatment 
of  these  patients.  Even  a  partial  discussion  of 
the  many  interesting  points  that  have  been  noted 
during  such  a  review,  cannot  be  entered  into  here. 


and  I  shall  confine  myself  to  the  strictly  surgical 
side  of  the  problem. 

Twenty-eight  patients,  fourteen  males  and  four¬ 
teen  females,  with  tuberculosis  of  the  spine  were 
subjected  to  surgery.  The  average  age  of  the 
patients  was  thirty-one  years ;  none  was  under 
twenty  years  of  age ;  thirteen  were  between  twen¬ 
ty  and  thirty;  eleven  betw'een  thirty  and  forty; 
and  four  between  forty  and  fifty.  Infectious  dis¬ 
ease  seemed  to  have  been  the  etiologic  factor  in 
nine  cases,  one  was  attributed  to  pneumonia  and 
eight  to  influenza.  Trauma  had  a  definite  bear¬ 
ing  in  four  cases.  A  family  history  of  tuber¬ 
culosis  was  obtained  in  two. 

Tuberculosis  elsewhere  was  determined  in  elev¬ 
en  cases,  in  the  kidney  in  one  case,  in  the  knee 
in  one,  and  in  the  lungs  in  nine  cases.  The  latter 
diagnosis  was  based  chiefly  on  ^r-ray  and  not  on 
clinical  findings.  In  no  instance  was  the  sputum 
positive  for  bacilli  of  tuberculosis.  The  average 
duration  of  the  disease  was  two  and  three-tenths 
years.  The  lesion  was  in  the  dorsal  region  in 
thirteen  cases,  in  the  lumbar  in  ten,  and  in  the 
dorsolumbar  region  in  four ;  in  one  case  a  med¬ 
ian-dorsal  lesion  was  associated  with  a  lumbar 
lesion.  A  bone-grafting  operation,  according  to 
the  method  of  Albee  (Fig.  1),  was  performed 


Fig'.  1  (A53249).  Tuberculosis  of  tlie  second  and  third 

lumbar  vertelu'fe  arthrodesed  by  bone  graft  ten  years  ago. 
Results,  excellent. 

in  nineteen  cases  and  an  osteoplastic,  according 
to  the  method  of  Hibbs,  in  nine.  Paraplegia  was 
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present  in  three  cases,  and  was  relieved  in  all. 
Eive  ])atients  had  mediastinal  abscesses  without 
drainage  at  the  time  of  operation.  Post-opera¬ 
tive  rest  in  bed  on  a  Pradford  frame  with  a  wind¬ 
lass  attachment,  as  devised  by  Jepson,  had  been 
insisted  on  for  at  least  six  weeks.  Eollowing  this 
a  4'avlor  back-brace  was  worn,  and  was  advised 
for  one  year  after  the  time  when  the  patient  be¬ 
came  free  from  sym])toms.  Ceneral  measures, 
which  will  be  discussed  later,  were  advised,  and 
it  was  further  recommended  that  a  great  deal  of 
the  i)atient’s  time  be  spent  in  recumbency.  Even 
when  a  patient  is  thought  to  be  well,  frecpient 
rest  periods  during  the  day  are  insisted  upon. 

Ifighteen  patients  with  tuberculosis  of  the  knee- 
joint  were  operated  on  (Eig.  2).  Sixteen  had 


Fig.  2  (A201824).  Tuberculosis  of  the  knee  before 

aiTlidodesis. 


resections,  one  had  a  synovectomy,  and  one  an 
amputation.  The  average  age  of  these  patients 
was  tw'enty-six  years.  There  was  one  patient 
under  10  years  of  age;  one  between  10  and  20; 
eleven  between  20  and  .30;  four  between  30  and 
40;  and  one  between  40  and  50.  Fourteen  were 
males  and  four  were  females.  A  definite  history 
of  trauma  was  obtained  in  ten;  of  infectious  dis¬ 
eases  in  four;  of  influenza  in  three ;  and  of  scarlet 
fever  in  one.  The  average  duration  of  the  dis¬ 
ease  was  eight  and  six-tenths  years.  A  })ositive 
family  history  was  obtained  in  three  cases.  Tu¬ 
berculosis  in  other  parts  of  the  body  was  diag¬ 
nosed  in  seven  cases  and  in  the  lungs  in  six,  the 
diagnosis  being  made  by  .r-ra\',  and  in  one  patient 
the  spine  and  testicle  were  affected.  Of  the  six¬ 
teen  patients  having  resections  (Fig.  3)  and  the 


Fif?.  ?,  (A201824).  Same  case  as  Figure  2,  two  years  after 
artlioclesis. 

one  having  an  amputation,  ten  had  definite  bom- 
abscesses.  Fixation  after  operation  was  provided 
by  aid  of  a  plaster  cast,  and,  when  union  was 
thought  complete  enough,  a  stiff-legged  brace  was 
applied.  Generally  speaking,  tuberculosis  of  the 
knee  in  patients  over  fifty  should  be  treated  bv 
amputation,  ratber  than  by  resection. 

For  various  reasons  the  remainder  of  the  cases 
in  the  series  do  not  lend  themselves  readilv  to 
classification.  In  the  cases  of  tuberculosis  of 
the  hip  joint,  even  in  the  operative  cases  in  which 
we  have  been  convinced  clinically  that  the  con¬ 
dition  is  due  to  tuberculosis,  the  tissue  obtained 
during  arthrodesis,  and  passed  on  to  the  ])ath- 
ologist,  many  times  is  reported  as  inflammatory. 
In  the  knee-joint,  on  the  other  hand,  when  prac¬ 
tically  the  whole  joint  was  removed  by  resection, 
the  pathologic  diagnosis  checked  up  with  the  clin¬ 
ical  in  almost  every  instance.  The  treatment  of 
tuberculosis  of  the  hip  is  more  difficult  than  that 
of  the  knee  (Fig.  4).  Since  the  use  of  the 
x-ray  has  become  common,  a  shar])er  differen¬ 
tiation  of  the  hip-joint  lesions  is  possible,  and 
coxa  vara,  and  flat  head  or  Legg’s  (Perthe’s) 
disease  have  been  rescued  from  the  tuberculous 
group.  We  are  gradually  coming  to  believe  that 
arthrodesis  of  the  hip-joint  is  probably  the  best 
solution  for  the  adult  patient  with  tuberculosis 
of  the  hip- joint.  Four  operations  were  per¬ 
formed  during  the  last  year  to  produce  ankylosis 
for  what  was  believed  clinically  to  be  a  tuber¬ 
culous  condition  of  the  hip.  Only  one  case  was 
proved  b_\-  the  material  given  to  the  pathologist 
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Fig.  4  (A242479).  Tuberculosis  of  the  hip  with  total  cle- 
stiuction  of  the  joint  and  perforation  into  the  pelvic  cavity. 

to  be  tuberculous,  but  the  others  seemed  to  be 
tuberculous,  clinically.  All  of  the  patients  have 
done  very  well.  It  is  not  so  easy  to  obtain  an 
arthrodesis  in  the  hip- joint  as  it  is  in  the  knee, 
and  this  fact,  plus  the  technical  difficulties,  may 
help  to  explain  why  the  operation  is  not  in  favor. 
In  children  the  treatment  should  be  essentially 
conservative  (Fig.  5).  Eighteen  patients  with 


Fig.  5  (A133011).  Tuberculosis  of  the  hip  in  a  seven-year- 
old  girl  treated  conservatively  on  a  Jones  abduction  frame. 


tuberculosis  of  the  hip  were  subjected  to  some 
surgical  procedure,  such  as  correction  of  bad 
position  by  hrisement  force,  and  the  application 
of  a  cast,  an  osteotomy  for  adduction  deformity, 
followed  by  a  cast,  aspiration  and  injection  of 
abscesses,  or  arthrodesis  (Fig.  6  and  7).  Five 
of  the  patients  in  this  series  were  males,  and 
thirteen  females.  The  average  age  was  twenty- 
two  years.  Three  patients  were  between  one  and 
ten  years ;  six  were  between  ten  and  twenty 
years ;  four  between  twenty  and  thirty ;  four  be¬ 
tween  thirty  and  forty;  and  one  was  between 
forty  and  fifty  years.  A  family  history  of  tuber¬ 
culosis  was  obtained  in  eight.  Trauma  would  be 
judged  a  factor  in  six,  and  infectious  diseases  in 
three. 


Fig.  G  (A380G93).  Tuberculosis  of  the  hip  in  a  girl  seven¬ 
teen  years  of  age,  before  operation,  showing  total  destruc¬ 
tion  of  the  Joint,  head,  and  neck  of  the  femur. 


Fig.  7  (A380693).  Same  case  as  Figure  6,  after  arthodesis. 
Patient  now  walks  many  miles  daily  without  cane  or  crutch. 

The  wrist  joint,  though  rarely  affected,  is  diffi¬ 
cult  to  control.  Resection  or  arthrodesis  is  only 
rarely  advisable.  Prolonged  splinting  on  a  cock- 
up  splint,  permitting  the  use  of  the  fingers,  will 
often  lead  to  a  cure.  Secondary  infection  caus¬ 
ing  rupture  of  abscesses  may  also  lead  to  ankylo¬ 
sis  and  functional  cure,  so  far  as  the  arm  is  con¬ 
cerned.  Tuberculous  tenosynovitis  may  be  the 
primary  focus,  and  the  joint,  the  secondary.  This 
is  one  of  the  arguments  for  dissection  and  re¬ 
moval  of  the  tenosynovitis.  We  have  obtained 
very  satisfactory  results  by  evacuating  the  tendon 
sheaths  of  their  fluid  and  rice  bodies,  and  in¬ 
jecting  with  iodoform  emulsion.  The  same  con¬ 
servative  measures  are  advocated  for  the  elbow 
joint,  although  here  arthrodesis  may  be  carried 
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out,  and  the  elbow  put  in  the  position  of  election, 
if  the  condition  is  ])rogressing.  vSecondary  in¬ 
fection  may  ensue  also.  Conservative  measures 
are  the  more  readily  acce])ted  and  radical  meas¬ 
ures  deferred  in  the  elbow  joint  because  the  prob¬ 
lem  of  weight-bearing  is  not  a  factor. 

Tbe  shoulder-joint  offers  a  peculiarly  difficult 
problem  in  the  matter  of  fixation  ajiparatus. 
When  the  condition  is  especially  painful,  a  re¬ 
section  of  the  head  of  the  bone,  with  removal 
of  a  portion  of  the  glenoid  fossa,  is  often  ad¬ 
visable.  This  leaves  a  fiail  shoulder,  it  is  true, 
but  that  is  preferable  to  the  extreme  pain  that  is 
sometimes  present. 

Involvement  of  a  sacro-iliac  joint  may  com¬ 
pletely  incapacitate  the  patient  who  is  otherwise 
in  excellent  condition.  Here  again  abscesses  sec¬ 
ondarily  infected  may  bring  about  ankylosis  with 
relief  from  pain.  In  one  case  last  year  an  ankyl¬ 
osis  by  operation  with  relief  from  pain  was  pro¬ 
duced  in  three  months. 

After  operative  procedures  the  patient’s  general 
condition  should  be  carefully  guarded.  In  the 
way  of  medication,  first  place  must  be  given  to 
cod  liver  oil,  and  the  next  to  syrupus  ferri  iodidi, 
particularly  to  children.  Means  must  be  taken  to 
see  that  the  food  is  plentiful  and  of  the  proper 
quality.  Many  tuberculous  patients  will  not  take 
fatty  foods,  avoiding  milk,  butter,  eggs,  and 
bacon. 

Heliotherapy  is  a  valuable  aid  and,  with  the 
co-operation  of  the  family,  can  usually  be  carried 
out  even  in  the  cities. 


ROLLIER’S  TREATMENT  OF 


Tuberculous  arthritis,  particularly  in  the  adult, 
must  always  be  considered  as  a  possible  surgi¬ 
cal  condition.  Conservative  orthopedic  measures 
must  be  carried  out,  with  or  without  active  sur¬ 
gical  intervention,  to  give  adequate  protection 
and  splinting  of  the  affected  part.  The  teaching 
of  Hugh  Owen  Thomas  on  physiologic  rest  is 
nowhere  so  applicable  as  here. 

CONCLUSIONS 

1.  Tuberculous  arthritis  is  always  secondary 
to  tuberculosis  elsewhere  in  the  body  although  it 
may  be  the  prime  factor  in  the  patient’s  disability. 

2.  Conservatism  is  to  be  favored  in  children, 
whereas  in  adults  it  must  be  remembered  that 
restoration  to  function  is  often  an  all  important 
economic  question,  and  opportune  surgery  may 
greatly  hasten  a  cure. 

3.  The  majority  of  the  patients  with  tuber¬ 
culous  arthritis  are  treated  conservatively  bv 
orthopedic  fixative  apparatus,  tonics,  general  hy¬ 
giene,  and  heliotherapy,  but  certainly  a  goodly 
number  may  be  restored  to  their  normal  activities 
by  surgery  that  otherwise  might  never  be  so  re¬ 
stored  or  would  be  greatly  delayed  in  attaining 
that  goal. 

4.  In  adults  arthrodesis  of  the  spine  and  the 
knee-joint  are  operations  that  in  our  hands  have 
been  of  great  aid.  In  the  hip- joint  arthrodesis 
though  not  so  commonly  performed  should  be 
undertaken  more  often  than  it  is. 


TUBERCULOSIS:  A  CLINIC* 


By  J.  S.  Pritchard,  M.D, 

President,  MLssissippi  Valley  Tuberculosis  Association:  Chief  of  Depai-tinent  of  Pulmonary  Diseases,  Battle  Creek 

Sanitarium 

BATTLE  CREEK,  MICHIGAN 


Mr.  President,  Ladies  and  Gentlemen : 

1  he  word  tuberculosis  brings  sadness  to  our 
minds  and  hearts.  For  years  we  have  heard  that 
tuberculosis  was  fatal,  that  when  diagnosed  as 
a  consumptive  a  patient  had  to  die,  and  it  has 
only  been  recently  that  all  of  us  have  realized 
fully  that  it  is  a  curable  disease.  Many  of  you 
will  recall  that  some  years  ago  when  tuberculosis 
was  diagnosed  in  a  person  that  person  immed¬ 
iately  went  west,  and  was  advised  by  the  western 
doctor  to  do  three  things :  first,  seek  the  climate 
of  the  west;  second,  buy  a  broncho;  third,  have 


liefore  a  public  ses.sion  of- South  Dakota  Sta 
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on  hand  a  very  liberal  supply  of  Scotch  whiskev. 
Many  of  those  patients  who  had  tuberculosis 
succeeded  in  beating  the  climate,  in  overcoming 
the  wiles  of  the  broncho,  the  injurious  effects 
of  the  whiskey,  and  the  tuberculosis.  Their  re¬ 
sistance  was  so  great,  their  strength  was  so 
splendid,  that  they  overcame  all  these  particular 
handicaps  that  are  detrimental  to  the  body,  but 
had  they  desisted  from  the  whiskey  and  kept 
away  from  the  broncho  and  taken  a  reasonable 
amount  of  rest  they  would  have  overcome  the 
tuberculosis  much  sooner.  It  was  difficult  and 
certainly  not  economic  for  a  person  to  ha^•e  to 
die  to  prove  that  he  or  she  had  tuberculosis. 
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That  was  the  sad  part  of  the  question.  To-day 
we  can  give  you  much  more  pleasant  facts  re¬ 
garding  the  results  of  fighting  tuberculosis. 

First  of  all,  we  can  assure  you  that  tubercu¬ 
losis  is  curable.  That  does  not  mean  that  all 
cases  of  advanced  tuberculosis  are  going  to  get 
well,  but  if  taken  in  reasonable  time  and  treated 
properly  many  patients  do  get  well.  This  de¬ 
pends  largely  upon  the  physician  and  the  behavior 
of  the  patient.  Many  do  not  live  near  a  good, 
conscientious  physician,  and  many  others  should 
be  reinforced  with  a  liberal  supply  of  policemen 
to  see  that  the  physician’s  orders  are  carefully 
carried  out. 

To  overcome  tuberculosis  in  an  individual  we 
have  no  specific.  We  have  no  vaccine,  we  have 
no  serum,  with  which  we  can  cure  tuberculosis. 
We  must  depend  upon  rest,  nourishing  food, 
fresh  air,  and  very  careful  daily  regulation  of 
the  patient’s  life.  Of  these  rest  is  the  most  im¬ 
portant.  When  the  surgeons  treat  a  fracture  of 
the  leg  they  place  that  fractured  leg  in  a  splint 
so  that  the  parts  may  enjoy  absolute  rest.  Rest 
is  the  antithesis  of  exercise,  and  exercise  is  any¬ 
thing  which  increases  the  volume  or  the  force 
of  the  heart,  so  that  the  blood  flows  with  greater 
rapidity  or  volume  through  the  body.  There¬ 
fore,  excitement,  mental  worry,  anxiety,  sadness 
and  trouble,  arguments,  religious,  political  or 
domestic,  all  tend  to  act  as  exercise  because  they 
increase  the  flow  of  the  blood  through  the  dis¬ 
eased  lung. 

If  the  heart-beats  are  increased  ten  beats  per 
minute,  you  can  realize  how  many  beats  in  twen¬ 
ty-four  hours  the  heart  is  increased  in  its  work, 
over  fifteen  thousand  beats;  therefore,  we  do 
everything  possible  in  an  acute  tuberculosis  case 
to  see  that  rest  in  maintained  throughout  the 
early  stage  of  treatment  and  until  such  time  that 
the  lung  has  quieted  down,  until  the  sore  in 
the  lung  has  a  filament  stretched  over  it  by  the 
blood  corpuscles  which  are  helping  to  form  a 
scar  there.  This  point  is  the  most  dangerous  in 
the  patient’s  road  to  recovery  because  the  poison 
Dr.  Rosenow  told  us  about  has  ceased  to  be  ab¬ 
sorbed  into  the  blood-stream,  and  the  patient 
loses  the  tired  feeling,  the  weakness,  the  nervous¬ 
ness,  and  has  lost  the  fever. 

After  this  has  subsided  and  the  poison  is  no 
longer  being  absorbed,  the  patient  begins  to  feel 
well,  to  feel  strong  and  better  than  he  has  felt 
in  years,  and  that  is  the  time  he  most  needs  the 
policeman,  for  this  film  in  the  lung  will  not  stand 
up  when  he  begins  to  take  more  privileges,  when 
he  increases  his  exercise.  He  goes  away  per¬ 


haps,  does  some  little  indiscreet  thing,  and  this 
little  film,  which  is  not  old  or  strong  enough  to 
form  a  scar,  gives  way,  and  the  little  germs  are 
spread  all  through  other  parts  of  the  lung  and 
he  has  another  fight  for  his  life,  only  of  longer 
duration. 

In  the  treatment  rest  is  the  most  important, 
then  nourishing  food;  next,  fresh  air.  Aside 
from  these  things  the  tuberculous  patients  must 
be  treated  just  the  same  as  others.  Such  patients 
are  likely  to  have  bad  teeth  or  diseased  tonsils. 
Other  germs  may  work  around  in  various  reces¬ 
ses  and  hidden  spots,  such  as  the  gall-bladder 
and  the  appendix,  and  therefore  we  must  treat 
the  tuberculous  patient  just  as  one  of  the  prob¬ 
lems  of  general  medicine. 

We  will  not  mention  all  the  things  that  are  of 
benefit  to  the  tuberculous  patient,  but  sunlight 
is  good  for  all  of  us.  Water  is  an  excellent  thing, 
but  if  we  have  too  much  we  will  drown  in  it, 
and  we  have  to  be  very  careful  in  giving  sun¬ 
light  to  the  tuberculous  patient.  It  must  be  given 
carefully,  in  graduated  doses,  or  we  will  defeat 
the  object  we  are  working  for.  We  will  cause 
too  great  a  stimulation  of  the  system  and  a 
greater  absorption  of  poisons. 

Tuberculosis  in  children  is  what  we  shall  deal 
with  chiefly  to-night,  and  I  shall  limit  my  re¬ 
maining  remarks  to  a  discussion  of  the  work  of 
Dr.  Rollier  in  Switzerland.  He  is  primarily  an 
orthopedic  surgeon,  that  is,  one  who  repairs  bone 
deformities,  and  you  know  that  children  are  more 
susceptible  to  gland  and  bone  tuberculosis  than 
to  lung  tuberculosis,  and  it  is  to  these  children 
that  we  shall  devote  the  rest  of  our  remarks. 

Slide  1:  This  is  Dr.  Rollier,  a  man  in  the 
forties,  who  twelve  years  ago  went  up  in  the 
Swiss  mountains  to  see  if  he  could  increase  his 
results  in  surgery  upon  the  tuberculous  child,  and 
in  the  correction  of  the  diseased  bones  and  joints 
of  these  children.  He  was  having  splendid  re¬ 
sults  from  Iris  surgery  but  felt  that  if  he  could 
give  them  fresh  air,  sunshine  and  rest  he  could 
improve  and  augment  his  results.  Such  a  condi¬ 
tion  he  has  ])roven  and  to-day  we  owe  more  to 
Dr.  Rollier  for  his  advanced  work  in  the  treat¬ 
ment  of  this  type  of  disease,  particularly  of  tu¬ 
berculosis  in  children,  than  to  any  other  one  man. 

Slide  2:  Here  we  have  a  typical  scene  at  Dr. 
Rollier’s  place  in  the  mountains.  You  see  the 
mountain^  in  the  background,  and  here  are  a 
number  of  patients  who  have  reached  the  stage 
of  convalescence.  These  children  have  been  on 
the  rest  cure  and  are  being  built  up  in  an  effort 
to  fit  them  for  their  vocations  to  follow.  See  how 
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well  they  look  and  how  tanned  their  bodies  are. 

Slide  3:  Here  is  another  scene  in  the  same  re¬ 
gion,  and  you  notice  this  building  is  back  among 
the  pines.  There  is  some  advantage  in  this  plan. 
An  aroma,  or  odor,  is  given  off  by  the  pines, 
something  like  turpentine,  which  has  a  soothing 
.'effect  upon  the  lining  of  the  bronchial  tubes. 

Slide  4:  Here  we  have  two  little  children  who 
have  been  operated  on  for  tuberculosis  in  the 
hip  and  knee,  respectively.  This  next  picture 
was  taken  some  time  after  the  operation  and 
shows  how  well  they  can  hop  around.  Notice 
the  life  they  are  living.  They  take  a  few  steps 
a  day,  increasing  the  steps  from  day  to  day  until 
they  reach  the  stage  where  they  can  be  up  and 
about  for  five  or  six  hours,  always  followed  by 
rest. 

Slide  5:  Here  is  another  scene.  You  can  see 
what  a  coat  of  tan  these  children  have  acquired. 
They  are  always  exposed  gradually  to  the  sun 
and  the  head  is  always  covered. 

Slide  6:  Here  is  a  school,  and  you  can  see  the 
various  shades  of  tan,  from  the  light  down  to  the 
very  dark,  the  children  always  taking  their  les¬ 
sons  out  of  doors  in  the  sunshine. 

Slide  7 :  Here  are  some  little  folk  who  have 
had  the  spine  surgically  treated.  The  bone  has 
been  infected  with  the  tubercle  bacillus  and  it 
has  begun  to  decay.  The  surgeon  has  operated 
on  them  and  cleaned  out  the  decayed  bone  and 
has  then  put  them  at  absolute  rest  and  exposed 
them  each  day  to  a  small  amount  of  sunshine. 

Slide  8:  Here  is  another  group,  and  you  can 
see  that  they  have  acquired  a  great  coat  of  tan. 
The  sunshine  is  augmented  from  the  snow-capped 
mountains  all  around  by  reflection. 

Slide  9:  In  this  picture  you  can  see  the  ar¬ 
rangement  that  is  made  so  that  they  can  have 
varied  exposure  to  the  sunshine  on  different  bal¬ 
conies. 

Slide  10:  Here  is  a  picture  of  children  with 
very  little  clothing,  but  they  are  being  treated 
with  cold-air  baths  as  well.  The  sun  is  warm, 
and  they  are  so  accustomed  to  going  without 
clothing  that  they  do  not  mind  the  cold  air.  All 
the  cells  of  the  body  are  stimulated  to  greater 
activity. 

Slide  11:  Here  we  have  them  more  courage¬ 
ous,  going  out  skating  and  enjoying  it  with  most 
of  the  body  exposed  to  the  sun’s  rays. 

Slide  12:  In  this  picture  we  can  see  the  skis 
standing  up  here  (indicating),  and  here  are  the 
children  being  tutored  under  the  pine  tree  after  a 
trip  into  the  snow-covered  mountains  on  skis. 

Slide  12:  This  chart  will  give  you  some  idea 


of  how  Dr.  Rollier  administers  this  treatment. 
The  first  day  the  treatment  is  started  one  foot 
is  exposed  for  five  minutes ;  and  the  second  day, 
for  ten  minutes  on  an  area  exposed  to  the  ankle. 
On  the  next  day  they  have  ten  minutes  below  the 
knee  and  five  minutes  above.  So  on  up,  increas¬ 
ing  five  minutes  each  day,  but  never  exposing  the 
head.  In  the  tenth  day  the  feet  are  exposed  for 
fifty  minutes,  the  lower  legs  for  thirty-five,  the 
legs  above  the  knees  for  thirty  minutes,  and  the 
trunk  for  twenty  minutes.  You  can  see  from 
this  how  gradually  he  thinks  the  sun’s  rays  should 
be  given. 

It  is  very  detrimental  to  anyone  to  have  a  sud¬ 
den  and  prolonged  exposure  to  the  sun  on  any 
part  of  the  body.  It  has  the  effect  of  a  general 
burn  and  that  has  an  injurious  effect  on  the  kid¬ 
neys.  We  should  gradually  increase  the  expos¬ 
ure  each  day  and  begin  with  only  a  few  minutes. 
In  this  way  the  best  results  are  obtained. 

Slide  14:  Here  is  a  child  with  a  tumor  due  to 
tuberculosis  of  the  spine.  The  child  was  oper¬ 
ated  on  and  put  on  sun  treatment  in  the  fresh  air. 

Slide  15:  This  is  the  same  child  six  months 
later,  and  you  can  see  the  tanning,  the  general 
enlargement  of  the  muscles  and  the  general  de¬ 
velopment  of  the  child  with  a  disappearance  of 
the  tumor. 

Slide  16:  Here  is  a  man  with  tuberculosis  in 
the  ankle.  You  can  see  the  emaciation  and  gen¬ 
eral  wasting. 

Slide  17:  This  is  the  same  man  a  year  and 
six  months  later.  You  can  see  how  the  develop¬ 
ment  has  changed,  the  muscles  are  changed,  the 
nutrition  is  better,  and  the  ankle  is  practically 
restored  to  usefulness  by  being  given  rest,  fresh 
air,  and  sunshine. 

Slide  18:  In  this  child  you  can  see  the  en¬ 
largement  of  the  spine  due  to  tuberculosis,  caus¬ 
ing  deformity.  The  surgeon  straightened  this, 
and  here  (Slide  19)  is  the  same  child  eight 
months  later  with  much  improved  development 
and  nutrition  due  to  the  combined  treatment 
above  mentioned. 

I  think  this  demonstrates  beyond  a  doubt  the 
very  wonderful  work  that  is  going  on  in  fighting 
the  ravages  of  tuberculosis,  and  it  is  with  great 
pleasure  that  I  came  to  South  Dakota  this  week, 
because  we  have  been  able  to  bring  the  Missis¬ 
sippi  Valley  Tuberculosis  Association,  an  organ¬ 
ization  which  comprises  twelve  state,  whose  ob¬ 
ject  is  to  fight  tuberculosis  and  to  improve  the 
general  health  of  the  public — to  South  Dakota 
for  their  1924  convention  in  September.  The 
meeting  is  to  be  in  Sioux  Falls,  and  this  was 
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accomplished  chiefly  through  the  very  energetic 
secretary  of  the  South  Dakota  State  Tubercu¬ 
losis  Association,  Mr.  Cass  of  Huron.  He  suc¬ 
ceeded  in  bringing  this  organization  here  over 


great  resistance  from  other  states  and  he  had  my 
enthusiastic  support  in  bringing  this  organization 
to  the  best  State  in  the  Valley.  I  thank  you. 
(Prolonged  applause.) 


CARCINOMA  OF  THE  CERVIX:  CLINICAL  DEMONSTRATION 

OF  CASES* 


By  M.  a.  Stern,  M.D. 

SIOUX  FALLS,  SOUTH  DAKOTA 


Mr.  President  and  Visiting  Doctors: 

We  are  able  to  show  you  this  morning  three 
cases  of  carcinoma  of  the  cervix.  Two  of  the 
patients  are  under  30, — a  very  unusual  and  rare 
condition  at  this  age.  As  my  time  is  limited  I 
shall  make  a  few  general  remarks  about  carcin¬ 
oma  of  the  cervix,  and  then  proceed  to  the  dem¬ 
onstration  of  the  cases. 

As  you  know,  carcinoma  of  the  cervix  and 
carcinoma  of  the  body  of  the  uterus,  as  far  as 
the  clinical  course  is  concerned,  are  two  separate 
and  distinct  diseases.  We  will  dismiss  carcinoma 
of  the  body  of  the  uterus  with  the  remark  that 
it  is  five  times  as  infrequent  as  carcinoma  of  the 
cervix,  and  that  treatment  for  it  at  the  present 
time  is  surgery. 

The  carcinomas  of  the  cervix  are  nearly  al¬ 
ways  squamous  celled  carcinomas.  The  squam¬ 
ous  cell  lining  of  the  vagina  extends  on  to  the 
cervix,  and  there  undergoes  an  abrupt  transition 
into  the  columnar  cell  epithelial  lining  of  the  cer¬ 
vix.  In  this  abrupt  transition,  of  one  epithelium 
into  another,  we  have  an  analogy  on  the  Vermil¬ 
lion  border  of  the  lip,  where  there  is  a  rather 
abrupt  transition  from  skin  to  mucous  membrane. 
Carcinoma  of  the  cervix  is  very  prone  to  occur 
at  the  junction  of  the  columnar  with  the  squam¬ 
ous  cell  epithelium,  although  occasionally  we 
have  them  starting  well  within  the  cervical  canal, 
rarely  in  the  location  of  the  internal  os.  There 
are  two  symptoms  that  are  present  in  most  car¬ 
cinomas  that  are  not  stressed  in  the  text-books : 

1.  A  history  of  bleeding  after  intercourse. 
This  is  a  very  suggestive  symptom  of  cancer,  and 
such  a  history  occurring  in  the  fourth  and  fifth 
decades  of  life  should  warrant  a  very  thorough 
examination. 

2.  The  occurrence  of  a  brownish  or  meat- 
juice  discharge,  usually  fetid  in  odor.  It  will  be 
well  to  take  some  pains  with  the  patient  to  elicit 

♦Presented  at  the  mid-summer  meeting  of  the  Sioux 
Valley  Medical  Association  at  Sioux  Falls,  S.  D.,  July  8  and 
9.  1924. 


this  history.  Nearly  every  woman  has  ground 
steak  in  a  meat-grinder  and  has  noticed  the 
blood-stained  juice  obtained  during  that  process. 
If  we  bring  this  to  her  attention,  and  ask  her 
if  the  discharge  resembles  that  obtained  from  the 
grinding  of  meat,  and  receive  a  positive  answer, 
this  will  be  a  suspicious  symptom  of  cancer  of 
the  cervix.  Occasionally  this  discharge  does  not 
resemble  meat  juice,  but  is  brownish  in  character, 
due  to  the  decomposition  of  the  constituent  blood 
pigment.  Very  often  a  patient  will  say  that  she 
has  had  leukorrhea  or  a  pus  discharge  for  years, 
but  that  in  the  last  six  months  it  has  taken  on  a 
brownish  coloration,  is  thinner,  and  has  foul  odor. 
Such  a  history  is  very  suspicious  of  cancer  of 
the  cervix. 

Diagnosis. — If,  after  inserting  a  vaginal  spec¬ 
ulum,  one  finds  upon  the  cervix  a  ragged,  irreg¬ 
ular  ulcer,  and  after  picking  up  a  blunt  instru¬ 
ment,  such  as  a  pair  of  uterine  dressing  forceps, 
one  pushes  against  the  crater  of  the  ulcer,  and  is 
able  to  break  off  pieces  of  tissue,  or  if  such 
manipulation  causes  hemorrhage,  we  are  able  to 
make  a  diagnosis  of  cancer  of  the  cervix  without 
more  ado.  If  the  ulcer  is  very  small,  just  be¬ 
ginning,  or  if  there  is  a  small  tumor  that  has  not 
ulcerated,  we  should  do  a  biopsy  and  send  it  to 
the  nearest  pathologist. 

The  only  common  conditions  that  may  be  mis¬ 
taken  for  carcinoma  of  the  cervix  is  the  lesion 
of  lues  and  endocervicitis.  A  primary  chancre 
occurs  rarely  on  the  cervix,  but  when  it  does  it 
may  not  be  mistaken,  for  the  typical  cancer,  but 
it  may  be  confused  with  a  beginning  cancer  of 
the  cervix.  The  tertiary  lesions  of  syphilis  occur 
rarely  on  the  cervix,  and  could  be  mistaken  for 
cancer.  Chronic  endocervicitis  rarely  resembles 
a  cancer  of  the  cervix  very  closely.  In  this  con¬ 
dition  the  whole  cervix  is  swollen  and  red,  the 
mucous  membrane  is  everted,  and  the  epithelium 
of  the  cervix  thus  exposed  presents  a  granular 
appearance.  Upon  manipulation  there  are  no 
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pieces  to  be  broken  off,  nor  does  it  bleed  as  read¬ 
ily  or  as  freely  as  carcinoma. 

Then,  to  recapitulate,  in  lesions  of  the  cervix 
from  which  a  piece  is  broken  off,  causing  hem¬ 
orrhage,  and  from  which  we  obtain  a  history  of 
bleeding  after  intercourse,  and  a  meat-juice  dis¬ 
charge,  we  have  carcinoma.  Should  there  be  any 
doubt,  resort  to  biopsy. 

Experience  has  taught  that  carcinomas  of  the 
cervix  vary  greatly  in  malignancy.  Following 
the  lead  of  Dr.  Broders,  of  Rochester,  we  are 
dividing  our  carcinomas  into  four  grades.  The 
pathologist  estimates  the  grade  of  malignancy 
largely  on  the  amount  of  karyokinesis  and  the 
amount  of  cellular  differentiation,  and  on  the 
presence  of  eosinophiles  and  plasma-cells.  Grade 
1  is  the  least  malignant.  The  cells  are  the  most 
highly  differentiated.  The  cell  activity,  as  esti¬ 
mated  by  their  division,  is  less,  and  the  prog¬ 
nosis  is  the  best  of  all  succeeding  types.  Grade 
4  is  the  most  malignant.  Here  the  cells  are  un¬ 
differentiated,  and  there  is  great  growth  and  ac¬ 
tivity,  as  estimated  by  large  size  and  constant  di¬ 
vision  of  cells  and  their  nuclei.  Grades  2  and  3 
are  the  intermediate,  and  vary  in  malignancy,  as 
their  numbers  will  indicate.  Here  we  have  a 
factor  that  is  ])resent  and  not  often  considered 
in  end-results  of  both  operative  and  radium  treat¬ 
ment  of  cancer  of  the  cervix.  One  surgeon 
could  conceivably  operate  on  a  greater  number 
of  Type  1  carcinomas,  and  would  therefore  have 
better  end-results.  This  grading  of  malignancy 
is  a  real  help  in  prognosis,  and  to  those  of  you 
who  are  interested  along  this  line,  I  would  rec¬ 
ommend  Dr.  Broders’  article  on  “End-Results  of 
Carcinoma  of  the  Lip.” 

(Patient,  Mrs.  H.  B.  is  called  before  the  meet¬ 
ings).  This  woman  whom  you  see  is  now  thirty 
years  of  age.  She  has  one  child.  There  is  noth¬ 
ing  more  of  importance  in  her  family  or  marital 
history. 

She  first  came  to  the  office  on  May  4,  1921. 
At  that  time  she  had  been  flowing  at  irregular 
intervals  since  August,  1920.  There  was  malaise, 
and  there  had  been  a  loss  of  ten  pounds  in 
weight.  When  questioned  she  said  she  bled 
after  intercourse,  and  that  since  August,  1920,  or 
thereabouts,  she  had  noticed  a  brownish,  bloody 
discharge.  Examination  at  that  time  showed  an 
ulcerated  cervix  with  the  uterus  fixed  in  retro¬ 
flexion.  A  Wassermann  was  taken  at  that  time, 
and  was  negative.  This  was  repeated  on  two 
successive  weeks,  and  all  three  Wassermanns 
were  negative.  In  spite  of  this,  a  therapeutic 
test  was  made  by  giving  two  doses  of  0.45  neo- 


salvarsan.  By  June  11,  1921,  this  had  caused  no 
change  in  the  condition.  A  biopsy  was  done,  the 
report  of  which  was  squamous  celled  carcinoma, 
Type  4  (Dr.  Gregory).  This  was  afterwards 
confirmed  by  Dr.  Broders,  of  Rochester.  On 
June  15  she  received  her  first  radium  treatment. 
In  all,  from  June  15,  1921,  to  January,  1923,  she 
had  received  eight  radium  treatments.  She  has 
not  menstruated  since  July,  1921.  She  has  never 
had  any  particular  amount  of  trouble  or  symp¬ 
toms  from  the  artificial  menopause.  As  you  see, 
this  woman  is  in  the  pink  of  physical  condition ; 
has  gained  in  weight,  feels  well,  and  is  appar¬ 
ently  cured.  We  believe  that  this  is  a  very  un¬ 
usual  occurrence,  to  have  such  beneficial  results 
in  a  Grade  4  carcinoma  (the  most  malignant) 
in  a  woman  twenty-seven  years  of  age. 

(Mrs.  J.  F.  is  brought  in.)  The  next  case, 
Mrs.  J.  F.,  is  twenty-nine  years  of  age.  The 
family  history  is  unimportant.  She  has  been 
married  eight  months,  this  being  her  second  mar¬ 
riage.  Her  first  marriage  occurred  twelve  years 
ago.  She  has  never  been  pregnant.  She  had  an 
appendectomy  in  1908,  a  clean  case. 

She  gives  the  following  history :  One  year 
following  the  appendectomy,  (1908)  she  had  an 
attack  of  constipation  with  fever,  and  was  in  bed 
two  months  with  severe  pain.  She  was  well  un¬ 
til  August,  1923.  At  this  time,  while  at  a  lake, 
she  stayed  in  bathing  for  several  hours,  and  she 
ascribes  all  her  subsequent  illness  to  this  fact. 
Afterward  she  was  taken  ill  and  started  to  flow 
quite  profusely,  and  was  taken  to  a  doctor  in  a 
fair-sized  town  nearby  where  she  was  curetted 
in  the  office — no  anesthesia.  The  flowing  con¬ 
tinued  as  before,  so  the  next  month  (October) 
she  was  taken  to  a  hospital  and  curetted  again. 
She  was  in  the  hospital  about  eleven  days  at  this 
time.  Three  days  after  leaving  the  hospital  she 
returned  to  the  hospital,  and  a  laparotomy  was 
performed.  What  was  done  at  this  operation 
she  does  not  know.  In  December,  1923,  and 
January,  1924,  she  was  given  local  treatments  for 
bleeding.  In  February,  1924,  she  went  to  Roches¬ 
ter  on  account  of  the  flowing.  While  there  she 
was  transfused,  and  given  one  radium  treatment. 
She  improved  after  this,  and  returned  to  St. 
Paul  where,  in  March,  she  had  another  radium 
treatment.  After  this  she  improved,  and  was  up 
and  about,  doing  her  housework.  In  April,  1924, 
she  began  having  severe  pain  in  the  abdomen  and 
back.  In  May,  she  returned  to  Rochester  for  ex¬ 
amination,  where  she  was  dismissed  as  being 
hopeless.  She  returned  to  St.  Paul  and  had 
another  radium  treatment.  She  contracted  syph- 
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ilis  twelve  years  ago  during  her  first  marriage. 
There  were  no  treatments  for  three  years  after 
the  beginning  of  the  disease.  Since  then  she  has 
been  treated  at  irregular  intervals.  She  has  had 
five  salvarsans  and  hypos  of  sodium  cacodylate. 

As  you  see,  we  have  a  thin,  anemic,  sick  woman. 
She  looks  better  to-day,  for  yesterday  she  had 
a  blood  transfusion,  as  her  hemoglobin  at  that 
time  was  below  30.  Part  of  her  pallor  to-day  is 
due  to  the  fact  that  she  is  a  “doper.”  She  is 
accustomed  to  taking  2^/2  to  grains  of  mor¬ 
phine  daily  on  account  of  pain.  As  we  put  our 
hand  on  the  abdomen,  we  can  feel  both  to  the 
right  and  left  irregular  nodular  masses  that  ex¬ 
tend  two  to  three  inches  below  the  umbilicus. 
If  we  take  a  speculum  and  look  into  the  vagina 
we  will  see  that  the  cervix  is  entirely  gone,  and 
is  replaced  by  a  deep  crater.  What  is  left  of 
the  body  of  the  uterus  is  fixed  or  walled  in  by 
infiltrating*  masses  in  the  broad  ligaments.  A 
microscopical  examination  of  a  piece  removed 
from  the  crater  shows  a  squamous  celled  car¬ 
cinoma,  Grade  3. 

A  letter  from  Rochester  confirms  this  micro¬ 
scopical  diagnosis.  On  account  of  the  specific 
history  in  this  case,  we  intend  to  give  her  some 
salvarsan,  as  her  blood  Wassermann  is  positive 
at  this  time,  but  we  feel  that  it  will  be  of  little, 
if  any,  use,  as  both  conditions  are  present,  syph¬ 
ilis  and  carcinoma.  The  carcinoma  has  reached 
an  advanced  stage,  and  it  is  impossible  to  do 
anything  for  it.  We  shall  give  no  further  radi¬ 
um  treatments,  but  shall  keep  her  comfortable 
until  the  time  of  her  demise. 

(Another  patient  is  brought.)  We  have  here 
an  old  lady  seventy-two  years  of  age,  who  looks 
much  younger.  She  is  active,  spry,  and  alert 
mentally.  In  June,  1922,  she  began  to  have  ir¬ 
regular  hemorrhages,  together  with  a  foul,  brown 
discharge.  She  thought  nothing  of  it,  and  was 
not  troubled  further  until  December,  1922,  when 
she  began  to  bleed  profusely.  At  that  time  she 
came  in  for  examination.  The  family  history  is 
unimportant.  A  speculum  inserted  into  the  va¬ 
gina  shows  the  cervix  replaced  by  an  ulcerative 
mass,  with  a  crater  extending  well  into  the  re¬ 
gion  of  the  bladder.  The  microscopical  diagno¬ 
sis  on  this  case  was  squamous  celled  carcinoma. 
Grade  2.  She  was  taken  to  the  hospital,  and  un¬ 
der  ether  was  excochleated.  As  you  know,  the 
operation  of  excochleation  consists  in  removing 
all  the  friable  masses  with  a  curet,  and  a  thor¬ 
ough  cauterization  of  the  base  afterward.  The 
carcinoma  was  found  to  have  advanced  almost 
to  the  base  of  the  bladder.  She  received  a  large 


dose  of  radium  in  January,  1922,  following  which 
she  improved  very  much,  was  up  and  around, 
gained  in  weight,  and  felt  well.  This  improve¬ 
ment  lasted  until  September,  1923.  At  this  time 
another  radium  treatment  was  given,  following 
which  a  vesicovaginal  fistula  was  found.  I  might 
pause  here  to  say  that  this  fistula  may  be  due  to 
the  radium  treatment,  or  may  be  due  to  the  ad¬ 
vancement  of  the  carcinoma.  I  am  unable  to 
say  definitely  which.  At  the  present  time  there 
is  infiltration  in  both  right  and  left  parametriums, 
and  the  vagina  is  covered  with  a  grayish  mem¬ 
brane.  Her  general  condition  is  still  good,  but 
the  ultimate  outlook  is  bad.  She  will  probably 
live  for  another  year. 

To  close,  let  us  say  just  a  few  words  about 
treatment.  What  is  the  proper  treatment  for 
carcinoma  of  the  cervix?  I  might  say  that  this 
is  an  unsettled  question  at  the  present  time. 
There  is  no  unanimity  of  opinion  as  regards  the 
best  treatment.  It  seems  as  though,  men,  sur¬ 
geons  generally,  are  turning  more  and  more  to 
the  radium  treatment  of  carcinoma  of  the  cervix. 
At  the  present  time  Crile  and  his  associates  are 
treating  all  carcinomas  of  the  cervix  with  radi¬ 
um.  This  is  being  done  more  as  an  experimental 
measure  than  anything  else. 

I  assume  that  you  are  all  familiar  with  the 
operative  history  of  carcinoma  of  the  cervix. 
First  and  foremost,  I  would  like  to  make  the  as¬ 
sertion  that  an  ordinary  simple  panhysterectomy 
has  cured  but  few,  if  any,  carcinomas  of  the 
cervix.  Wertheim,  of  Vienna,  and  his  associates 
have  developed  an  operation  in  which  the  con¬ 
nective  tissue  of  the  pelvis  was  removed  after 
the  ureters  were  dissected  free,  the  iliac  glands 
also,  if  involved.  This  is  a  tremendous  opera¬ 
tion,  illy  suited  for  private  practice.  It  carries 
a  high  mortality,  from  8  to  15  per  cent;  it  also 
carries  a  high  morbidity.  The  incidence  of  pye¬ 
litis,  cystitis,  and  hernia  following,  is  frequent. 
Wertheim’s  operability  was  in  the  neighborhood 
of  50  per  cent.  When  we  consider  all  these 
facts,  we  see  that  after  doing  this  tremendous 
operation  the  percentage  of  5-year  cures  is  be¬ 
tween  19  and  21  per  cent.  I  am  unable  to  give 
you  statistics  of  the  end-results  of  5-year  cures 
after  simple  hysterectomy,  but  they  must  be  ex¬ 
ceedingly  small.  The  statistics  on  carcinoma  of 
the  cervix  treated  with  radium  alone  vary  con¬ 
siderably,  but  they  will  average  about  25  per  cent 
of  5-year  cures.  It  is  our  opinion  that  the  best 
treatment  for  carcinoma  of  the  cervix  is  either 
radium  alone  or  hysterectomy  plus  radium,  or 
excochleation  plus  radium.  Which  will  be  the 
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best  method,  time  alone  will  determine.  At  the 
present  time  we  are  treating  our  carcinomas  of 
the  cervix  with  radium  alone.  One  thing  is  cer¬ 
tain,  namely,  that  hysterectomy  without  postop¬ 
erative  radium  is  absolutely  contra-indicated. 
These  cases  should  be  treated  by,  or  at  least  un¬ 


der  the  direction  of,  a  surgeon,  and  should  not  be 
in  the  hands  of  a  radiologist,  as  the  best  interest 
of  the  patient  demands  that  she  should  be  treated 
by  those  who  are  familiar  with  the  operative 
therapy  as  well  as  radiation. 


A  SQUARE  DEAL  FOR  THE  CONSUMPTIVE* 

By  S.  a.  Slater,  A.B.,  M.D. 


Superiiiteiiilent,  Southwestern  Minnesota  Sanatorium 


WORTHINGTON,  MINNESOTA 


When  I  think  of  the  many  means  used  to  vic¬ 
timize  the  consumptive  I  cannot  help  but  feel 
that  this  subject  is  timely.  It  is  not  that  the 
ethical  physician  is  unwilling  to  do  everything 
in  his  power  to  render  the  patient  the  best  ser¬ 
vice  possible,  but  he  does  not  always  have  the 
opportunity  because  of  circumstances.  Often 
the  unfortunate  consumptive  on  learning  that  he 
has  the  disease  seeks  to  regain  his  health  by 
means  of  the  advertised  “sure  cures”  offered  by 
climate,  patent  medicines,  and  quacks.  He  is  not 
willing  to  follow  the  straight  and  narrow  path 
over  a  sufficient  period  of  time  to  bring  about 
a  recovery  but  squanders  both  money  and  health 
hoping  to  make  the  task  shorter  and  surer.  He 
is  not  altogether  to  blame  for  this,  for  the  allur¬ 
ing  promises  appeal  to  him  like  the  stock  of  the 
get-rich-quick  promoter  appeals  to  the  inexperi¬ 
enced  with  a  few  dollars  to  invest.  It  will  never 
be  possible  to  protect  the  consumptive  completely 
from  being  victimized  by  these  “birds  of  prey,” 
but  the  physician  has  rendered  a  real  service 
when  he  exerts  every  effort  to  enlighten  the  pa¬ 
tient  of  the  danger  that  may  befall  him  wdien  he 
seeks  to  recover  his  health  by  the  so-called 
“sure  route.”  Many  times  have  I  seen  patients 
broken  in  health  and  in  finance  who  had  squan¬ 
dered  both  seeking  to  regain  their  health  by  cli¬ 
mate  or  patent  medicines,  or  had  been  under  the 
care  of  the  quack  who  offers  to  cure  at  “so  much 
per.”  The  subject  of  this  paper  was  first  brought 
to  my  attention  by  a  “climate  salesman”  in  a  talk 
which  had  nothing  in  it  to  indicate  a  square  deal 
for  any  one  but  the  individual  boosting  the  cli¬ 
mate  of  a  certain  part  of  the  country.  He,  like 
the  quacks,  jiatent  medicine  salesman,  and  others 
wishing  to  deceive,  was  long  on  a  name  to  at¬ 
tract  the  one  he  had  set  his  net  to  catch.  At 
the  present  time  there  is  no  specific  cure  for 
tuberculosis,  and  he  who  relies  on  one  will  most 
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likely  be  disappointed.  The  disease  is  curable, 
and  while  it  is  not  curable  by  any  one  thing, 
but  by  the  proper  use  of  all  at  our  disposal,  the 
results  obtained  are  most  gratifying.  I  am  not 
going  to  say  that  certain  climates  are  not  of 
benefit ;  but,  certainly,  when  depended  on  alone 
they  offer  a  very  poor  chance  for  recovery.  Pa¬ 
tients  recover  in  every  climate,  and  they  likewise 
die  in  all  climates.  A  climate  beneficial  to  one 
patient  may  not  help  the  next  in  the  least. 

The  agent  which  is  capable  of  exerting  the 
greatest  good  is  the  family  physician,  and  it  is 
the  purpose  of  this  paper  to  help  stimulate  in 
him  the  interest  to  render  the  service  he  is  capa¬ 
ble  of  doing.  When  he  has  done  so  he  has  ren¬ 
dered  to  the  consumptive  the  greatest  service  in 
the  form  of  a  square  deal.  If  tuberculosis  is 
ever  wijied  out  it  will  be  due  largely  to  the  effort 
of  the  family  physician,  for  he  is  the  one  who 
sees  the  patient  first  and  is  also  the  one  whose 
advice  the  patient  is  most  likely  to  follow.  In 
order  to  render  the  best  service  it  is  necessary 
that  he  be  able  to  make  an  early  diagnosis  and 
give  the  proper  advice.  It  is  his  duty  to  become 
sufficiently  interested  in  this  common  disease  to 
be  familiar  enough  with  it  to  at  least  be  sus- 
j)icious  of  its  presence  while  in  an  early  stage. 
Success  in  treatment  depends  largely  on  how  far 
the  disease  is  advanced.  The  early  case  properly 
handled  has  a  most  excellent  chance  for  re¬ 
covery.  One  should  not  wait  to  make  a  diag¬ 
nosis  until  germs  are  found.  It  should  be  re¬ 
membered  that  before  germs  can  be  found  there 
is  breaking  down  or  ulceration  in  the  lungs,  and 
then  the  case  is  no  longer  early.  Frequently  the 
diagnosis  can  be  correctly  made  on  a  study  of 
symptoms  alone,  or,  at  least,  these  should  make 
one  suspicious  of  the  disease.  I  will  admit  that 
under  the  most  careful  study  and  observation  it 
is  often  impossible  to  diagnose  the  disease  early, 
for  it  may  have  reached  the  advanced  stage  be¬ 
fore  the  patient  ever  consults  the  physician. 
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Every  effort  should  be  made  to  do  so  as  early  as 
possible,  for  it  not  only  gives  the  individual  the 
best  chance  for  recovery  but  also  gives  protection 
to  those  with  whom  he  associates.  This  I  think 
is  of  the  first  importance  in  offering  a  “square 
deal”  to  the  consumptive.  To  deny  this  is  like 
robbing  him  of  his  time  and  the  chance  for  re¬ 
covery,  for,  if  a  recovery  is  made  when  the  dis¬ 
ease  has  become  advanced,  the  time  and  expense 
will  both  be  great.  The  early  discovery  and  the 
proper  care  not  only  offer  the  individual  the 
best  possible  chance  for  recovery,  but  also  give 
to  the  family  and  those  with  whom  he  associates 
the  chance  to  protect  themselves  against  the  dis¬ 
ease.  In  a  recent  study  made  by  the  writer  in 
fifteen  hundred  children,  81  per  cent  of  those 
who  had  lived  in  a  home  where  there  was  an 
oj)en  case  of  tuberculosis  were  infected.  This 
emphasizes  the  importance  of  a  diagnosis  when 
possible  before  the  case  becomes  open.  In  pro¬ 
tecting  those  with  whom  the  open  case  associates 
you  are  not  only  giving  a  square  deal  to  the  con¬ 
sumptive  of  to-day,  but  you  are  preventing  the 
consumptive  of  tomorrow.  Not  doing  so  the 
consumptive  of  tomorrow  may  be  a  member  of 
\our  family. 

Having  discovered  the  active  case  of  tuber¬ 
culosis  the  next  thing  is  what  are  you  going  to 
do  with  him?  There  are  two  things  to  be  con¬ 
sidered,  one  the  individual  and  the  other  protec¬ 
tion  of  those  with  whom  he  associates.  You  can 
readily  see  that  in  this  instance  it  is  not  the  in¬ 
dividual  alone  who  should  be  considered. 

The  first  thing  that  should  be  done  is  to  tell 
the  ])atient  frankly  that  he  has  the  disease.  Do 
not  fail  to  do  this  because  you  are  afraid  the  pa¬ 
tient  will  give  up  and  die  on  being  told.  Not 
to  do  so  is  unfair  both  to  the  patient  and  those 
with  whom  he  may  associate,  and  the  only  time 
a  ])hysician  can  be  excused  for  not  doing  so  is 
in  the  far-advanced  case  with  only  a  few  days 
to  live.  It  is  necessary  if  you  are  to  get  the  pa¬ 
tient’s  co-operation  in  doing  what  he  should  to 
recover  and  take  the  proper  precautions  to  pro¬ 
tect  others.  Having  done  this  the  next  thing  is 
to  assure  him  his  greatest  duty  is  to  do  what  he 
should  to  regain  his  health.  His  co-operation  is 
necessary  if  he  is  to  be  benefited  and  the  proper 
I)recaution  on  his  part  is  to  be  taken  to  protect 
others. 

The  next  important  thing  is.  How  is  he  to  be 
taken  care  of  in  order  to  recover?  This  depends 
to  a  large  extent  on  the  patient  himself.  As 
stated  in  the  first  of  this  paper  there  is  no  one 
thing  that  will  bring  about  a  recovery,  but  it  is 


the  judicious  use  of  all  means  at  our  command 
that  offers  the  best  chance.  This  may  be  summed 
up  under  the  following  heads :  fresh  air,  good 
food,  rest,  exercise  and  the  proper  medical  super¬ 
vision.  When  advising  a  patient  what  to  do 
many  things  have  to  be  considered.  I  think  the 
most  important  thing  for  any  patient  is  content¬ 
ment,  and  it  is  practically  impossible  for  any  one 
to  recover  without  it.  While  I  am  of  the  opinion 
that  the  sanatorium  offers  the  best  chance  to  the 
average  case,  as  well  as  offering  the  family  and 
associates  the  proper  protection,  I  realize  it  is 
not  the  place  for  all  cases.  The  real  value  of  the 
sanatorium  is  that  it  teaches  the  patient  the  im¬ 
portance  of  doing  the  right  thing  in  the  right 
way  at  the  right  time.  It  teaches  him  how  to 
take  care  of  himself  in  order  to  bring  his  disease 
to  the  state  of  arrest  and  also  how  to  take  pre¬ 
cautions  to  protect  others.  These  things  are 
hard  to  impress  upon  him  in  the  home,  for  it  is 
hard  to  live  a  life  different  from  those  with  whom 
he  associates.  When  this  has  been  thoroughly 
impressed  upon  a  patient  in  the  sanatorium,  and 
he  realizes  the  importance,  as  shown  by  the  other 
patients  in  the  institution,  he  can  return  home, 
and,  under  the  care  of  the  family  physician,  con¬ 
tinue  to  improve  until  he  has  recovered.  In¬ 
stead  of  a  physician  losing  a  patient  by  sending 
him  to  the  sanatorium  he  is  often  holding  him. 
To  undertake  to  care  for  him  without  sanatorium 
training  success  will  be  doubtful,  and  the  patient 
will  become  a  knocker,  while  with  the  sanatorium 
instruction  the  patient  will  remain  willing  to  co¬ 
operate  and  be  appreciative  of  the  services  ren¬ 
dered.  If  it  is  decided  to  send  the  patient  to  a 
sanatorium  the  choice  of  the  institution  should 
be  left  largely  with  him,  but  the  physician  should 
be  in  a  position  to  give  intelligent  advice  in  the 
selection  of  the  proper  one.  If  the  patient  is  one 
who  feels  that  the  West  or  the  Southwest  is  the 
only  place  where  he  can  recover  he  should  go 
there  provided  he  can  afford  it.  If  he  prefers  an 
institution  near  home  he  should  be  sent  there. 
His  wishes  in  this  respect  should  be  complied 
with,  as  far  as  possible,  for  the  place  he  prefers 
will  be  the  one  where  he  will  get  the  best  results. 
Do  not  say  to  him,  “John,  you  have  tuberculosis 
and  the  only  chance  for  you  is  to  go  west,”  for 
with  this  advice  even  if  he  had  a  chance  it  will 
most  likely  be  destroyed.  There  are  patients  who 
would  probably  do  better  in  the  West  than  in  any 
other  place,  all  things  being  equal ;  but,  on  the 
other  hand,  only  a  few  can  afford  it,  and  there  are 
still  fewer  who  would  be  contented.  I  have  seen 
patients  return  from  the  West,  after  being  told 
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if  they  did  so  they  would  not  live  six  months, 
and,  instead  of  dying,  show  a  decided  im])rove- 
ment.  Most  patients  would  have  the  best  chance 
of  recovery  in  the  institution  of  their  own  state, 
for  there  the  financial  burden  is  not  so  great  and 
they  are  not  separated  from  their  family  so  far 
they  cannot  see  them  occasionally  should  an 
emergency  arise. 

Mistakes  are  often  made  in  telling  a  patient  he 
will  have  to  cjuit  work  and  take  care  of  himself 
without  telling  him  how  to  do  so  or  seeing  that 
he  does  it.  Even  though  he  quits  work  the  way 
he  cares  for  himself  may  be  more  harmful  than 
the  work  he  did.  If  he  changes  climate  he  must 


see  that  he  does  not  depend  on  it  alone,  but  places 
himself  under  a  physician  capable  of  seeing  that 
he  does  the  right  thing  to  recover,  if  recovery 
is  possible. 

The  physician  who  makes  every  effort  to  dis¬ 
cover  tuberculosis  early  and  give  to  the  patient 
the  advice  and  treatment  necessary  to  steer  him 
clear  of  the  many  pitfalls  in  the  way  of  recovery 
and  endeavors  to  protect  those  with  whom  the 
patient  associates  from  infection  is  rendering  the 
consumptive  a  “Sciuare  Deal.”  He  who  neglects 
to  do  so  fails  to  uphold  the  duties  of  the  pro¬ 
fession  he  represents. 


VITAL  CAPACITY  IN  PREGNANCY^ 

By  J.  Warren  Bell,  M.D. 

MINNEAPOLIS,  MINNESOTA 


INTRODUCTION 

I  feel  that  I  have  a  little  the  advantage  of  the 
other  speakers  on  the  program  to-night  because 
Dr.  Myers  invited  me  in  so  that  I  could  get  the 
language  used  at  these  discussions  with  the  full 
knowledge  that  I  would  have  nothing  to  contrib¬ 
ute.  However,  I  have  read  just  enough  to  realize 
that  it  is  customary  to  open  an  article  with  a 
])reamble.  When  Hutchinson  discovered  the 
spirometer  he  gave  to  the  world  an  important 
means  for  ascertaining  the  index  of  physical  fit¬ 
ness  of  the  individual,  and  so  on. 

Now,  as  the  time  is  short  I  shall  jump  to  the 
data  in  hand. 

The  literature  contains  three  references  to 
vital  capacity  in  pregnancy.  Zhurakovski,  in 
1893,  in  a  St.  Petersburg  thesis,  wrote  upon 
“Vital  Capacity  in  Pregnant  and  Lying-in  Wom¬ 
en.”  The  work  is  in  Russian,  and  a  summary 
of  the  data  is  here  submitted. 

1.  Changes  in  the  shape  of  the  chest  during 
pregnancy. 

a.  Lqiper  and  lower  circumferences  increase. 
The  lower  changes  more  than  the  upper.  Younger 
women  and  primiparae  have  greater  increase  in 
the  upper  circumference.  Multiparae  and  older 
women  show  a  greater  increase  in  the  lower  cir¬ 
cumference. 

b.  Expansion  is  reduced  in  pregnancy.  Expan¬ 
sion  of  the  upper  circumference  is  smaller  in  the 
young  women  and  in  primiparae.  Expansion  of 
the  lower  circumference  is  smaller  in  the  multi- 

*Piesonted  by  invitation  before  tlie  Medical  Staff  of  the 
Lynianhurst  Scliool  for  tuberrulou.s  cliildren  and  tbe  Park- 
view  Sanatorium,  June  24,  1924. 


parae.  Age  has  little  influence  upon  the  change 
in  expansion. 

c.  Anteroposterior  diameters  are  increased 
during  pregnancy.  The  upper  is  increased  to  a 
lesser  degree  and  more  seldom  then  the  lower. 
Age  and  parity  have  little  influence  upon  this. 

d.  Transverse  diameters  are  also  greater  in 
pregnancy,  but  the  upper  is  not  constantly  in¬ 
creased,  but  only  in  a  greater  per  cent  of  cases. 
It  is  more  frequently  increased  in  primiparae.  The 
lower  increases  constantly  and  more  than  the  up¬ 
per  frequently.  In  multiparae  the  upper  antero¬ 
posterior  is  changed  more  abruptly  than  in  pri¬ 
miparae. 

e.  Long  diameters  are  usually  smaller  during 
pregnane}^  than  after.  They  are  decreased  more 
frequently  for  younger  persons. 

f.  Five  out  of  six  have  a  widened  subcostal 
angle.  In  one  case  there  was  no  change. 

2.  During  pregnancy  inspiration  is  not  always 
greater  than  expiration,  but  only  in  the  greatest 
number  of  cases  as  mentioned  by  Waldenberg. 

a.  In  the  majority  of  pregnant  women  both  in¬ 
spiration  and  expiration  are  less  than  on  the  9th 
or  12th  day  of  the  puerperium. 

b.  Expiration  is  changed  more  markedly  than 
inspiration. 

c.  Age  and  parity  have  no  apparant  effect 
upon  change  in  inspiration  or  expiration. 

d.  After  labor  the  inspiration  and  expiration 
return  to  normal  under  the  following  conditions : 
The  longer  the  labor  the  slower  the  return  to 
normal,  at  times  not  reaching  the  value  during 
pregnancy  until  after  the  12th  day  post  partum. 
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3.  Vital  capacity  during  pregnancy  in  the 
largest  portion  (66.6  per  cent)  of  cases  is  smal¬ 
ler  than  on  the  9th  or  12th  day  post  partum,  on 
an  average  by  150  c.c. 

a.  This  decrease  is  more  frequent  for  primi- 
parae  than  for  multiparae. 

b.  Age  has  little  influence  upon  vital  capacity. 

c.  Spirometric  magnitudes  reach  their  highest 
values  in  the  post  partum  period  sometimes  be¬ 
tween  the  9th  and  12th  days,  but  may  be  much 
later.  This  depends  upon  the  duration  of  labor, 
as  well  as  on  a  quick  recovery  of  the  breathing 
muscles  and  the  abdominal  pressure. 

This  problem  was  very  carefully  worked  out 
and  stands  out  as  a  clean-cut  piece  of  research. 

Extracts  from  M.  A.  Wintrick  indicate  that 
he  took  vital  capacity  readings  upon  500  women 
52  of  whom  were  pregnant,  but  no  definite  con¬ 
clusions  were  given  upon  this  point. 

Dr.  Nathanson  kindly  called  my  attention  to 
an  article  by  Drs.  Root  and  Root  in  Archives  of 
Internal  Medicine  September,  1923.  These  au¬ 
thors  followed  a  case  of  pregnancy  through  the 
last  two  trimesters  with  repeated  vital  capacity 
readings  and  also  with  basal  metabolism  observa¬ 
tions.  During  the  last  month  there  was  a  con¬ 
siderable  rise  in  vital  capacity,  while  during  the 
whole  pregnancy  the  weight  and  total  oxygen 
consumption  gradually  increased,  with  a  tend¬ 
ency  on  the  part  of  all  to  return  to  normal  after 
delivery.  A  copy  of  their  chart  was  shown. 

Now  Minneapolis  is  the  recognized  national 
hub  for  local  anesthesia  as  indicated  by  the  sale 
of  novocaine.  In  the  same  way  we  are  recog¬ 
nized  as  the  hub  or  national  center  for  the  pub¬ 
lication  of  data  concerning  vital  capacity.  That 
much  neglected  bi'anch  of  medicine  and  surgery 
known  as  obstetrics,  strongly  objects  to  being 
overlooked  in  such  an  important  matter.  Since 
the  general  care  of  the  pregnant  woman  is  usu¬ 
ally  a  matter  of  indifference  to  the  doctor  whose 
chief  concern  is  lining  up  another  confinement 
case,  any  fool-proof  device  for  detecting  disease 
is  of  value  to  the  patient.  The  spirometer  in 
part  fulfills  such  a  need.  Let  us  first  take  up  the 
problem  from  the  side  of  academic  interest. 

We  have  tables  of  vital  capacity  available  in 
groups  of  women  classed  as  to  age,  occupation, 
height,  weight,  stem  length,  chest  circumference, 
and  surface  area,  general  activity,  and,  in  fact, 
almost  every  possible  subdivision  with  the  omis¬ 
sion  of  woman’s  greatest  achievement,  namely, 
reproduction  pregnancy. 

To  get  an  insight  into  what,  if  any,  effect  the 
enlargement  of  the  pregnant  uterus  had  upon 


vital  capacity,  the  100  readings  shown  in  the 
chart  were  taken.  These  were  obtained  through 
the  courtesy  of  St.  Mary’s  Hospital,  University 
Hospital,  General  Hospital,  Maternity  Hospital, 
Bethany  Home,  The  Lhiion  Gospel  Mission 
Home,  the  Salvation  Army  Home,  and  the  Nor¬ 
wegian  Lutheran  Home.  The  spirit  of  co-oper¬ 
ation  on  this  project  which  was  of  no  concern 
to  these  administrations  was  the  most  stimulat¬ 
ing  discovery  of  the  survey.  You  will  note  from 
the  chart  that  the  visible  general  average  was 
just  a  little  below  3,000  c.c.  A  comparison  close 
to  that  usually  obtained  in  a  similar  group  of 
non-pregnant  women.  The  readings  ranged  from 
1,550  to  4,450  c.c. 

The  cases  were  then  grouped  upon  the  age 
basis  to  see  if  any  correction  for  age  could  be 
relied  upon,  with  no  demonstrable  result. 

Again  we  have  arranged  these  cases  in  ascend¬ 
ing  order  on  the  vital  capacity  reading  taken  at 
the  first  visit.  Against  this  set  of  steps  is  plotted 
the  percentage  of  normal  for  height  and  weight. 
This  was  done  for  height  according  to  the  method 
of  Peabody  and  Wentworth  as  outlined  in  1917, 
by  dividing  the  individuals  into  groups  according 
to  height.  This  seems  a  not  very  accurate 
method,  but  the  curve  closely  follows  the  actual 
vital  capacity.  You  will  note  that  the  curve 
based  upon  weight  tends  to  stay  below  the  actual 
increase  in  vital  capacity  and  the  percentage  of 
normal  for  height.  You  could  have  predicted 
this  had  you  thought  of  the  physiological  weight 
increase  in  pregnancy  stated  in  texts  as  from  20 
to  25  per  cent  of  body-weight. 

The  points  for  the  stem  length  run  closer  than 
weight,  and  the  points  for  chest  circumference 
if  put  in  would  be  all  over  the  map. 

Without  the  hairsplitting,  data-gathering  dis¬ 
ease  as  well  developed  in  my  own  case  as  in  some 
others,  I  want  to  advance  the  statement  that  for 
comparison  of  vital  capacity  in  pregnancy  with 
vital  capacity  in  normal  conditions,  the  height 
comparison  is  much  the  fairest  one.  This  brings 
up  the  comparison  and  classification  of  all  stand¬ 
ards  into  two  groups,  fixed  and  variable. 

I.  Fixed  group  includes  height,  stem  height, 
and  possible  age,  and,  if  you  will,  the  interspinous 
measurement  suggested  by  Root. 

II.  The  variable  standards  include  surface 
area,  weight,  chest  circumference,  height  of  the 
fundus,  duration  of  pregnancy,  and  any  other 
bisarre  coefficients. 

When  one  considers  that  women,  like  shoes,  are 
often  developed  to  please  the  eye  rather  than  to 
perform  some  useful  physiological  function,  and 
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are  not  all  made  on  the  same  last,  and  that  the 
fat  ones  grow  fat  during  pregnancy,  and  the 
thin  ones  grow  thin,  it  is  up  to  us  to  make  our 
standards  for  clinical  use  as  simple  and  direct  as 
possible.  Therefore  use  the  fixed  standards  only, 
and  of  these  prefer  height  as  being  the  easiest 
obtainable,  and  sufficiently  accurate  for  cases 
with  no  gross  disproportion  between  legs  and 
trunk,  and  in  those  cases  measure  the  stem 
length. 

Long  before  I  have  reached  this  point  your  keen 
and  penetrating  minds  have  asked  themselves  the 
question,  “Why  use  any  standards  at  all  if  there  is 
such  a  great  variation  in  patients?”  I  want  to 
apologize  for  my  behavior  on  the  grounds  of 
emotion  rather  than  reason.  I  simply  heard  the 
band  play  “Gump,  Gump,  Gump,  the  Boys  are 
marching,”  and  I  put  on  my  uniform  and  fell  in 
line.  Like  pulse,  respiration,  temperature;  and 
especially  blood  pressure,  the  intelligent  interpre¬ 
tation  of  vital  capacity  depends  on  knowledge 
of  previous  readings.  This  is  especially  true  in 
pregnancy,  where  the  added  strain  of  mechanical 
work  is  constant  in  the  last  trimester.  Only  in 
this  way  can  we  make  the  best  comparison  be¬ 
tween  the  pregnant  and  the  non-prengnant  wom¬ 
an.  You  all  know  the  difficulties  of  getting  pri¬ 
vate  patients  to  submit  to  simple  prenatal  care, 
and  the  institution  cases  are  usually  far  along 
when  first  seen,  so  the  true  comparison  will  be 
a  matter  of  several  years  to  thoroughly  develop. 

Fortunately,  no  one  believes  that  vital  capacity 
is  immediately  affected  by  conception.  In  fact 
the  changes  in  the  first  trimester  are  not  such 
as  to  be  logically  connected  with  changes  in  vital 
capacity.  The  accompanying  chart  shows  the 
general  direction  taken  by  a  few  cases  through 
various  fragments  of  pregnancy  where  vital  ca¬ 
pacity  is  available.  Though  it  looks  like  a  rail¬ 
road  map  or  a  bunch  of  chromosomes  it  suffices 
to  show  that  there  is  no  absolute  uniform  effect 
on  vital  capacity,  but  that  there  is  a  very  great 
difference  in  behavior  in  different  cases, — an  in¬ 
dividual  variation,  just  as  with  B.  P.  which  was 
lost  sight  of  in  the  first  enthusiasm  for  B.  P. 
readings  on  the  part  of  insurance  companies. 
Though  the  number  of  cases  is  small  and  the 
period  of  observation  is  short,  it  is  sufficient  to 
keep  us  from  an}''  other  dogmatic  statements. 

Whatever  affects  the  vital  capacity  outside  of 
pregnancy  may  do  so  during  pregnancy.  Now 
that  we  are  all  feeling  the  population  pressure 
expressed  in  terms  of  high  cost  of  living,  let  us 
see  what  effect  population  pressure  has  upon 
vital  capacity.  Two  sets  of  twins  in  utero  gave 


continuous  vital  capacity  readings  of  over  100 
per  cent  and  up  in  the  region  of  3,600  to  4,000 
most  of  the  time.  This  vital  capacity  is  at  the 
high  end  of  the  range  and  suggests  the  possibility 
of  a  temporary  functional  increase  in  oxygen  de¬ 
mand,  and  argues  strongly  against  interference 
due  to  abdominal  distention. 

Close  inspection  of  some  of  these  curves  shows 
slight  reductions  accompanied  by  periods  of 
edema  and  dyspnea. 

Effort  to  group  the  cases  upon  fundal  height 
is  so  far  without  results. 

Some  cases  remain  extremely  constant  over 
periods  of  several  weeks  even  in  the  last  tri¬ 
mester. 

In  a  strikingly  large  number  of  cases  the  very 
low  readings  were  obtained  in  cases  with  clinical 
valvular  disease  of  the  heart  without  having  at¬ 
tracted  much  attention  from  the  clinician  be¬ 
cause  they  were  apparantly  compensated. 

The  purpose  of  these  efforts  is  to  secure  some 
slight  idea  of  how  to  interpret  the  vital  capacity 
reading  in  pregnancy  to  the  advantage  of  the  pa¬ 
tient  and  in  the  interest  of  science. 


BOOK  NOTICES 


Operative  Surgery  Covering  the  Operative  Technic 
Involved  in  the  Operations  of  General  and  Spe¬ 
cial  Surgery.  By  Warren  Stone  Bickliam,  M.D., 
Phar.M.,  F.A.C.S.  In  six  volumes.  Cloth.  Price, 
$10  per  volume.  Volume  I.  Pp.  850,  with  921 
illustrations.  Volume  II.  Pp.  877,  with  1088  il¬ 
lustrations.  Philadelphia:  W.  B.  Saunders  Com¬ 
pany,  1924. 

Volume  I  of  Dr.  Bickham’s  work  takes  up  the 
consideration  of  the  general  measures  of  pre-opera¬ 
tive  and  post-operative  treatment  of  the  patient  and 
the  administration  and  precautions  of  anesthesia. 
The  treatment  of  the  dangers  of  anesthesias  is  es¬ 
pecially  noteworthy.  Skin  grafting,  plastic  surgery, 
amputations,  and  cineplastic  amputations  and  their 
prosthesis  are  very  well  recorded.  The  discussions 
of  resections  and  excisions  are  thoroughly  given. 

Of  special  value  in  Volume  2  arc  the  treatises  on 
blood-vessel  surgery.  The  lymphatics,  nerves,  bones, 
joints,  muscles,  tendons,  ligaments,  cartilages,  bursie, 
and  fascia  are  well  covered,  and  methods  of  local¬ 
ization  of  lesions  in  the  brain  and  cord,  as  well  as 
their  surgical  treatment,  are  given  completely. 

For  some  reason,  apparently  typographical,  there 
occur  occasional  grammatical  errors  and  mispellcd 
words.  This,  of  course,  detracts  from  the  value  of 
the  work;  it  is,  however,  apparently  the  only  criti¬ 
cism  one  can  make  of  this  publication.  The  diction 
is  excellent,  the  style  is  terse  and  comprehensive, 
the  anatomical  references  are  careful  and  accurate. 

In  all,  this  is  a  very  excellent  and  monumental 
collection  on  surgical  technic. 

— Daniel  H.  Bessessen,  M.D. 
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EPILEPSY 

This  is;an  old-time  subject  and  one  which  inter¬ 
ests  both  general  practitioner  and  family  physician 
for  its  frequency  is  so  great  that  it  is  impossible 
in  many  instances  to  determine  anything  as  to  its 
cause.  Consequently,  the  majority  of  us  diag¬ 
nose  many  epileptics  as  of  the  idiopathic  type 
because  we  are  unable  to  analyze  a  case  from 
its  history  or  its  onset  so  as  to  present  a  feasible 
and  tangible  opinion.  In  an  abstract  from  the 
International  Survey  of  Medicine,  as  reported  by 
Alaximillian  Kern,  Hospital  Social  Service,  of 
May,  1924-,  it  is  said  that  practically  all  real  pro¬ 
gress  in  solving  the  mystery  of  the  etiology  of 
epilepsy  has  been  limited  to  the  past  twenty-five 
years.  Of  course,  this  does  not  mean  to  convey 
that  we  know  any  more  at  the  present  time  about 
the  disease  or  its  cause  than  we  did  fifty  years 
ago ;  but  there  is  a  suggestion  that  it  is  possible 
that  idiopathic  epilepsy  and  endocrine  imbalance 
may  be  one  of  the  newest  explanations.  And 
this  same  study  has  shown  that  organotherapy 
has  accomplished  more  in  a  few  years  than  em¬ 
piric  pharmacopia  in  decades.  It  is  quite  prob¬ 
able  that  idiopathic  epilepsy  is  a  toxemia  which 
results  from  endocrine  disfunction  or  defect  and 
acts  upon  the  nervous  system.  Under  such  cir¬ 
cumstances  one  would  expect  to  find  hormonic 
imbalance  producing  defective  metabolism,  for 
it  is  well  known  that  the  thyroid  and  suprarenal 
glands  are  regulators  of  metabolism  and  elimina¬ 
tion.  It  is  supposed,  too,  that  the  parathyroid 


glands  play  an  important  part  in  the  destruction 
of  toxins,  particularly  those  which  attack  the 
nervous  system,  and  with  the  pituitary  body  are 
immediately  related  to  calcium  and  phosphorous 
metabolism,  which  is  apparently  concerned  in  the 
production  of  epilepsy.  This  interrelation  of 
epilepsy  and  the  endocrine  glands  is  supported 
by  many  well-known  authorities,  men  who  are  in 
constant  touch  with  both  epilepsy  and  endocrine 
disorders.  Hence  we  have  to  consider,  in  the 
treatment  of  idiopathic  epilepsy,  the  use  of  many 
endocrine  products,  beginning  with  the  pituitary 
gland,  including  the  thymus  and  thyroid  gland, 
and  in  addition  the  suprarenals  and  probably 
some  of  the  sex  glands.  The  result  is  that  many 
of  the  pharmaceutical  houses  are  presenting  for 
our  consideration  pleuriglandular  substances,  and, 
undoubtedly,  in  some  instances  their  efforts  are 
rewarded;  but  it  is  a  very  difficult  matter  to  say 
which  gland  or  which  substance  is  right  in  theory 
and  practice.  It  is  well  known  that  many  cases 
of  epilepsy  that  are  ‘treated  with  large  doses  of 
pituitary-gland  substance  (of  the  anterior  lobe) 
and  at  the  same  time  given  small  doses  of  luminal 
seem  to  get  well— doubtless,  some  of  them,  with¬ 
out  the  luminal ;  for  it  cannot  be  denied  that  the 
glandular  substances  are  very  efficacious  in  well- 
selected  cases.  It  is  possible  that  we  shall  have 
a  revolutionary  idea  of  epilepsy,  particularly  of 
this  type,  and  that  the  bromides  and  luminal  will 
be  discontinued  and  glandular  substances  substi¬ 
tuted.  At  all  events,  it  is  not  well  to  hazard  too 
much  on  the  use  of  gland  substance  alone,  for, 
in  spite  of  the  fact  that  idiopathic  epilepsy  is 
something  that  develops  without  apparent  cause, 
there  are,  in  many  instances,  well-defined  and 
traceable  causes  that,  if  removed,  will  permit  the 
epileptic  to  recover.  The  writer  has  been  cha¬ 
grined,  on  several  occasions,  to  find  that  he  has 
overlooked  a  bad  tooth  or  a  tonsil  containing 
pus,  or  that  he  has  failed  to  clear  out  the  ali¬ 
mentary  tract  and  keep  it  clear  by  proper  diet  and 
other  things  which  tend  to  improve  the  general 
condition  of  the  patient. 

The  question  of  trauma  in  epilepsy  always  con¬ 
fronts  us,  and  with  the  lay  people  it  is  a  very 
important  factor,  for,  as  a  rule,  some  member  of 
the  family  can  recall  that  the  patient  in  early 
childhood  fell  off  a  chair  or  table  or  was  dropped 
by  a  nurse,,  injuring  its  head,  and,  although  many 
years  have  elapsed  between  the  injury  and  the 
development  of  the  epilepsy,  they  constantly  refer 
to  the  fact  that  the  child  had  an  injury,  all  of 
which  is  interesting,  and  the  account  should  be 
entertained,  but,  unfortunately,  it  is  of  little 
value  from  a  prognostic  standpoint  except  to  say 


THE  JOURNAL-LANCET 


428 

that  it  is  bad,  for  an  old  injury  to  the  head,  as¬ 
suming  there  was  an  injury,  may  leave  behind  it 
a  change  in  the  skull  vault  or  an  adhesion  of 
membranes  which  ])resent  more  or  less  ])athology. 
The  time  between  the  injury  and  the  develo])ment 
of  the  disease  is  usually  so  long  that  operative 
interference  is  usually  valueless.  Very  few  cases 
of  so-called  traumatic  e])ilepsy  are  recoverable 
unless  the  operation  is  done  at  the  time  of  the 
injury;  and  yet  the  surgeon  hesitates  because  he 
does  not  know  whether  a  fracture  has  occurred 
or  what  has  happened.  And  it  is  doubtless  true 
that  if  the  surgeon  were  a  little  more  courageous 
and  the  neurologist  more  optimistic,  some  of  our 
cases  of  epilepsy  would  never  have  developed 
epilepsy,  if  surgical  interference  had  been  carried 
out  early  and  thoroughly.  But  so  many  boys  and 
girls  are  sliding  about  the  country  falling  off 
high  places  and  humping  their  heads  that  it  would 
keep  the  surgeons  pretty  busy  repairing  these 
people  because  of  a  fear  that  they  might  have 
epilepsy  after  their  head  injury.  The  final  solu¬ 
tion  of  this  question  lies  in  a  very  careful  study 
of  the  family  history  and  the  i)ossible  hereditary 
influences  which  surround  the  defect  in  the 
epileptic  individual. 

ALCOHOL  AND  LONGEVITY 

This  is  another  trite  subject,  perhaps,  but  most 
of  the  world  is  more  or  less  interested  perennially 
in  the  consumption  of  alcohol  and,  at  present, 
in  the  acquisition  of  it.  The  country  seems  to  be 
more  or  less  abundantly  supplied,  and,  although 
the  general  public  look  upon  the  purchase  of  al¬ 
cohol  as  a  doubtful  experiment,  there  seems  to 
be  plenty  in  stock — somewhere.  The  man  who 
goes  after  it  usually  gets  it,  but  he  takes  his  life 
in  his  hands  with  the  character  of  his  drink.  His 
breath  smells  worse  than  the  tongue  of  a  chronic 
gastro-intestinal  toxemia  case,  and  yet  he  goes 
blissfully  and  cheerfully  on  his  way.  He  never 
stops  to  think  of  what  he  may  get  hold  of  some¬ 
time  and  what  may  happen  to  him  at  any  time. 
The  marvel  of  it  all  is  that  men  live  as  long  as 
they  do,  and  ever}-  now  and  then  in  the  press  we 
see  an  item  fathered  by  some  scientist  or  pseudf)- 
scientist  in  which  he  makes  the  statement  that 
even  a  moderate  use  of  alcohol  shortens  life ; 
that  every  time  a  man  takes  a  drink  he  is  going 
to  pay  for  it  by  the  cutting  down  of  his  years. 
And  then  a  half  dozen  old  people  bob  up  as  a 
shining  example  of  the  falsity  of  his  statement ! 
Three  out  of  six  centinarians  will  point  with  pride 
to  the  fact  that  their  old  age,  their  long  and 
healthy  life,  is  due  to  the  fact  that  they  always 
drank  hard  liquor,  while  the  other  three  will  with 


equal  confidence  assert  that  they  ascribe  their 
good  health  and  their  century  of  years  to  the  fact 
that  they  have  always  abstained  from  alcohol 
and  tobacco.  The  statements  of  the  six  are  of 
no  value  whatever  to  statisticians.  These  people 
were  inbred,  horn  of  good  ancestors,  and  have 
a  tissue  inheritance  that  m^ikes  it  impossible  either 
to  pickle  them  or  to  kill  them,  and  under  any 
circumstances  they  would  all  have  lived  to  the 
same  age. 

In  a  quotation  from  the  British  Medical  Jour¬ 
nal,  May  31,  1924,  Raymond  Pearl  takes  a  little 
different  attitude.  He  admits  frankly  that  the 
excessive  use  of  alcohol  shortens  life  because  it 
leads  to  so  many  other  neglectful  conditions,  such 
as  absence  of  food,  exposure,  injury,  and  other 
things  that  really  are  more  responsible  for  the 
death  of  the  chronic  alcoholic  than  alcohol  itself. 
Pearl  states  that  it  has  not  been  possible  up  to 
this  time  to  determine  whether  the  consumption 
of  alcoholic  beverages  in  moderation  has  any 
effect  on  life  expectancy  or,  if  it  has,  what  is 
the  nature  and  sense  of  that  effect.  The  pro¬ 
hibitionist  will  not  take  very  kindly  to  this  view 
because  he  is  confident  and  will  assert  with  posi¬ 
tiveness  that  any  alcoholic  beverage  whatever  is 
detrimental  to  human  life.  The  author  quoted 
above  analyzed  the  data  obtained  from  6,000  in¬ 
dividuals  representing  the  families  of  the  working 
class  of  Baltimore.  This  information  was  gath¬ 
ered  by  trained  eugenic  field  workers  and  cov¬ 
ered  alcoholic  habits  throughout  life,  taking  into 
consideration  the  race  stock  and  the  social  and 
economic  status.  This  investigation  showed  that 
in  every  age  from  thirty  to  a  hundred  years, 
inclusive,  the  persons  in  the  “all  moderate”  class 
of  drinkers,  whether  men  or  women,  have  a 
somewhat  higher  life  expectancy  than  persons  in 
the  abstainer  class. of  the  same  age.  (This  state¬ 
ment  is  contrary  to  the  teaching  of  our  text¬ 
books  on  temperance.  They  make  no  such  broad 
investigations,  but  they  make  assertions  which 
are  dependent  upon  the  views  of  the  writer  of 
the  text-book;  as  a  rule  these  people  are  trained 
prohibition  fanatics). 

Another  statement  Pearl  makes  is  that  men  in 
the  “all  heavy”  class  have  a  markedly  lower  ex¬ 
pectation  of  life  at  all  ages  from  thirty  to  a  hun¬ 
dred  years,  inclusive,  than  men  in  the  “all  mod¬ 
erate”  class,  and  a  moderately  lower  expectation 
of  life  than  persons  in  the  abstainer  class  up  to 
and  including  the  age  of  sixty ;  from  that  age  on 
the  expectancy  of  life  is  somewhat,  though  not 
greatly,  higher  in  the  “all  heavy”  class  than  in 
the  abstainer  class.  From  this  opinions  may  be 
based  upon  the  selective  effect  of  the  very  high 
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mortality  in  the  heav\'  drinking  group  prior  to 
sixty  years  of  age. 

Women  seem  to  withstand  the  use  of  alcohol 
bv  showing  a  markedly  lower  standard  of  life 
than  do  men.  The  “moderate  steady”  class, 
which  is,  from  certain  points  of  view,  the  most 
important,  shows  consistently  the  highest  expec¬ 
tancy  of  life  at  all  ages  from  thirty  to  a  hundred, 
inclusive,  in  the  case  of  women,  and  also  in  men, 
except  that  after  seventy  the  “all  moderate”  male 
group  has  a  very  slightly  higher  expectancy 
than  the  “moderate  steady”  male  group.  This 
investigation  and  these  statements  would  seem  to 
encourage  men  to  drink  a  little.  That  is  not 
the  design  of  the  editorial.  It  simply  points  out 
the  method  of  investigation  and  the  study  of  the 
types  of  individual,  based,  perhaps,  on  a  more 
careful  estimate  than  is  the  usual  case.  Now 
that  blended  drinks  are  being  sold,  drinks  that 
are  manufactured  by  boot-leggers  and  poor  chem¬ 
ists,  the  probabilities  are  that  the  mortality  rate 
will  increase  to  a  much  higher  point  than  ever 
before.  And  the  investigation  of  the  6,000  in¬ 
dividuals  quoted  probably  represents  a  class  of 
drinkers  who  were  accustomed  to  alcohol  that 
was  more  or  less  safe. 

Now  that  there  has  been  so  much  discussion 
as  to  the  necessity  of  light  wines  and  beer,  the 
])eople  are  waking  up  to  the  possibility  that  the 
Eighteenth  Amendment  may  be  made  valueless. 
They  should  not  expect  too  much,  for  it  is  cjuite 
likel}'  that  the  Eighteenth  Amendment  will  stick 
for  a  long  time,  even  though  it  is  grossly  violated 
and  even  though  investigation  has  shown  that  in 
the  past  year  thirty  million  gallons  more  of  hard 
liquor  were  consumed  than  the  year  previous. 
The  light-wine-and-beer  proposition  will  not  give 
the  individual  much  comfort.  For  instance,  in  the 
Finska  llik. — siillsk.  handl.,  Helsingfors  March 
and  April,  1924,  in  an  article  on  the  “Action  of 
Alcohol  In  a  Weak  Solution,”  we  are  given  quite 
a  different  impression  of  the  difficulties  that  at¬ 
tend  the  beer-drinkers  particularly.  In  these 
malted  liquors,  where  the  alcohol  content  ranged 
from  1.73  per  cent  to  2.74  per  cent,  it  was  shown 
there  was  a  definite  disturbance  of  co-ordination 
for  finer  movements ;  for  instance,  it  was  difficult 
to  thread  sewing  needles.  And  the  test  further 
attempted  to  find  out  how  long  it  took  the  in¬ 
dividual  to  co-ordinate  correctly.  It  was  found 
that  large  quantities  of  beer  had  to  be  consumed 
in  order  to  determine  in  what  concentration  of 
alcohol  beer  could  give  rise  to  acute  injurious 
symptoms.  In  order  to  test  this  out  it  was  found 
that  the  beer  to  be  consumed  must  be  drunk 
within  a  comparatively  short  time,  and  it  was  not 


found  feasible  to  drink  more  than  two  liters  at 
a  time.  Control  tests  were  carried  out  with  fruit 
juices  and  water  and  the  intake  of  a  large  amount 
of  fluid.  The  duration  of  the  tests  was  from 
twenty-nine  days  in  one  case  to  thirty-one  da}S 
in  another.  Altogether  four  different  grades  of 
beer  were  tested,  and  the  observations  were  cor¬ 
rectly  recorded.  The  beer  was  consumed  early 
in  the  morning  and  a  little  food  was  taken  with 
it.  It  was  found  that  the  consumption  of  the 
strongest  beer  was  associated  with  slight  but 
definite  impairment  of  co-ordination,  whereas 
this  was  not  the  case  with  the  weaker  beers. 
Beer  containing  the  larger  content,  2.74  per  cent 
of  alcohol,  had  an  unfavorable  effect  when  con¬ 
sumed  in  large  quantities  within  a  short  period 
or  on  an  empty  stomach.  Such  beer  was  found, 
therefore,  to  belong  to  the  category  of  alcoholic 
drinks  that  interfere  with  the  best  functioning  of 
the  human  body.  To  those  of  the  medical  pro¬ 
fession  who  were  in  foreign  lands  before  pro¬ 
hibition  times,  where  beer  was  the  article  of 
choice  by  99  per  cent  of  the  people,  will  not  won¬ 
der  that  beer  consumed  in  large  quantities  may 
produce  some  effect ;  and  if  it  produces  an  inco¬ 
ordination  together  with  a  fat  increase,  a  slug¬ 
gishness,  and  a  dulling  of  the  intellectual  facul¬ 
ties,  it  seems  unlikely  that  such  experiments  will 
meet  with  approval. 

THE  NORTHERN  MINNESOTA  MEDICAL 
ASSOCIATION 

This  Association  held  its  annual  meeting  at 
Duluth,  Minn.,  on  August  4  and  5.  The  head¬ 
quarters  were  in  the  Auditorium  of  St.  Mary’s 
Hospital,  an  ideal  place  for  a  meeting.  The  reg¬ 
istration  bureau  was  located  down  stairs  and  the 
meeting  hall  one  flight  above,  the  latter  seating 
one  hundred  people  comfortably. 

The  Association  had  its  most  successful  meeting 
in  its  four  years  of  life  at  Duluth,  and  the  success 
of  the  meeting  was  due  in  part  to  the  city  of  Du¬ 
luth  and  its  large  clinical  facilities.  There  are  but 
two  hospitals  in  Duluth,  St.  Mary’s  and  St.  Luke’s, 
both  of  which  are  in  the  million  dollar  class  and 
quite  naturally  tlie  busy  medical  men  are  con¬ 
nected  with  one  or  the  other  hospital.  The  further 
success  of  the  meeting  was  due  to  the  activity  of 
the  committee,  men  who  had  it  in  charge.  First 
of  all  was  Dr.  W.  L.  Burnap,  of  Fergus  Falls, 
who  has  been  its  secretary  and  this  year  its  presi¬ 
dent  and  who  has  been  the  prime  and  active  indi¬ 
vidual  press  agent  of  the  society  of  which  he  is 
the  male  parent.  Then,  too.  Dr.  O.  J.  Hagen,  of 
Moorhead,  vice-president,  seemed  to  be  much  in 
evidence  and  Dr.  W.  W.  Will,  of  Bertha,  secre- 
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tary-treasurer,  was  not  behind  in  the  running. 
The  local  men  in  Duluth,  Dr.  E.  L.  Tuohy,  who 
was  chairman  of  the  general  arrangements  and 
his  able  associate,  Dr.  O.  W.  Rowe,  were  respon¬ 
sible  for  the  excellence  and  smooth  running  of 
the  program  and  the  clinics.  Of  course,  many 
other  Duluth  men  and  many  members  of  the  pro¬ 
gram  committee  participated  in  the  success  of  the 
meeting. 

There  were  154  registrations,  and  all  of  the 
sessions  were  held  at  the  one  meeting-room. 
This  included  all  sessions  and  clinics.  There 
were  many  papers  read  by  men  from  Duluth, 
Rochester,  St.  Paul,  and  Minneapolis,  and  os- 
casionally  a  paper  from  the  men  from  the  smaller 
cities  of  the  state.  One  of  the  outstanding  events 
was  the  banquet  at  the  Northland  Country  Club, 
where  Dr.  Gideon  Wells,  Professor  of  Pathology, 
University  of  Chicago,  gave  a  very  interesting 
lantern-slide  demonstration  and  talk  on  “The  Re¬ 
lation  of  Heredity  to  Cancer.” 

The  next  meeting  of  the  Association  is  to  be 
held  at  Brainerd,  Minn. 


NEWS  ITEMS 


Dr.  Robert  Schwyzer  has  located  at  Blackduck. 

Dr.  John  F.  Fulton,  of  St.  Paul,  has  returned 
from  Europe. 

Dr.  S.  A.  Kleger  has  resumed  practice  at 
Mellette,  S.  D. 

Dr.  H.  M.  Knudtson  has  moved  from  P^ipe- 
stone  to  Browerville. 

Dr.  Christian  Jelstrup  has  moved  from  Peters¬ 
burg,  N.  D.,  to  Kindred,  N.  D. 

A  United  States  Hospital  for  the  treatment  of 
trachoma  opens  Monday  at  Eveleth. 

Dr.  J.  A.  Cosgriff,  formerly  of  Lamberton, 
has  begun  work  as  a  member  of  the  Mankato 
Clinic. 

Dr.  R.  M.  Wheeler,  formerly  of  Hot  Springs, 
S.  D.,  has  located  in  Oak  Park,  Ill.,  a  suburb 
of  Chicago. 

The  North  Dakota  State  Medical  Association 
will  hold  its  annual  meeting  on  September  10 
and  11  at  Bismarck. 

Dr.  Mabel  Ulrich,  of  Minneapolis,  has  been 
reappointed  a  member  of  the  Board  of  Public 
Welfare  of  the  City. 

Dr.  Hans  Hansen,,  of  Logan,  Iowa,  has  been 
appointed  head  medical  officer  of  the  Veterans’ 
Hospital  at  St.  Cloud. 


Miss  Irene  Jordan  resigned  last  month  as  su¬ 
perintendent  of  the  Red  Wing  Hospital,  and  was 
succeeded  by  Miss  .Selma  Olson,  of  Minneapolis. 

Dr.  1.  K.  Critchfield,  formerly  of  Kenmare, 
N.  D.,  who  has  been  doing  postgraduate  work  in 
Chicago  for  several  months,  is  now  located  in 
St.  Cloud. 

Dr.  O.  F.  Leedahl,  of  Stanley,  N.  D.,  was  re¬ 
elected  for  the  third  time  chief  medical  examiner 
of  the  Sons  of  Norway  at  their  meeting  in  Ra¬ 
cine,  Wis.,  last  month. 

The  Medical  School  of  the  University  of 
Minnesota  will  give  a  short  course  in  general 
medicine  September  15-27  at  the  University  and 
the  Twin  City  Hospitals. 

Dr.  Karl  H.  Van  Norman,  superintendent  of 
the  Miller  Hospital,  St.  Paul,  has  returned  from 
Europe,  where  he  spent  six  weeks  in  visiting 
hospitals,  mostly  in  England. 

Dr.  Horace  G.  Murdock,  of  Taylor’s  Falls,  died 
last  week  at  the  age  of  66.  Dr.  Murdock  grad¬ 
uated  at  Rush  in  the  class  of  ’81,  and  had  prac¬ 
ticed  since  that  time  in  Taylors  Falls. 

Dr.  Paul  M.  Gamble,  a  recent  graduate  of  the 
University  of  Minnesota,  has  formed  a  partnei'- 
ship  with  his  brother.  Dr.  J.  W.  Gamble,  of 
Albert  Lea,  under  the  firm  name  of  Drs  Gamble 
&  Gamble. 

Dr.  E.  W.  Fahey,  of  Duluth,  who  has  been 
acting  by  appointment  supreme  physician  of  the 
Knights  of  Columbus,  was  elected  to  that  position 
at  the  recent  meeting  of  the  national  convention 
of  the  order  in  New  York  City. 

North  Dakota  has  two  counties  in  which  there 
is  no  physician.  They  are  Oliver  and  Billings. 
The  former  is  a  narrow  county,  and  is  served 
by  “borderline”  physicians ;  and  the  latter  county 
is  composed  of  bad  lands  with  few  people. 

Dr.  Frederick  H.  Bailey,  of  Fargo,  N.  D.,  died 
last  month  at  the  age  of  57.  Dr.  Bailey  grad¬ 
uated  from  the  Medical  Department  of  the  Uni¬ 
versity  of  Buffalo  in  the  class  ’93.  Dr.  Bailey 
specialized  in  eye,  ear,  nose  and  throat  work. 

The  leading  county  fairs  of  North  Dakota  have 
given,  or  will  yet  give,  health  exhibits.  Those 
already  given  attracted  wide  attention  from  the 
public,  and  the  clinics  given  were  attended  by 
large  numbers  of  persons,  especially  children. 

Dr.  W.  F.  Bleifuss,  chief  deputy  health  officer 
of  Rochester,  has  quit  the  practice  of  medicine 
to  take  up  farming.  Dr.  Bleifuss  was  not  only 
an  excellent  local  health  officer,  but  he  took 
part  in  the  improvement  of  general  health  condi¬ 
tion  in  Minnesota  and  the  country. 
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Dr.  J.  E.  White,  formerly  of  Oklahoma,  has 
begun  work  as  successor  to  Dr.  P.  M.  Bowdish, 
for  several  years  superintendent  of  the  Sand 
Beach  State  Tuberculosis  Sanatorium  at  Lake 
l*ark.  Dr.  Bowdish  has  gone  to  Wheeling,  W. 
\'’a.,  to  continue  the  same  line  of  work. 

At  the  annual  meeting  of  the  Minnesota  Sana¬ 
torium  Association,  held  at  Thief  River  Falls 
last  month,  an  invitation  was  accepted  to  meet 
next  year  with  the  Wisconsin  Association.  Dr. 
L.  G.  Guver,  of  Nopeming,  was  elected  president 
of  the  Association  to  succeed  Dr.  M.  G.  Milan, 
of  WGrren. 

Montana  opened  its  new  State  Hospital  for 
Tuberculous  Children  at  Salem  last  month.  The 
altitude  of  Salem  and  the  weather  conditions 
throughout  the  year  are  said  to  be  about  the  same 
as  at  Leysin,  Switzerland,  where  Professor  Rollier 
carriers  on  his  sunshine  cure.  The  work  in  Mon¬ 
tana  will  be  along  the  same  line  as  the  work  in 
Switzerland. 

The  Aberdeen  and  Whitestone  District  Medical 
Societies  and  the  Aberdeen  Dental  Society,  of 
South  Dakota,  held  a  joint  meeting  last  month. 
Papers  were  read  by  Dr.  W.  J.  Marcley  and  Dr. 
Stanley  Maxeiner,  of  Minneapolis,  and  Dr.  G.  O. 
Goodman,  of  Milbank,  the  latter  on  “Preventive 
Dentistry.”  Games,  swimming,  and  fishing  fur¬ 
nished  the  amusements,  and  all  voted  the  meeting 
a  grand  success. 

The  Northern  Minnesota  Medical  Association 
held  its  mid-summer  meeting  at  Duluth  on 
August  2  and  3.  The  papers,  talks,  discussions, 
and  clinics,  together  with  the  entertainment,  made 
the  meeting  the  best,  with  the  largest  attendance, 
in  the  history  of  the  Association.  The  following 
officers  were  elected :  President,  Dr.  E.  L. 
Tuohy,  Duluth;  vice-president.  Dr.  J.  A.  Thabes, 
Brainerd ;  secretary-treasurer.  Dr.  W.  W.  W'dll, 
Bertha.  The  next  meeting  will  be  held  at  Brain¬ 
erd. 

Fine  North  Dakota  Practice  for  Sale 

An  established  North  Dakota  practice  in  the  larg¬ 
est  city  in  North  Dakota.  Address  127,  care  of  this 
office. 

Office  For  Rent  In  Minneapolis 

Office  of  three  rooms  with  private  waiting-room. 
Sixth  floor  Yeates  Building,  Nicollet  and  Ninth, 
Minneapolis.  Tel.  Main  7322. 

Practice  For  Sale 

One  of  the  best  practices  in  South  Eastern  North 
Dakota  in  a  city  of  1,800.  Good  high  school,  good 
railroad  center  and  one  of  the  best  mixed  farming 
districts,  with  no  crop  failures.  Am  going  to  the 
city  to  specialize.  Practice  for  sale  with  or  with¬ 
out  residence.  Good  opening  for  German-speaking 
doctor.  Address  124,  care  of  this  office. 


An  X-Ray  Technician  Wants  Work 
Has  had  wide  experience  in  large  clinics  in  the 
Twin  Cities  and  has  done  hospital  work  in  the  coun¬ 
try.  Can  give  the  best  of  references.  Address  105, 
care  of  this  office. 

X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  La  Salle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Practice  For  Sale  In  Minnesota 
Established  Minnesota  practice  for  sale  at  invoice; 
excellent  gravel  roads;  sound  dairying  and  farming 
community;  large  consolidated  schools  with  gym¬ 
nasium;  collections  good;  modern  offices  with  den¬ 
tist.  Specializing.  Give  qualifications.  Address  119, 
care  of  this  office. 

X-Ray  and  Laboratory  Work  Wanted 
Position  in  doctor’s  office,  clinic,  or  hospital  by 
a  woman  thoroughly  efficient  in  .r-ray  and  labora¬ 
tory  work.  Five  years  experience  in  doctor’s  office 
as  .I'-ray  technician,  bookkeeper,  and  stenographer. 
Have  completed  a  six  months  laboratory  course. 
Address  120,  care  of  this  office. 

Position  Wanted 

A  nurse  with  three  years’  office  and  laboratory 
experience  desires  a  position  in  an  office  or  small 
hospital.  Employed  last  year  as  surgical  supervisor 
and  laboratory  nurse  in  large  hospital.  Excellent 
references.  Address  128,  care  of  this  office. 

Position  Wanted  by  X-Ray  and  General  Laboratory 
Technician 

A  graduate  of  the  Minneapolis  Hospital  Labora¬ 
tory  in  .r-ray  and  general  laboratory  work,  with  ex¬ 
perience  in  St.  Mary’s  and  other  hospitals.  Best  of 
references.  Address  129,  care  of  this  office. 

Physician’s  Office  Equipment  for  Sale  in  Twin  Cities 
Consists  of  white  enameled  office  unit  of  several 
pieces,  also  reception  room  furniture,  sterilizers, 
bookcase,  drugs,  and  other  articles.  Almost  as  good 
as  new.  Price  very  low  for  quick  sale.  Rare  op¬ 
portunity  for  beginner  to  get  equipment  at  small 
cost.  Address  123,  care  of  this  office. 

Practice  for  Sale  in  North  Dakota 
General  practice  for  sale,  with  opportunity  for 
surgery,  in  town  of  1,200  in  the  Red  River  Valley. 
One  other  physician.  Good  roads,  good  schools, 
including  State  Normal,  hospital  owned  and  run  by 
other  lodges.  Reason  for  leaving,  am  going  West. 
Address  126,  care  of  this  office. 

Physician’s  Office  Furniture,  Etc.,  For  Sale 
Roll-top  desk,  safe,  white  enamel  folding  chair 
and  cushion,  instruments,  and  medicines  of  the  late 
Dr.  H.  Z.  Fisher,  of  Lansford  N.  D.,  are  offered 
for  sale.  Everything  in  good  condition.  Can  be 
bought  at  a  bargain.  Good  location  for  a  doctor. 
Address  Mrs.  H.  Z.  Fisher  (Box  186),  Lansford, 
N.  D. 
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PHYSICIANS  LICENSED  AT  THE  JUNE  (1924)  EXAMINATION  TO  PRACTICE  IN 

MINNESOTA 


Name 


UPON  EXAMINATION 

School  and  Date  of  Graduation 


Address 


Andersen,  Silas  Carl . . . U.  of  Minn.,  M.B.,  1924 . _2618  W.  52  St.  Minneapolis 

Anderson,  Mark  J . _.U.  of  Minn.,  M.B.,  1924 . Gen.  Hosp.,  Hackensack,  N.  J. 

Anderson,  Reuben  M . . _.U.  of  Minn.,  M.B.,  1924 . 2420  33  Ave.  S.,  Minneapolis 

Bieter,  Raymond  N . U.  of  Minn.,  M.B.,  1924 . 2015  Dayton  Ave.,  St.  Paul 

Buscher,  Julius . . U.  of  Kiel,  Ger.,  1919 . . . 800  Univ.  Ave.,  St.  Paul 

Calvert,  Charlotte  Joslin . U.  of  Minn.,  M.lk,  1924 . 3700  California  St.,  San  Francisco,  Cal. 

Cooke,  Harry  Hamilton . U.  of  Minn.,  M.B.,  1924 . N.  W.  Hosp.,  Minneapolis 

Culver,  Lucian  Glenn . U.  of  Minn.,  M.B.,  1924 . „510  Essex  St.  S.  E.,  Minneapolis 

deCarle,  Donald  Wilson . U.  of  Minn.,  M.B.,  1924 . _429  Union  St.,  Minneapolis 

Eberson,  Frederick . U.  of  Minn.,  M.B.,  1924 . . . U.  of  Minn.  Med.  School,  Minneapolis 

Endress,  Edward  K . U.  of  Minn.,  M.B.,  1924 . N.  P.  Hosp.,  St.  Paul 

Exley,  Erwin  Wm . _U.  of  Minn.,  M.B.,  1924 . Miller  Hosp.,  St.  Paul 

Fehland,  Harold  Roland . . U.  of  Minn.,  M.B.,  1924 . . . __Aliller  FIosp.,  St.  Paul 

Frost,  Russell  H . U.  of  Minn.,  M.B.,  1924 . . . . . . Willmar,  Minn. 

Goblirsch,  Andrew  Peter . . . _U.  of  Minn.,  M.B.,  1924 . . . . . —  Wabasso,  Minn. 

Greenfield,  Arthur  William . _U.  of  Minn.,  AI.B.,  1924 . 917  21st  Ave.  S.  E..  Minneapolis 

Griffith,  Wm.  Hugh . U.  of  Minn.,  M.B.,  1924 . . 603  Delaw'are  St.  S.  E.,  Minneapolis 

Groschupf,  Theo.  I’aul . U.  of  Minn.,  M.B.,  1924 . -_329  Union  St.  S.  E.,  Minneapolis 

Hargreaves,  John  Morris . _U.  of  Minn.,  M.B.,  1924 . _.629  Wash.  Ave.  S.  E.,  Minneapolis 

Howard,  Marshall  Ignatius . . U.  of  Minn.,  M.B.,  1924 . —  Sherburn,  Minn. 

Hochfilzer,  Johann . U.  Innsbruck,  Austria,  1919 . 1237  Lowry  Bldg.,  St.  Paul 

Jensen,  Alvah  Henry . U.  of  Minn.,  M.B.,  1924 . -Hutchinson,  Minn. 

Johnson,  Walter  Royle . U.  of  Minn.,  M.B.,  1924 . 3200  18th  Ave.  So.,  Minneapolis 

Just,  Herman  Joseph . U.  of  Minn.,  M.B.,  1924 . Gen.  Hosp.,  Kansas  Citv,  Mo. 

Larson,  Leonard  Morgan . _U.  of  Minn.,  M.B.,  1924 . . . . 603  Delaware  St.  S.  E.,  Minneapolis 

McGranahan,  Jas.  Henry . U.  of  Minn.,  M.B.,  1924 _ _ Alameda  Co.  Hosp.,  San  Leandro,  Cal. 

McKinnon,  Angus  A . U.  of  Minn.,  M.B.,  1924.. . . 603  Delaware  St.  S.  E.,  Minneapolis 

Meyer,  Herbert  Chester  Edward  U.  of  Minn.,  M.B.,  1924 . Gen.  Hosp.,  Minneapolis 

Mills,  James  Theo . U.  of  Minn.,  M.B.,  1924 . -Wash.  BKxl.  Hosp.,  Chicago,  Ill. 

Myre,  Clifford  Russel . U.  of  Minn.,  M.B.,  1923 . . . 3428  5th  Ave  So.,  Minneapolis 

Moe,  Thomas . U.  of  Minn.,  M.B.,  1924 . 1395  Chelmsford  St.,  St.  Paul 

Nelson,  Oliver  Earl . U.  of  Minn.,  M.B.,  1922,  M.D.,  1924 . Gaylord,  Minn. 

Noble,  Thos.  Elwood . U.  of  Minn.,  M.B.,  1924 . .  So.  Pacific  Hosp.,  San  Francisco,  Cal. 

I’aul,  Lester  Warner . U.  of  Minn.,  M.B.,  1924.. . _Gcn.  Hosp.,  Minneapolis 

Peterson,  Edward  Nohl . _.U.  of  Minn.,  M.B.,  1924 . __Ancker  Hosp.,  St.  Paul 

Polczak,  Jacob  Anthony . U.  of  Minn.,  M.B.,  1924 . 923  Marshall  St.,  Minneapolis 

Radi,  Robert  Bernard . U.  of  Minn.,  M.B.,  1924 . Gen.  Hosp.,  Minneapolis 

Roust,  Henry  A . U.  of  Minn.,  M.B.,  1924 . Mankato,  Minn. 

Sanderson,  Melville . . . Loyola,  kl.D.,  1918 . . . . . . . _AIinneota,  Minn. 

Scanlan,  Jerome  Edward . U.  of  Minn.,  M.B.,  1924 . —  Piedmont  Apt.,  St.  Paul 

Schwyzcr,  Robert . Zurich,  1918 . 7th  &  Exchange  Sts.,  St.  Paul 

Smith,  Ebenezer  Knox . McGill,  M.D.,  1923 . 741  Quincy  St.  N.  E.,  Minneapolis 

Stomberg.  Carl  Winfred . Lh  of  Minn.,  ALB.,  1924 . 531  Walnut  St.  S.  E.,  Alinneapolis 

Tangen,  Geo.  Alartin . . U.  of  Alinn.,  ALB.,  1924 . _Gen.  Hosp.,  Alinneapolis 

Thorson,  Stuart  John . _U.  of  Alinn.,  AI.B.,  1923 . . . L^niv.  Hos]i.,  Alinneapolis 

Tollefson,  Donald  Gasman . U.  of  Alinn.,  ALB.,  1924 . _Cal.  Luth.  Hosp.,  Los  Angeles,  Cal. 

Trueman,  Harold  Spencer . Leland  Stanford,  AI.D.,  1924 . 3502  Chicago  Ave. 

Ahk,  Alelvin . LL  of  Alinn.,  AI.B.,  1924 . . —  St.  Joseph  Hosp.,  St.  Paul 

Wilder,  Robert  Lawson . U.  of  Alinn.,  AI.B.,  1924 . . . . Care  of  Walter  Reed  Hosp.,  Wash¬ 

ington,  D.  C. 

Young,  I  rving  Henry . T^.  of  Alinn.,  AI.B.,  1924 . 211  Harrison  Ave.,  Harrison,  N.  J. 

Young,  Nelson  A . , . U.  of  Alinn.,  ALB.,  1923 . N.  P.  Hosp.,  St.  Paul 


THROUGH  RECIPROCITY 

Bishop,  Albert  Henry . Chicago  Homeo.  Aled.,  AI.D.,  1900 . West  Bent,  la. 

Grace,  Frank  Gaines..  A.  W.,  AI.D.,  1902 . . . 1035  E.  Franklin 

Green,  Earle  Ira .  Rush,  AI.D.,  1923 . . Rochester,  Alinn. 

Heetderks,  Dewey  Ralph  U.  of  Alich.,  AI.D.,  1922 . Rochester,  Alinn. 

Lancaster,  Wilson  AIcArthur . Western  Aled., London,  Ont.,M.D.,  1909  Wahpeton,  N.  D. 

Lundy.  John  Silas . Rush,  M.D.,  1920 . . Rochester,  Minn. 

McMahon,  Maurice  Jos . Creighton,  AI.D.,  1923 . Prior  Lake,  Minn. 

Omohundro,  Miles  Parker . U.  of  Va..  AI.D.,  1922 . . . . . Rochester,  Alinn. 

Spencer,  Noal  W . Omaha  Aled..  AI.D.,  1899 . . Sioux  Falls,  S.  D. 

Sporre,  Knute  Alexis . U.  of  Iowa,  AI.D.,  1919 . . . Harris  Iowa 


Ave. 
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MODERN  CLASSIFICATION  OF  PSYCHOSES* 

By  W.  a.  Jones,  M.D. 

MINNEAPOLIS,  MINNESOTA 


An  epigram  of  unknown  origin  states  that  half 
the  world  is  crazy,  but  which  half  we  do  not 
know.  At  all  events  it  simplifies  the  classifica¬ 
tion  of  mental  diseases  if  we  accept  this.  It  per¬ 
haps  would  be  fairer  to  say  that  the  classification 
divides  the  world  into  two  parts,  the  sane  and  the 
insane ;  and  yet,  if  we  studied  the  older  writers, 
we  would  find  that  there  was  the  same  difficulty 
in  classifying  mental  disorders  then  that  there 
seems  to  be  at  the  present  time. 

To  attempt  to  recite  the  various  tables  of  clas¬ 
sification  that  are  given  by  many  authors  would 
take  up  an  entire  evening;  but  it  is  interesting 
to  note  that  from  the  early  times  to  the  present 
day  there  have  been  comparatively  few  changes 
in  the  general  acceptance  of  terms  used  to  denote 
certain  psychoses.  And  as  our  knowledge  of  the 
individual  and  of  the  race  is  increased  we  look 
at  the  psychoses  from  a  somewhat  different  an¬ 
gle.  The  field  of  general  medicine,  as  well  as 
the  field  of  mental  disorders,  has  been  broadened 
considerably,  and  the  study  of  biology  has  made 
it  easier  to  comprehend  the  problems  in  psycho¬ 
ses.  In  recent  years  biology  has  opened  up  a 
new  path  for  what  we  used  to  term  loosely  “psy¬ 
chology.”  This  latter  word  has  been  very  much 
abused,  very  much  overrated,  and,  as  Henry 
James  has  said,  “it  is  a  nasty  little  thing,  any¬ 
way.”  But  when  you  understand  that  psycho¬ 
logy  of  to-day  is  the  science  of  behavior,  it  fits 
in  well  with  biology  and  heredity.  Then,  too,  we 

♦Presented  before  the  Hennepin  County  Medical  Society, 
Minneapolis,  March  3,  1924. 


appreciate  that  many  mental  disorders  are  so 
closely  associated  with  bodily  disorders  that  there 
is  a  better  prognostic  outlook  than  we  have  for¬ 
merly  held.  The  relief  of  somatic  diseases  or 
disorders  sometimes  is  the  turning-point  in  not 
only  the  development  but  the  relief  of  a  disor¬ 
dered  mental  state.  The  problems  of  adjustment 
of  the  nervous  mechanism  are  rendered  more 
simple  by  the  appropriate  adaptation  to  environ¬ 
mental  conditions,  and  in  this  way  it  becomes  a 
thoroughly  biological  problem.  Then,  too,  the  re¬ 
action  of  the  patient,  as  a  whole  individual,  from 
the  conditions  underlying  every  problem  in  psy¬ 
chiatry  is  important.  Hence  all  bodily  functions 
must  be  investigated  before  an  intelligent  con¬ 
clusion  can  be  reached  from  the  standpoint  of 
diagnosis,  prognosis,  and  treatment  of  the  mental 
condition. 

To  the  uninformed  a  mental  disease  means  a 
chronic  disorder;  to  those  who  have  given  the 
subject  sufficient  study  it  is  accepted,  now,  that 
the  recoverable  forms  of  insanity  are  increasingly 
observed.  To  biology,  heredity,  evolution,  and 
natural  selection  we  can  credit  a  decided  advance 
in  the  study  of  diseases  of  the  nervous  system. 
It  will  be  observed,  too,  that  mental  disorders, 
instead  of  leading  up  to  almost  confusional  states 
in  the  mind  of  the  student,  may  be  greatly  simpli¬ 
fied  when  it  is  realized  that  excitement,  depres¬ 
sion,  confusion,  and  stupor  are  the  four  funda¬ 
mental  mental  signs  which  we  look  to  in  our 
studies  for  classification. 

There  has  been  much  discussion  as  to  the  term 


434 


THE  JOURNAL-LANCET 


“insanity,”  and  from  some  sources  it  is  claimed 
that  there  is  no  clean-cut  and  commonly  accepted 
definition,  for  the  reason  that  it  goes  back  to 
the  time  when  it  was  believed  that  sickness  of 
the  mind  was  all  of  one  sort.  Appleton’s  Med¬ 
ical  Dictionary  frankly  calls  “insanity”  an  “ob¬ 
solete  medical  term.”  The  word  “psychoses,” 
used  in  the  plural,  is  acceptable  and  suggests 
fairly  well  the  present  attitude  of  this  depart¬ 
ment  of  medicine,  which  may  regard  certain 
mental  conditions,  paresis,  dementia  precox,  par- 
anosis,  and  others,  just  as  general  medicine  re¬ 
gards  typhoid  fever,  pneumonia,  or  smallpox. 
The  court  and  the  jury,  and  particularly  the 
legal  lights,  demand  a  definition  ;  and  if  you  want 
to  put  up  something  that  is  almost  unbreakable 
you  may  define  insanity  as  “a  disease  of  the 
brain  with  psychic  manifestations,”  or  as  Dercum 
defines  it,  “a  diseased  state  in  which  there  is 
more  or  less  persistent  departure  from  the  nor¬ 
mal  manner  of  thinking,  acting,  and  feeling.” 
William  A.  White  speaks  of  insanity  as  a  “cer¬ 
tain  type  of  socially  inefficient  conduct,  a  certain 
degree  of  socially  inefficient  conduct  that  causes 
trouble  in  the  community.”  The  law  which  has 
to  do  with  the  mentally  disturbed  thinks  of  him 
only  as  to  whether  he  can  properly  care  for  him¬ 
self  or  his  property,  and  whether  he  can  distin¬ 
guish  between  right  and  wrong.  This  definition, 
to  the  psychiatrist,  is  rather  loose  in  its  construc¬ 
tion,  and  is  the  one  that  was  adopted  by  courts 
of  law  more  than  three  hundred  years  ago. 

There  are  certain  mental  conditions  which  can 
readily  come  under  the  head  of  constitutional 
psychopathic  states,  and  they  also  include  the  un¬ 
diagnosed  psychoses  and  are  commonly  known 
as  the  borderline  in  which  a  psychosis  may  de¬ 
velop.  Such  individuals  have  a  sort  of  patho¬ 
logic  mentality,  which  is  associated  with  a  de¬ 
fective  character  and  a  behavior  complex.  Un¬ 
der  this  heading  we  find  the  following  rather 
typical  states  of  mind,  the  possessors  of  which 
are  usually  of  the  ambulatory  or  undecided  types 
of  individuals.  For  instance,  there  is  a  condition 
known  as  “criminalism,”  in  which  about  2  per 
cent  of  the  people  are  born  with  criminal  ten¬ 
dencies,  and  which  eventually  can  be  determined 
by  a  careful  analysis  as  to  the  kind  of  crime  they 
are  likely  to  commit. 

Another  division  is  that  called  “emotional  in¬ 
stability,”  those  who  have  inadequate  personality, 
—the  nomad  who  wanders  aimlessly  about,  the 
man  with  the  paranoid  personality,  who  usually 
constitute  the  great  majority  of  nuisances.  Some¬ 
one  has  referred  to  them  as  the  “persons  from 


Porlock,”  who  may  wander  in  with  a  business 
project,  take  up  one’s  time  with  visionary  schemes, 
and  who  obstruct  the  by-paths  in  business,  either 
professional  or  industrial.  This  man  comes  in, 
monopolizes  an  hour  of  time,  leaves  the  impres¬ 
sion  that  he  is  a  common,  every-day  bore,  and, 
after  leaving  his  victim  almost  prostrate,  he  goes 
on  to  someone  equally  unsuspecting.  These  are 
among  the  milder  forms  of  paranoid  personality ; 
they  can  wreck  a  man’s  happiness,  disturb  his 
entire  day,  but  the  “person  from  Porlock”  goes 
out  pleased  with  himself  and  does  not  know  the 
trail  of  disaster  or  disdain  which  he  leaves  be¬ 
hind  him. 

Then,  too,  we  have  the  pathological  liar,  who 
can  with  the  utmost  plausibility  present  a  plan 
or  a  scheme  or  a  line  of  gossip  that  will  tem¬ 
porarily  suspend  all  business  operations  until  he 
is  finally  discovered  and  kicked  upstairs  or  down¬ 
stairs.  Not  uncommonly  is  this  list  of  consti¬ 
tutional  psychopathic  states  either  led  by  or 
trailed  by  the  sexual  pervert,  and  of  this  we  may 
speak  later,  or  not  at  all.  None  of  these  psy¬ 
chopathic  persons  can  be  termed  as  suffering 
from  a  typical  psychosis,  and  if  by  any  chance 
they  are  confined  and  deprived  of  their  liberty 
they  are  classified  as  either  not  insane  or  un¬ 
diagnosed.  They  are  simply  the  pests  of  the 
world,  and  they  can  lay  the  foundation  for  more 
discomfort  and  more  unhappiness  than  it  is  pos¬ 
sible  for  the  one  who  is  actually  insane  to  do. 

In  order  not  to  follow  the  definite  classification 
which  has  been  adopted  by  the  American  Medico- 
Psychological  Association,  and  which  has  been 
accepted  for  use  in  the  War  Department  under 
the  direction  of  the  Office  of  the  Surgeon-Gen¬ 
eral,  I  have  taken  the  liberty  to  transpose  the 
order  of  their  presentation : 

First  and  properly  among  the  types  to  be  con¬ 
sidered  are  the  psychoses  with  somatic  diseases, 
and  under  this  heading  come : 

a.  Delirium  with  infectious  diseases ;  i.  e,  en¬ 
cephalitis  or  streptococci. 

b.  Post-infectious  psychoses — influenza,  gas- 
tro-intestinal. 

c.  Exhaustion  delirium. 

d.  Diseases  of  unknowm  origin. 

e.  Diseases  of  the  ductless  glands — diabetes. 

f.  Cardiorenal  disease— uremic  and  myocar¬ 
dial. 

g.  Cancer — toxic  forms. 

h.  Other  diseases  or  conditions  (to  be  speci¬ 
fied). 
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Lender  this  first  classification  we  must  keep  in 
mind  the  general  condition  of  the  individual  as 
to  what  part  of  his  nervous  system  is  affected— 
whether  it  is  the  cerebrospinal  system,  the  au¬ 
tonomic  nervous  system,  which  is  literally  the  in¬ 
dependent  nervous  system  allied  to  the  nervous 
mechanism  controlling  involuntary  muscles  and 
glandular  structures ;  and  the  vegetative  nervous 
system,  the  part  of  the  nervous  system  controlling 
the  visceral  functions.  Roth  of  these  systems 
just  recorded  are  made  up  largely  from  the  sym¬ 
pathetic  nervous  system. 

The  second  division,  “a”  (delirium  with  in¬ 
fectious  diseases),  includes  all  types  of  infections 
that  are  generally  accepted  and  demonstrable ; 
“b”  (postinfectious  psychoses)  includes  the  vari¬ 
ous  forms  of  encephalitis  from  infection  of  either 
known  or  unknown  type. 

Third  is  alcoholic  psychosis : 

a.  Pathologic  intoxication. 

b.  Delirium  tremens. 

c.  Acute  hallucinosis. 

d.  Korsakow’s  psychosis. 

e.  Chronic  paranoid  type. 

f.  Other  types,  acute  or  chronic. 

Division  “a”  (pathologic  intoxication)  includes 

certain  individuals  who,  under  unexpected  con¬ 
ditions  have  taken  more  alcohol  then  they  can 
readily  contain.  They  exhibit  extreme  anger, 
violence,  despondency,  suicide  or  destructive  acts 
or  a  shamelessness  that  has  no  reserve. 

The  second  division,  “b”  (delirium  tremens), 
are  those  who  are  chronic  users  of  liquor  and 
during  their  drinking  attacks  not  infrequently 
abstain  from  food,  hence  the  activity  and  vio¬ 
lence  of  their  intoxication.  They  are  actuall}^ 
poisoned  because  physically  reduced  by  the  lack 
of  food.  They  may  become  the  acute  or  chronic 
ca.ses,  and  not  infrequently  they  come  quickly  to 
a  fatal  end.  And  “f”  includes  the  chronic  al¬ 
coholic.  This  is  continued  over  long  periods  of 
time  and  is  associated  with  a  bad  heredity,  in 
which  some  member  of  the  family  has  been  a 
chronic  drunkard  before  him.  They  have  mental 
deterioration  which  slowly  progresses.  They 
are  indifferent,  forgetful,  neglectful,  and  irrita¬ 
ble.  They  sometimes  have  physical  symptoms, 
such  as  a  partial  paralysis,  a  lesion  of  the  optic 
nerve  and  retina,  and  they  become  ultimately  de¬ 
mented.  “C”  (acute  hallucinosis)  is  a  condition 
of  acute  hallucinosis  in  which  there  are  delusions 
of  persecution,  hallucinations  of  various  types 
which  come  on  usually  abruptly,  but  associated 
with  an  antecedent  alcoholic  history.  They  slow¬ 
ly  recover  in  the  majority  of  instances. 


“D,”  Korsakow’s  psychosis,  is  a  lack  of  impres¬ 
sionability,  a  loss  of  memory  for  recent  events 
together  with  a  fabrication  that  is  characteristic, 
and  commonly  these  people  have  a  polyneuritis, 
and  not  infrequently  become  demented  and  their 
pathology  is  well  marked.  They  have  cerebral 
hemorrhages ;  they  do  not  recover  well,  although 
some  of  them  may  approach  the  normal,  but  they 
commonly  suffer  from  a  gradual  mental  reduc¬ 
tion. 

“E”  (the  chronic  paranoid  type)  is  character¬ 
ized  by  delusions  of  jealousy  in  which  false 
charges  are  made,  but  the  reasons  given  are  not 
of  the  sort  to  carry  conviction  and  may  be  en¬ 
tirely  absurd.  Some  trivial  incident  may  be  men¬ 
tioned  as  proof  of  infidelity.  Hallucinations  oc¬ 
cur  and  fortify  the  delusional  state.  These  are 
the  people  who  suffer  from  family  (embarrass¬ 
ments,  separations,  divorces,  and  ill  treatment. 
Then  there  are  certain  alcoholics  who  come  un¬ 
der  “i,”  in  whom  there  is  an  apparent  paresis 
resembling  the  paresis  of  syphilis,  and  doubtless 
the  two  in  some  cases  may  be  associated.  We 
must  be  on  our  guard  against  the  true  form  of 
paresis  and  the  pseudoparesis  which  accompanies 
alcoholism.  In  the  first  case  recovery  is  not 
likely,  while  in  the  alcoholic  they  may  recover. 

The  third  division  is  comprised  of  the  psy¬ 
choses  due  to  drugs  and  other  exogenous  toxins : 

a.  Morphine,  cocaine,  bromides,  chloral,  etc., 
alone  or  combined  (to  be  specified). 

b.  Metals,  as  lead,  arsenic,  etc.  (to  be  speci¬ 
fied)  . 

c.  Gases  (to  be  specified). 

d.  Other  exogenous  toxins  (to  be  specified). 

These  need  only  to  be  mentioned  by  way  of 

explanation. 

Fourth  group :  general  paresis,  known  to  the 
lay  people  as  “paresis”  and  known  also  in  medicine 
under  the  name  of  “dementia  paralytica.”  Gen¬ 
eral  paresis  is  characterized  by  marked  mental 
and  physical  deterioration  and  means  an  organic 
change  in  the  central  nervous  system,  and  it  is 
due  in  100  per  cent  of  the  cases  to  lues.  The 
early  symptoms  are  indefinitely  defined.  Retro¬ 
spection  is  an  aid  to  the  beginning  of  the  dis¬ 
order  and  is  responsible  for  the  business  indis¬ 
cretions  of  a  serious  sort.  The  pathological  find¬ 
ings  are  rich  in  detail.  The  bones  of  the  skull 
are  unevenly  thickened;  the  dura  is  attached  in 
spots ;  the  pia  tears  at  points  into  the  brain  sub¬ 
stance  ;  the  whole  brain  is  shrunken  with  fluid  in 
the  free  spaces,  and  gives  a  cloudy  appearance. 
First  evidence  often  comes  as  a  change  of  char¬ 
acter.  A  man  of  respected  standing  develops  ir- 
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regular  habits  and  goes  to  any  length  in  the  dis¬ 
regard  shown  for  the  customs  or  ethics  of  so¬ 
ciety.  The  ability  for  application  is  lost.  There 
is  an  indifference  and  an  irresponsibility.  Im¬ 
portant  details  of  work  are  disregarded ;  there  is 
a  carelessness  in  dress.  Fine  manipulations  are 
difficult,  and  the  fingers  are  awkward.  Lapses 
of  memory;  the  patient  becomes  indifferent  to 
money,  and  is  disinclined  to  work ;  he  is  full  of 
grand  and  expansive  ideas  and  often  misleads 
the  unsuspecting.  There  is  a  disturbance  of 
speech  and  a  tremor  which  is  somewhat  typical. 
Following  this  is  a  gradual  increase  of  all  the 
symptoms.  Suddenly  a  convulsive  seizure  occurs, 
either  like  a  true  apoplexy  or  is  apopleptiform  in 
type.  The  dementia  increases,  and  the  patient 
finally  goes  to  bed.  He  occasionally  has  a  re¬ 
mission,  but  usually  progresses  so  that  in  the  first, 
second,  or  third  year  he  dies  of  his  disease. 

Fifth  group :  psychoses  of  cerebral  arterios¬ 
clerosis.  This  is  a  common  form  of  mental  and 
brain  deterioration,  and  it  occurs  at  any  time  of 
life  in  which  arteriosclerosis  may  attend.  Hence 
it  is  not  infrequently  associated  with  hemorrhage 
of  the  brain.  It  is  slow  in  its  onset  and  may  be 
preceded  by  syphilis,  alcoholism,  or  a  general 
auto-intoxication.  There  are  a  usual  hypertrophy 
of  the  left  ventricle,  high  blood  pressure,  and  a 
chronic  nephritis.  The  arterial  disease  may  be 
limited  to  the  cerebrum,  but  when  associated  with 
kidney  or  cardiac  diseases  it  is  more  extensively 
found  as  a  pathologic  condition.  It  is  responsi¬ 
ble  for  much  of  the  forgetfulness,  the  emotional¬ 
ism,  the  irritableness,  headaches,  dizziness,  and 
deafness,  following  which  there  are  a  gradual 
dementia,  incoherence,  and  disturbance  of  the 
speech  centers ;  but  these  individuals  are  able  to 
hold  their  own  personality  well. 

Group  six ;  cerebral  syphilis.  This  is  a  vascu¬ 
lar  type  and  may  invade  any  part  of  the  nervous 
system,  and  it  follows  the  usual  course  of  a  cere¬ 
bral  syphilis.  Usually  a  parenchymatous  condi¬ 
tion  follows,  which  may  last  from  a  few  months 
to  forty  years,  and  has,  in  common  with  arterios¬ 
clerosis,  practically  the  same  symptoms,  except 
that  added  to  it  there  are  a  defective  memory  and 
a  defective  judgment  and  a  failure  to  recognize 
these  faults.  Many  special  symptoms  may  arise, 
— alterations  of  the  pupils,  choked  discs,  vomit¬ 
ing,  monoplegias,  epilei)sy,  hemianesthesia.  It 
is  usually  recognized  by  laboratory  tests.  When 
once  its  foothold  is  established,  little  can  be  ex¬ 
pected  in  the  way  of  treatment  or  of  permanent 
improvement. 

Related  to  the  psychoses  that  have  just  been 


mentioned  in  connection  with  arteriosclerosis  and 
cerebral  syphilis  we  have  the  ])sychoses  of  Hunt¬ 
ington’s  chorea,  which  is  typified  in  ])eople  over 
thirty  who  develop  a  slow  and  progressive  chorea, 
and  is  in  no  way  connected  with  the  ordinary 
Sydenham’s  chorea.  It  is  commonly  recognized 
as  a  family  disease  and  is  associated  with  brain 
atro])hy  and  arteriosclerosis.  The  movements  of 
the  muscles  are  irregular  and  slow,  the  gait  is 
swaying,  and  the  movements  are  loose  and  jerky 
in  type.  The  early  mental  changes  fix  the  diag¬ 
nosis,  as  there  is  weakness  of  memory  and  judg¬ 
ment.  These  people  go  on  to  helplessness  and 
permanent  dementia. 

Group  seven  :  psychoses  with  brain  tumors,  due 
to  invasion  of  territory  by  new  tissue  formation 
and  with  pressure  symptoms,  added  pain,  eye 
symptoms,  and  paralysis  of  various  forms  or 
typical  forms  are  not  infrequently  associated 
with  the  growth  of  the  brain  turnon  The  first 
type  is  embolism,  which  occurs  suddenly,  is  ac¬ 
companied  by  extreme  but  transient  excitement, 
the  development  of  a  paralysis  which  may  be 
more  or  less  in  evidence,  and,  if  the  cerebral  in¬ 
sult  is  sufficient,  the  mental  symptoms  are  added 
thereto. 

Paralysis  agitans  is  occasionally  followed  by  a 
mental  deterioration  which  is  terminal  in  its  t}  pe. 

Tuberculous  and  other  forms  of  meningitis  are 
self-explanatory,  as  is  the  multiple  sclerosis  with 
its  varied  symptom  groups — nystagmus,  scanning 
speech,  ataxia,  increased  reflexes,  optic  atrophy 
with  its  limited  involvement  of  the  mentality,  and 
sensation.  It  is  gradually  progressive  with  re¬ 
missions  which  last  from  six  months  to  ten  years 
or  longer. 

Tabes,  or  locomotor  ataxia,  is  another  one  of 
the  100  per  cent  luetic  diseases  which  extends 
into  the  brain  and  develops  into  what  we  call  a 
taboparesis,”  and  follows  the  usual  course. 

Another  division  which  is  interesting,  but  not 
frequent  in  this  part  of  the  country,  is  psychosis 
with  pellagra,  in  which  the  characteristic  symp¬ 
toms  are  disturbances  and  disorders  of  metabo¬ 
lism,  food  errors,  and  the  development  of  pecu¬ 
liar  skin  disorders,  and  with  a  rather  typical  de¬ 
terioration  mentally  sometimes  a  definite  acute 
dementia. 

Traumatic  psychoses  may  follow  an  injury'  in 
which  the  brain  is  definitely^  injured  either  with 
concussion,  with  typical  cell  alterations  or  with 
definite  injury  to  brain  substance  found  in  those 
who  are  mentally  predisposed  in  their  tendencies 
to  mental  disorder,  which  is  of  the  demented 
type. 
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Dementia  precox  (development)  is  perhaps 
the  mental  disorder  that  brings  more  young  peo¬ 
ple  under  institutional  care  than  any  other,  and 
during  the  late  war  the  number  of  cases  of  de¬ 
mentia  precox  that  slipped  by  the  examiner  and 
experienced  the  strain  and  confusion  of  an  un¬ 
natural  life,  and  which  followed  the  usual  course, 
was  almost  unbelievable.  The  simple  type  which 
is  found  among  young  people  is  probably  due  to 
an  endogenous  toxic  effect,  possibly  due  to  the 
dis functioning  of  a  sex  gland  or  some  other  duct¬ 
less  gland;  but,  in  the  main,  there  is  a  psycho¬ 
genic  beginning  with  a  loss  of  balance  in  the 
mental  metabolism. 

“B,”  or  the  hebephrenic  type,  is  more  frequent, 
and  its  beginning  is  usually  unrecognized,  and 
the  dementia  may  show  simply  a  lack  of  ability  to 
think  and  to  do  what  might  be  normally  expected. 
From  this  it  goes  on  to  a  self-centered  attitude 
with  marked  carelessness,  restlessness,  irrespon¬ 
sibility,  sexual  disorders,  hallucinations,  a  general 
shiftlessness,  and  a  deterioration  which  gradually 
increases.  An  Italian  writer  has  used  the  ex¬ 
pression  “a.  stolidity  of  conduct,”  which  is  em¬ 
phasized  by  other  writers  as  a  dullness  of  emo¬ 
tion.  Some  of  these  people  are  likeable,  agree¬ 
able,  and  pleasant,  but  they  show  their  retarda¬ 
tion  and  show  their  mental  inefficiency.  Of  the 
simple  type  and  of  this  type  a  few  make  sub¬ 
stantial  progress  and  may  become  more  or  less 
helpful. 

“C,”  the  catatonic  type,  is  manifested  by  a 
stiffening  of  attitude,  supported  by  a  negativism 
and  stupor.  They  show  extreme  length  in  resis¬ 
tance  to  everything  and  in  maintenance  of  pos¬ 
tures  which  characterize  this  type. 

“D,”  the  paranoid  type,  may  be  found  among 
young  men  or  men  in  middle  life.  They  have 
delusions,  hallucinations,  absurdities,  and  gro¬ 
tesque  fancies.  It  is  very  difficult  to  pick  out 
these  various  forms  of  dementia  precox  and 
classify  them  readily  because  one  type  lapses  into 
another  type,  and  not  infrequently  the  four  vari¬ 
eties  may  be  seen  in  one  case. 

The  manic  depressive  is  a  common  type  of  psy¬ 
chosis  and  is  a  very  easy  term  to  throw  into  the 
mental  waste-basket  because  it  involves  in  many 
cases  a  fourfold  variety  in  which  the  mania  is 
the  beginning.  This  may  be  mild  or  severe  and 
last  a  reasonable  time  with  all  sorts  of  flight  of 
ideas,  psychomotor  excitement  and  emotional  ex¬ 
citement.  The  ideas  may  be  normal  in  character, 
but  they  are  not  rounded  out ;  they  are  shortened 
and  soon  lost  in  what  is  to  follow,  hence  the  term 
“flight  of  ideas.”  This  mania,  or,  in  its  modified 


form,  a  hypomania,  is  sometimes  characterized 
by  emotional  excitement  in  which  the  patient  is 
nervous  and  quick,  and  perhaps  superficially 
clever.  There  is  increased  activity,  which  is  in¬ 
clined  to  change  direction  and  thus  fail  of  any 
reasonable  result,  or  is  recognized  in  many  people 
who  have  short,  sharp  periods  of  excitement, 
muscular  or  emotional,  in  which  they  sometimes 
suddenly  become  apparently  normal.  It  is  im¬ 
material  whether  they  have  hallucinations  or  de¬ 
lusions,  as  they  are  not  usually  permanent.  This 
condition  gradually  lessens  in  activity,  and  con¬ 
valescence  may  be  apparently  established  and 
then  the  case  gradually  approaches  the  depressed 
type.  There  is  difficulty  in  thinking,  and  there  are 
psychomotor  retardation  and  emotional  depres¬ 
sion.  The  patient  sits  relaxed  and  apathetic  with 
folded  hands  and  head  bowed.  It  is  hard  for  him 
to  think  and  difficult  to  act.  The  people  do  not 
realize  that  a  tired,  depressed  brain  cannot  per¬ 
form  its  function,  and,  I  am  sorry  to  say,  very 
few  physicians  recognize  it  either.  This  form 
of  depression  should  be  carefully  attended,  and 
protected  from  attempts  at  suicide  and  from  the 
influence  of  their  too  ardent  and  impulsive 
friends.  Finally  the  depression  clears  away,  and 
an  apparently  normal  condition  returns. 

Type  “c”  is  that  of  stupor  and  stuporous  states 
in  manic  depressive  psychosis  and  is  very  com¬ 
mon.  These  people  suffer  from  all  sorts  of  bodily 
discomforts ;  they  lose  in  weight ;  they  are  utterly 
befogged  mentally;  and  in  spite  of  their  occa¬ 
sional  lapses  into  the  depressive  form  they  oc¬ 
casionally  get  very  much  better,  but  they  show 
a  sign  of  mental  reduction. 

Then  there  is  the  mixed  type,  in  which  these 
three  varieties  are  so  irregularly  presented  that 
there  is  difficulty  in  analysis. 

The  circular  type  is  the  old  form  which  was 
recognized  very  early,  and  it  was  supposed  that 
we  all  lived  a  circular  life,  as  it  might  be  said, 
happy,  depressed,  dull,  or  stupid.  We  go  round 
the  circle,  sometimes  a  large  one,  and  we  arrive 
at  the  threshold  of  sanity,  and  there  we  stay  for 
a  time;  we  either  go  up  to  the  top  of  the  circle 
and  become  exalted,  or  we  go  to  the  bottom  of 
the  circle  and  become  depressed.  And  so  these 
people  who  are  of  the  manic  depressive  psychosis 
type  go  through  life. 

Paranoia  and  paranoic  conditions :  Paranoia 
is  a  common  mental  disorder.  It  is  an  inherited 
defect  characterized  by  fixed  delusions  of  sus¬ 
picion  and  persecution.  It  may  develop  in  young 
life,  even  in  childhood,  or  it  may  be  delayed  in 
its  manifestations  until  adolescence;  and  yet  no 
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pathology  has  been  discovered  which  is  the  basis 
of  a  paranoia.  Further  than  this  the  patient’s 
general  conduct  may  be  near  normal  and  the 
mental  condition  go  without  evidence  of  fault 
when  conversation  does  not  touch  the  diagnostic 
delusions.  Some  paranoiacs  may  be  sensitive, 
distrustful,  and  inclined  to  hold  aloof  even  from 
friends ;  and  some  of  the  paranoiacs  may  be  able 
to  hold  in  check  their  suspicious  ideas  and  appear 
normal,  even  plausible,  frecptently  misleading; 
but  eventually  the  paranoid  state  comes  out. 
Most  of  these  people  are  characterized  by  crooked 
thinking  and  inability  to  reason  logically,  or  to 
think  straight  on  certain  subjects,  hence  they  are 
not  infrequently  shrewd,  sharp,  and  cunning.  As 
a  matter  of  fact,  however,  he  is  a  poor  man  to 
get  along  with ;  he  is  a  poor  business  associate ; 
a  poor  employer  or  employee ;  a  poor  husband 
and  a  poor  father.  The  ego  in  these  individuals 
so  dominates  them  that  they  care  more  for  its 
promptings  than  for  the  commendations  of  the 
people.  They  are  widely  distributed;  they  fre- 
cpiently  head  reform  movements,  but  most  fre¬ 
quently  they  live  a  thorn  in  the  flesh  of  their  as¬ 
sociates;  they  are  quibblers,  and  they  are  always 
found  in  the  minority,  hence  some  of  our  legis¬ 
lative  and  congressional  disputes.  These  people 
are  commonly  in  court,  in  all  sorts  of  fool  litiga¬ 
tion.  They  are  recognized  as  universal  pests,  and 
very  few  of  them  get  better.  Occasionally  one 
gets  to  a  point  where  he  is  tolerable,  but  the 
majority  of  them  remain  chronic,  whether  inside 
or  outside  of  an  institution  for  psychotics.  They 
are  all  more  or  less  dangerous,  and  they  fre- 
ciuently  commit  violent  assaults. 

Involutional  melancholia:  This  type  of  melan¬ 
cholia  differs  from  the  ordinary  depressed  forms 
of  psychosis  that  we  meet  under  different  head¬ 
ings,  in  that  it  occurs  during  a  period  of  involu¬ 
tion,  tissue  change,  arterial  presenile  state ;  con¬ 
sequently  it  may  begin  anywhere  between  the 
fourth  and  fifth  decades,  and  the  mental  symp¬ 
toms  are  those  of  depression,  anxiety,  and  des¬ 
pair,  suppressed  agitation  or  an  increased  psy¬ 
chomotor  activity  and  muscular  tension.  It  is 
commonly  looked  on  as  a  chronic  disorder,  al¬ 
though  perhaps  one-third  of  the  cases  improve 
or  even  recover.  In  this  form  of  depression,  as 
well  as  in  other  forms,  the  persons  grow  de¬ 
pressed  and  are  the  ones  who  attempt  to  escape 
imaginary  or  possible  injury  because  their  fear 
of  injury  to  themselves  by  some  unexpected  as¬ 
sault  tends  to  make  them  escape  their  living  en¬ 
vironment.  They  not  infrequently  commit  sui¬ 
cide,  due  to  a  compelling  thought,  and  yet  they 


have  sufficiently  responsive  mentality  to  carry  out 
their  suicidal  acts.  Then,  too,  they  terminate 
in  many  cases  by  a  persistent  dementia. 

Senile  psychosis:  This  has  been  referred  to 
elsewhere  under  the  head  of  cerebral  arteriode- 
generation,  but  it  occurs  frequently  in  people 
who  have  no  demonstrable  lesion,  but  most  of 
them  are  associated  with  hereditary  tendencies 
slowly  developing  organic  diseases.  They  are 
the  terminal  types  which  occur  from  exhaustive 
and  infectious  disorders,  and  they  finally  become 
what  we  recognize  as  organic  cases  of  dementia. 
In  nearly  every  case  we  may  expect  to  find  a 
general  atrophy  of  the  brain  and  nervous  system. 
The  shrinking  of  the  brain  substance  is  very 
noticeable  at  autopsy,  and  the  depression  of  the 
convolutions  is  marked,  and  the  intermeningal 
spaces  are  commonly  filled  with  fluid  of  a  cloudy 
nature.  Many  of  these  people  have  heart  and 
kidney  diseases  with  high  blood  pressure ;  some 
of  them  have  high  pulse  pressure;  some  of  them 
are  cheerful  and  childish,  while  others  are  dis¬ 
agreeable,  unpleasant,  excitable  and  unruly,  ex¬ 
tremely  untidy  in  their  habits,  and  difficult  to 
care  for  except  in  a  suitable  institution. 

It  is  impossible  to  complete  this  classification 
without  greatly  lengthening  the  paper,  which  is 
already  too  long,  or  to  take  up  those  special  psy¬ 
choneuroses  which  are  commonly  termed  hyster¬ 
ical,  psychasthenic,  and  neurasthenic,  as  well  as 
those  which  are  supposed  to  occur  at  the  climac¬ 
terium.  As  a  matter  of  fact,  those  psychic  dis¬ 
orders  which  occur  at  this  epoch  in  life  are  no 
different  from  forms  that  have  already  been  de¬ 
scribed.  Neither  can  we  take  up  the  psychoses 
with  mental  deficiency  or  those  with  constitutional 
psychopathic  inferiority,  nor  the  epileptic  psycho¬ 
ses,  particularly  those  forms  in  which  the  mental 
attack  replaces  the  convulsive  seizure;  nor  need 
we  take  up  the  undiagnosed  psychoses.  Alto¬ 
gether,  these  classifications  of  mental  disorders 
number  more  than  twent}^  Yet  it  seems  that 
there  may  be  a  much  shorter  classification,  but 
much  broader  in  its  scope.  The  following  clas¬ 
sification  is  taken  from  Bianchi,  an  Italian  psy¬ 
chiatrist  : 

1.  Congenital  psychoses,  arrests  and  devia¬ 
tions  of  psychic  development,  which  include 
phrenasthesia,  psychopathia  sexualis. 

2.  Simple  acute  psychoses,  mania,  melancholia, 
amentia,  and  sensory  psychoses. 

3.  Chronic  psychoses,  primary  and  consecu¬ 
tive,  paranoia,  periodic  psychoses,  states  of  de¬ 
mentia. 

4.  Paralytic  psychoses,  general  paresis,  s\ph- 
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ilitic  dementia,  alcoholic  dementia  and  encephali¬ 
tic  dementia. 

5.  Psychoses  from  neuroses,  epileptic,  hys¬ 
teric,  neurasthenic,  choreic  psychoses. 

6.  Toxic  psychoses,  pellagra,  alcohol,  drugs, 
acute  gastro-enteric. 

7.  Infective  psychoses,  post-influenzal,  enteric, 
syphilitic,  and  acute  delirium. 

Still  another  scheme  is  presented  in  the  book, 
“Insanity  and  Law,”  by  Dr.  H.  Douglas  Singer 
and  Dr.  William  O.  Krohn,  in  which  they  present 
figures  derived  from  21,742  first  admissions  to 
72  state  hospitals  during  the  year  1920.  From 
this  classification  should  be  deducted  435  psy¬ 
choneuroses,  and  730  other  cases  without  psy¬ 
choses.  This  leaves  a  total  of  20,577  patients 
with  psychoses  as  follows : 

No.  of  Cases 

I.  Psychoses  with  structural  dam¬ 


age  to  the  brain : 

(1)  Traumatic  .  48 

(2)  Senile  . . . 2,550 

(3)  Arteriosclerosis  . 1,350 

(4)  General  Paralysis . 2,219 

(5)  Cerebral  Syphilis .  235 

(6)  (7)  and  (8)  Other  brain 

and  nervous  diseases .  209 

(14)  Involutional  Melancholia  683  7,294 

II.  Psychoses  with  toxi-infectious 

conditions : 

(9)  Alcoholism .  476 

( 10)  Drugs  and  other  exogen¬ 

ous  poisons .  103 

(12)  Somatic  diseases  includ¬ 

ing  (11)  pellagra .  741  1,320 

III.  Psychoses  without  discovered 

damage  to  the  brain : 

(13)  Manic-depressive  reac¬ 

tions  .  3,366 

(15)  Dementia  Precox .  5,676 

( 16)  Paranoia  and  paranoid 

conditions .  594 

(17)  Epileptic  reactions .  560  10,196 

IV.  Psychoses  with  constitutional 

deficiencies : 

(19)  Psychopathic  personal¬ 

ities  . 492 

(20)  Mental  deficiency .  680  1,172 

V.  Admissions  without  psychosis  : 

(18)  Psychoneuroses  .  435 

(21)  Without  psychosis .  730 

VI.  Unclassified  cases  .  595  595 

Total . 20,577 


It  is  to  be  noted  in  this  classification  that  the 
largest  number  of  these  20,577  cases  come  under 


the  heading  III,  psychoses  without  discovered 
damage  to  the  brain.  Next  in  order,  of  which 
there  are  7,294,  come  psychoses  with  structural 
damage  to  the  brain,  under  heading  I.  These 
classifications  give  one  a  brief  summary  and  sur¬ 
vey  of  the  most  frequently  found  psychoses. 

DISCUSSION 

Dr.  Lawson  G.  Lowrey  (Minneapolis):  Dr.  Jones 
has  done  something  I  did  not  think  was  possible. 
He  has  taken  the  classification  of  the  American 
Psychiatric  Association  and,  by  re-arrangement, 
made  it  useful  in  practice.  I  happen  to  have  a  great 
deal  of  interest  in  this  whole  matter  of  the  classifi¬ 
cation  of  the  psychoses  because  I  worked  with  Dr. 
Southard  when  he  was  particularly  interested  in  the 
problem  of  classification.  His  kind  of  classification 
has  been  greatly  misjudged  I  think;  it  still  remains 
the  outstanding  work  in  that  field  within  the  last 
dozen  years.  There  has  always  been  some  sort  of 
classification  of  mental  diseases,  beginning  with  the 
ancient  three  types  of  mania,  melancholia,  and  de¬ 
mentia.  All  sorts  of  other  classifications  have 
sprung  up.  The  ideal  classification  would  be  etio¬ 
logical;  this  is  so  far  impossible.  The  classification 
which  I  have  found  most  feasible  for  myself  in 
thinking  about  actual  cases  and  in  teaching  is  the 
following: 

1.  Syphilopsychoses. 

2.  Hypophrenoses. 

3.  Pharmacopsychoses. 

4.  Epileptoses.  , 

5.  Somatopsychoses. 

6.  Encephalopsychoses. 

7.  Geriopsychoses. 

8.  Schizophrenoses. 

9.  Cyclothymoses. 

10.  Paranoidopsychoses. 

11.  Psychoneuroses. 

12.  Psychopathoses. 

This  is  a  practical  scheme  for  use  in  every-day 
thinking.  Once  you  have  got  your  data  together, 
you  can  say  in  which  group,  if  any,  this  patient  be¬ 
longs.  Some  of  them  rule  themselves  out.  This  is 
all  very  well  from  the  standpoint  of  diagnosis  and 
certain  forms  of  treatment.  Unfortunately,  it  does 
nof  tell  the  whole  story  of  what  is  going  on  in  the 
patient.  Eor  the  most  part  this  diagnostic  scheme 
was  originally  based  on  outcome,  and  not  a  matter 
of  preliminary  manifestations. 

The  primary  relationships  underlying  the  psycho¬ 
pathic  reactions  are  apparently  to  be  found  in  the 
lack  of  satisfactory  assimilation  of  various  partial 
trends,  lying  usually  in  the  sex  field. 

This  can  even  be  proved  to  the  skeptic  who  says 
there  is  nothing  in  Freud.  You  can  prove  it  to  him 
out  of  the  actual  hallucinations  and  delusions  that 
the  patients  present.  To  meet  that  end  of  the  prob¬ 
lem  Kempf  has  produced  a  classification  which  is 
not  a  workable  one  but  is  good,  based  on  certain 
types  of  mental  mechanisms  involved  in  the  pro¬ 
duction  of  mental  disease.  He  recognizes  different 
mechanisms:  suppression,  repression,  compensation, 
regression  and  dissociation,  which  may  be  benign  or 
pernicious  in  type.  This  helps  in  understanding  the 
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psychological  features:  it  is  useful  in  only  certain 
ones  of  the  12  groups  given  before. 

So  far  as  the  last  five  of  the  twelve  groups  are 
concerned,  I  myself  have  no  ideas  about  their  eti¬ 
ology.  I  am  certain  that  there  are  at  least  three 
types  to  be  found  there:  1.  toxic;  2.  organic;  and  3. 
mechanistic  or  psychogenetic:  but  their  precise  re¬ 
lationships  remain  unclear.  It  is  in  these  groups  of 
uncertain  etiology  that  we  must  preserve  an  open 
mind  and  carefully  investigate  any  theory  of  causa¬ 
tion  which  may  be  presented. 

Dr.  J.  C.  Michael  (Minneapolis):  A  definition  of 
mental  diseases  which  makes  reference  only  to  the 
brain  should  be  regarded  inadequate  in  its  scope, 
for  to-day  we  have  come  to  look  upon  diseases  with 
mental  symptoms  as  being  diseases  of  more  than 
the  mind  or  brain  or  even  the  nervous  system  alone. 
We  know  that  normal  mental  makeup  represents 
integration  of  the  functions  of  the  entire  bodily 
systems,  and  in  the  study  of  abnormal  states  we 
must  consequently  investigate  beyond  the  nervous 
system. 

Dr.  Jones  is  to  be  congratulated  for  having  cov¬ 
ered  this  large  subject  in  so  short  a  time.  It  con¬ 
stitutes  really  an  heroic  effort.  This  classification 
of  Dr.  Southard’s  which  Dr.  Lowrey  has  put  on  the 
board  is  not  entirely  adequate  in  that  such  terms 
as,  for  instance,  “pharmacopsychosis,”  “somatopsy¬ 
chosis,”  etc.,  do  not  classify  with  sufficient  precision. 
They  do  not  express  why  one  man  with  a  certain 
amount  of  intoxication  develops  a  psychosis,  and 
another  affected  under  similar  circumstances  does 
not. 

For  practical  consideration,  let  us  recall  the  fact 
that  about  one-half  of  all  psychoses  have  an  organic 
factor  in  their  production,  as  far  as  we  are  able  to 
tell  by  examination  methods.  The  other  half  com¬ 
prise  the  functional  group.  The  first  task  that  pre¬ 
sents  itself  is  in  what  group  the  particular  case  at 
hand  should  be  placed.  Having  found  an  organic 
factor,  the  case  is  then  approached  by  further  neuro¬ 
logical  or  other  physical  examinations.  If  the  case 
belongs  to  the  so-called  functional  groups,  then  we 
must  take  into  consideration  the  patient’s  native  en¬ 
dowments,  his  heredity;  we  must  inquire  into  his 
past  personal  life  from  childhood  on.  We  must 
know  something  of  the  history  of  his  intellectual 
activity, — how  he  receives  impressions,  how  he  re¬ 
tains  them;  something  about  the  security  of  his 
sense  of  reality  and  his  capacity  in  judgement.  We 
must  know  how  he  responds  to  his  somatic  de¬ 
mands;  in  other  words,  how  he  gets  along  with  him¬ 
self.  We  must  also  have  a  life  history  of  his  im¬ 
perative  drive  in  making  a  place  for  himself  with 
his  fellow-men.  We  should  know  his  instinctive 
and  family  life. 

After  this  procedure  we  may  feel,  with  a  fair  de¬ 
gree  of  reasonable  accuracy,  able  to  classify  the 
psychosis  and  give  a  prognosis  worthy  of  some  re¬ 
spect.  We  have  in  this  large  group  of  so-called  func¬ 
tional  cases  to  distinguish  particularly  the  congen¬ 


itally  retarded  or  feebleminded;  the  fairly  defined 
types  of  psychopathic  states  based  on  developmental 
defects  and  distinguishable  from  the  benign  and  re¬ 
coverable  psychoses  characterized  by  mood  changes 
and  also  from  the  slowly,  sometimes  rapidly  pro¬ 
gressively  deteriorating  types  of  mental  disorder. 

Let  us  keep  in  mind  that  it  is  silly  procedure  to 
waste  time  trying  to  fit  a  mental  disorder  into  a 
mechanical  classification.  This  one  sees  occasionally 
attempted  in  hospital  staff  discussions.  And  let  us 
try  to  state  our  diagnoses  so  that  they  convey  some¬ 
thing  intelligible  about  the  etiology,  nature,  and 
prognosis,  something  that  has  more  than  mere  aca¬ 
demic  significance. 

Dr.  Jones  (closing):  I  think  you  have  all  been 
sufficiently  confused  with  the  classification  which  I 
have  presented,  and  your  confusion  has  been  added 
to  by  Dr.  Lowrey’s  discussion  and  the  classification 
which  he  presented,  as  well  as  the  quota  Dr.  Michael 
has  added.  I  did  not  add  the  classification  that  was 
drawn  out  by  Dr.  Southard  because  there  were  too 
many  big  words  in  it,  and  the  classification  does  not 
appeal  as  a  practical,  working  one.  Neither  could 
I  accept  the  etiological  classification. 

This  paper  was  not  prepared  for  such  men  as  Dr. 
Hamilton,  Dr.  Michael,  and  Dr.  Lowrey,  but  was 
presented  with  the  hope  that  it  might  help  the  gen¬ 
eral  practitioner  to  understand  the  problems  in 
psychiatry  better;  that  it  might  explain  to  him  some 
of  our  difficulties  in  differentiating  psychiatric  prob¬ 
lems.  It  also  gives  us  all  an  opportunity  to  study  a 
little  more  of  the  biological  and  hereditary  factors 
in  each  case,  as  well  as  the  much-neglected  study  of 
evolution  and  the  environment  of  the  individual;  for, 
as  a  matter  of  fact,  the  diagnosis  in  these  cases  is 
based  upon  the  historic  findings. 

However,  if  you  want  something  in  the  way  of  a 
classification  I  would  refer  you  to  Dr.  Albert  C. 
Buckley’s  book,  “The  Basis  of  Psychiatry,”  which 
has  been  very  helpful  to  me  in  compiling  this  paper. 
Dr.  Buckley  discusses  twenty-five  different  kinds  of 
insanity,  and  yet  he  makes  the  whole  book  an  in¬ 
teresting  one  because  it  is  very  carefully  and  very 
learnedly  written.  It  is  quite  true  that  the  somatic 
side  of  the  individual  must  be  very  carefully  consid¬ 
ered, — that  there  are  many  kinds  of  what  are  sup¬ 
posed  to  be  mental  disorders  that  are  purely  toxi- 
infectious  conditions;  and  the  case  that  I  mentioned, 
that  of  a  young  woman  who  was,  apparently,  violent¬ 
ly  insane  and  required  three  or  four  people  to  hold 
her  on  the  bed,  is  an  illustration  of  this.  The  at¬ 
tending  physician  had  been  using  quantities  of  mor¬ 
phine  and  hyoscine  to  keep  her  quiet,  and  he  seemed 
very  much  surprised  when,  in  place  of  these  nar¬ 
cotics  and  sedatives,  I  suggested  that  he  give  her  a 
big  dose  of  calomel  and  put  her  in  a  hot  pack.  In 
the  course  of  six  or  eight  hours  she  was  back  to 
a  normal  mental  state.  Consequently,  we  all  must 
leai  n  to  think  of  other  than  the  mental  condition 
and  inquire  into  the  history  or  heredity,  environ¬ 
ment,  and  disease. 
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I  feel  honored  at  being  asked  to  address  this 
Association,  but  I  also  feel  a  good  deal  of  dif¬ 
fidence  in  speaking  upon  tuberculosis  in  a  country 
where  it  is  better  understood  by  the  profession 
than  in  any  other.  I  have  nothing  new  to  pre¬ 
sent  to  you  in  the  diagnosis  of  pulmonary  tuber¬ 
culosis  in  adults,  and  I  shall  convey  only  certain 
personal  impressions,  on  various  diagnostic  pro¬ 
cedures,  gathered  in  the  practice  of  general  in¬ 
ternal  medicine  with  a  predilection  for  tuber¬ 
culosis. 

The  aim  of  this  paper  is  to  do  some  house¬ 
cleaning,  to  brush  up  some  of  the  essential  ar¬ 
ticles  of  our  diagnostic  equipment  and  to  relegate 
to  the  museum  some  of  its  obsolete  furniture. 
We  all  acquire  an  affection  for  old  things,  par¬ 
ticularly  for  old  beliefs.  This  instinctive  con¬ 
servatism  should  not  entirely  stifle  destructive 
criticism,  even  though  the  critic  places  himself 
in  danger  of  being  called  an  iconoclast. 

The  diagnosis  of  adult  pulmonary  tuberculosis 
is  not  essentially  difficult.  If  it  appears  so,  the 
responsibility  lies  with  the  literature  on  the  sub¬ 
ject.  In  it  the  essentials  for  diagnosis  have  been 
submerged  in  a  sea  of  non-essentials.  The  med¬ 
ical  journals  during  the  past  few  years,  have 
been  inundated  with  descriptions  of  new  and 
phantastic  signs  and  minute  complicated  diag¬ 
nostic  procedures,  all  of  which  are  alleged  to 
indicate  pulmonary  tuberculosis  or  to  aid  in  its 
detection.  In  this  maze  of  detail,  one  is  in  dan¬ 
ger  of  losing  his  bearings.  Much  of  the  doubt 
and  confusion  in  the  diagnosis  of  tuberculosis  is 
due  to  the  multiplicity  and  intricacy  of  these  sup¬ 
posed  signs  and  symptoms.  -For  the  specialist 
it  may  be  diverting  and  even  profitable  to  mul¬ 
tiply  details,  and  he  may  derive  a  pleasure  com¬ 
parable  to  that  of  a  stamp  collector  from  ac¬ 
cumulating  and  classifying  a  knowledge  of  ob¬ 
scure  items.  For  the  practitioner  in  a  wider 
field  it  is  fatal  to  accuracy  in  diagnosis.  He 
may  find  himself  like  some  of  our  students,  read¬ 
ing  tuberculosis  into  every  history,  discovering 
its  incipient  signs  in  every  chest,  seeing  its  sin¬ 
ister  marks  in  every  film,  and  doubting  its  exist¬ 
ence  in  well-developed  cases  because  of  the  ab¬ 
sence  of  some  of  the  many  signs.  If  the  gen¬ 
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eral  practitioner  or  the  internist  selects  the  fund¬ 
amental  and  solid  elements  of  diagnosis  and  dis¬ 
cards  all  the  ornate  adjuncts  he  will  be  doing  as 
much  as  his  time  allows,  and  also  accomplishing 
most  for  his  patients.  In  this  age  few  of  us  can 
aspire  to  a  detailed  knowledge  of  all  the  branches 
of  medicine.  There  is  no  reason,  however,  why 
we  should  not  have  a  good  working  idea  of  the 
important  facts  in  connection  with  each  branch. 
In  tuberculosis  these  important  facts  are  not  very 
numerous. 

That  the  history  is  one  of  the  most  important 
aids  to  diagnosis  of  any  sort,  is  a  fact  so  well 
recognized  that  its  repetition  is  tiresome ;  that 
the  history  alone  can  commonly  make  or  break 
the  diagnosis  in  pulmonary  tuberculosis  is  a  claim 
which  is  often  advanced,  but  which  is  quite  un¬ 
justified.  Histories  are  essentially  inaccurate 
and  defective.  They  represent  at  best  the  imper¬ 
fect  and  faulty  recollections  of  the  patient  colored 
by  the  personal  bias  of  the  recorder,  and  selected 
in  conformity  with  his  eccentricities.  A  patient 
who  is  afraid  of  tuberculosis  and  who  knows 
something  of  its  symptoms  will,  in  his  attempt  to 
convince  himself  that  he  is  free  of  disease,  so 
disguise  and  even  deny  his  symptoms  that  his 
history  may  be  unrecognizable  as  that  of  tuber¬ 
culosis.  For  him  a  morning  cough  is  simply  a 
“cigarette  cough”  or  “bringing  a  little  mucus 
from  the  throat.”  Loss  of  weight  is  “the  usual 
thing  for  this  time  of  year,”  etc.  In  the  case 
of  those  patients  who  might  expect  some  com¬ 
pensation  or  have  some  other  advantage  to  be 
gained  if  declared  tuberculous,  the  situation  is 
reversed.  In  these  days  of  compensations,  pen¬ 
sions,  and  insurance  such  cases  are  common. 
No  matter  how  honest  they  may  be  they  cannot 
prevent  their  natural  subconscious  tendency.  Dr. 
A.  F.  Miller,  of  Kentville,  Nova  Scotia,  recently 
read  a  paper  in  which  he  showed  that  in  a  series 
of  such  patients,  suggestive  histories  were  more 
common  among  the  non-tuberculous  than  among 
the  tuberculous.  Besides  the  prejudice  of  the 
patient,  the  historian  always  has  his  own  par¬ 
ticular  inclination  and,  from  the  appearance  of 
the  patient  alone,  frequently  has  a  preconceived 
idea  as  to  what  the  diagnosis  should  be.  This 
is  bound  to  influence  the  history  and  give  it  one 
more  possibility  of  inaccuracy. 
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There  is  no  particular  virtue  in  a  long  and 
minutely  detailed  history.  This  form  of  history 
has  become  particularly  fashionable  in  cases  sus¬ 
pected  of  being  tuberculous,  because  in  that  dis¬ 
ease,  the  actual  fundamental  cause  being  un¬ 
known,  every  possible  environmental  circum¬ 
stance  has  been  suspected  of  being  contributory. 
Some  of  these  factors  can  be  definitely  discarded, 
as  they  have  no  influence  whatever  on  the  pro¬ 
duction  of  clinical  tuberculosis.  They  are,  there¬ 
fore,  superfluous  in  a  history.  The  so-called 
“bad  habits”  have  been  much  maligned  in  this 
respect.  One  sees  fewxr  people  with  a  history 
of  alcoholism  in  a  sanatorium  than  one  would 
in  a  prayer  meeting,  and  Webb’s  figures  on  the 
influence  of  smoking  in  the  American  Army 
would  rather  prove  that  that  habit  protected 
against  tuberculosis  than  the  contrary.  The  roue 
who  spends  his  nights  and  days  in  riotous  living 
seems  no  more  prone  to  tuberculosis  than  the 
parson.  While  the  wages  of  sin  may  be  death, 
we  cannot  make  tuberculosis  the  executioner. 
Details  as  to  the  amount  of  work,  recreation, 
and  sleep  set  down  in  a  history  do  not  contribute 
to  the  material  necessary  for  making  a  diagnosis. 
If  overwork  and  overplay  really  predisposed  one 
to  this  disease,  America  would  have  the  highest 
death  rate  in  the  world,  and  the  rate  would  be 
going  up,  and  not  down.  While  there  are  a  great 
many  other  meaningless  features  commonly  set 
down  in  the  history  of  one  suspected  of  tuber¬ 
culosis,  there  are  certain  facts  that  should  be 
diligently  inquired  for  and  carefully  recorded. 
They  should  be  dug  for  in  the  spirit,  but  not  the 
manner,  of  a  lawyer  cross-examining  a  witness. 
The  most  important  of  these  are  history  of  other 
tuberculous  disease,  history  of  purulent  expector¬ 
ation,  history  of  pleurisy  with  effusion,  and  his¬ 
tory  of  haemoptysis.  These  will  be  considered 
in  detail  under  symptoms. 

The  symptoms  as  they  are  actually  known  to 
exist  from  personal  observation,  and  not  as  they 
are  described  by  the  patient,  are  of  the  greatest 
assistance  in  making  a  diagnosis.  Here  again 
there  is  unnecessary  confusion  between  those 
symptoms  that  are  significant  and  those  that  are 
meaningless.  The  most  suggestive  of  all  symp¬ 
toms  are  the  following:  hsenioptysis,  pleurisy 
with  effusion,  and  purulent  expectoration.  The 
presence  of  any  of  these  places  upon  the  phy¬ 
sician  the  onus  of  proving  their  non-tuberculous 
origin.  Though  their  presence  frequently  indi¬ 
cates  other  disease  there  are  not  many  cases  of 
tuberculosis  which  have  not,  at  some  time,  had 
one  of  this  triad  associated.  By  hjemoptysis  is 


not  meant  occasional  streaks  of  blood  or  small 
clots.  These  are  decidedly  more  common  in  sep¬ 
tic  lung  conditions.  To  deserve  the  name  hcum- 
optysis  there  should  be  at  least  a  dram  of  blood, 
and  it  should  be  followed  by  traces  in  the  spu¬ 
tum  for  some  hours  or  days.  If  this  has  taken 
place  in  the  absence  of  an  acute  pneumonia, 
bronchiectasis,  infarct,  or  a  gross  heart  lesion, 
especially  mitral  stenosis,  the  betting  is  at  least 
twenty  to  one  on  tuberculosis.  There  are  oc¬ 
casionally  cases  in  which  there  can  be  found  no 
definite  explanation  for  repeated  haemoptysis. 
These  should  be  treated  as  tuberculous  till  the 
haemorrhages  have  stopped  and  the  general  health 
of  the  patient  is  good.  The  so-called  idiopathic 
pleurisy  with  effusion  should  be  regarded  as  tu¬ 
berculous.  These  pleurises  must  frequently  be 
declared  tuberculous  because  that  is  the  safest 
guess.  Negative  guinea-pig  inoculation  tests  do 
not  prove  an  effusion  non-tuberculous.  The  con¬ 
dition  of  the  underlying  or  opposite  lung  may 
give  a  clue,  but  as  long  as  there  is  fluid  in  a 
pleural  cavit}^  the  condition  of  the  underlying 
lungs  as  regards  tuberculosis  is  frequently  enig¬ 
matic,  and  a  definite  opinion  must  be  postponed. 

Purulent  expectoration,  when  present,  always 
means  some  inflammatory  condition  in  the  chest. 
The  great  difficulty,  of  course,  is  to  be  sure  that 
the  purulent  material  is  “ex  pectore”  and  not 
from  the  upper  respiratory  passages.  In  either 
event  there  may  or  may  not  be  cough.  The  de¬ 
scription  of  the  manner  of  its  production  may 
indicate  its  origin.  The  fact  that  it  does  come 
from  the  chest  is  often  demonstrated  during  the 
coughing  stage  of  the  chest  examination.  Oc¬ 
casionally  the  up])er  respiratory  spaces  must  be 
thoroughly  examined  to  eliminate  them  as  the 
source. 

Besides  these  three  symptoms  that  practically 
mean  tuberculosis,  till  proved  otherwise,  there  are 
actually  hundreds  of  symptoms  attributed  to  pul¬ 
monary  tuberculosis.  Cough  is  commonly  the 
symptom  that  attracts  one’s  attention  to  the  chest, 
but  it  is  safe  to  say  that  most  coughs  are  not  tu¬ 
berculous  in  origin  and  that  the  more  trouble¬ 
some  a  cough  is  the  less  likely  is  it  to  be  tuber¬ 
culous.  The  persistent  harassing  paroxysmal 
cough  points  away  from  tuberculosis.  The  quiet, 
inobtrusive  occasional  cough  which  the  patients 
frequently  describe  as  “clearing  of  the  throat” 
is  suggestive.  Many  far-advanced  cases  deny 
cough  entirely.  There  is  usually  less  coughing 
in  a  tuberculosis  sanatorium  than  there  is  in  a 
general  hospital.  The  tuberculous  patient  does 
his  coughing  the  first  thing  in  the  morning,  as  a 
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rule,  and  makes  very  little  fuss  about  it.  For 
some  unaccountable  reason  night  sweats  have  for 
years  been  considered  to  be  a  common  symptom 
in  early  tuberculosis.  How  this  came  about  is 
hard  to  understand.  The  propagation  of  this 
belief  from  generation  to  generation  illustrates 
well  our  propensity  to  accept  and  perpetuate  the 
beliefs  of  our  teachers  without  question.  Night 
sweats  do,  of  course,  take  place  in  tuberculosis, 
but  only  when  the  disease  has  progressed  to  the 
stage  when  the  neighbors  have  long  since  made 
a  diagnosis. 

Libraries  have  been  written,  and  doubtless  many 
more  will  be  written,  upon  the  physical  exam¬ 
ination  of  the  chest  suspected  of  harboring  a  tu¬ 
berculous  lesion.  The  psalmist’s  lament,  that  "Of 
making  many  books  there  is  no  end  and  much 
study  is  a  weariness  of  the  flesh,”  is  particularly 
applicable  here.  One  may  also  say  that  "He  that 
increaseth  knowledge  increaseth  sorrow,”  be¬ 
cause  so  much  of  the  material  on  this  subject 
serves  only  to  confound  and  adds  nothing  sub¬ 
stantial  to  our  diagnostic  equipment.  In  spite 
of  the  striking  development  in  the  general  knowl¬ 
edge  and  treatment  of  pulmonary  tuberculosis 
there  has  been  in  the  past  hundred  years  very 
little  of  real  value  added  to  methods  of  chest 
examination.  Much  of  the  confusion  arising  out 
of  physical  examination  is  attributable  to  an  im¬ 
perfect  knowledge  of  normal  findings,  and  it  is 
true  here,  as  in  many  other  branches  of  diag¬ 
nosis,  that  the  more  physiology  one  knows,  the 
less  pathology  he  sees.  Like  faces,  chests  have 
their  individuality  and  in  many  respects  may  de¬ 
part  widely  from  the  average  normal  and  still 
not  be  pathological.  Normal  breath  sounds  and 
percussion  notes  are  as  various  in  pitch  and  tim¬ 
bre  as  are  normal  voices.  If  we  remember  this 
we  shall  not  be  so  readily  led  astray  by  some 
"Will-o’-the-Wisp”  in  the  shape  of  a  minute  de¬ 
parture  from  the  ordinary. 

Inspection,  palpation,  and  mensuration  are  of 
no  real  value  in  making  a  diagnosis.  In  advanced 
disease  there  are  certain  marked  changes  found 
by  these  methods,  and  they  may  help  to  estimate 
the  extent  of  the  disease,  but  in  early  or  incipient 
cases  where  diagnosis  is  more  difficult  any  ma¬ 
terial  gathered  by  these  measures  must  be  strong¬ 
ly  supported  by  more  convincing  proofs.  Some 
observers  report  slight,  localized  limitations  in 
movements  as  the  result  of  a  very  small  amount 
of  disease.  These  changes,  if  they  exist,  are  too 
fine  and  too  indefinite  to  be  of  any  value  to  the 
majority  of  us.  The  total  amount  of  expansion 
possible  determined  by  mensuration  depends  on 


so  many  extrinsic  factors  that  it  is  practically 
useless  for  diagnostic  purposes.  Many  perfectly 
healthy  athletes  cannot  expand  more  than  two 
inches,  and  some  individuals  with  far-advanced 
disease  can  do  as  much  as  five  inches. 

Percussion  is  an  art  which  has  suffered  much 
from  the  profusion  and  confusion  of  the  methods 
advocated  and  the  benefits  claimed  by  its  too 
ardent  supporters.  Its  execution  is  full  of  dif¬ 
ficulties,  and  there  is  no  method  of  physical  ex¬ 
amination  in  which  imagination  may  play  so 
large  a  part.  (If  slight  dulness  is  suspected  at 
one  apex  it  is  a  good  practice  to  try  to  convince 
one’s  self  that  it  is  at  the  opposite  side.  It  is 
surprising  how  frequently  this  may  be  done.) 
There  are,  undoubtedly,  individuals  whose  nat¬ 
ural  faculties  allow  them  to  become  surprisingly 
adept  at  percussion.  This  proficiency  is  not  for 
the  ordinary  man,  and,  fortunately,  accurate  di¬ 
agnosis  may  be  made  without  it.  Careful  per¬ 
cussion  with  a  light  staccato  touch  should  cer¬ 
tainly  be  made  in  all  chest  cases.  If  the  changes 
are  not  absolutely  definite  and  are  not  corrobor¬ 
ated  by  other  methods  they  should  be  ignored. 
In  looking  for  tuberculosis  the  shoulder  straps 
should  be  carefully  defined  and  measured,  and 
the  basal  excursion  of  the  lung  should  be  esti¬ 
mated.  These  are  very  simple  procedures  and 
frequently  supply  valuable  information. 

So  far  I  seem  to  have  done  nothing  but  dis¬ 
pense  doubt  and  deal  destruction  to  time-honored 
procedures.  This  course  might  with  justice  be 
pursued  for  some  distance  in  considering  auscul¬ 
tation.  Here,  however,  we  have  come  upon  a 
veritable  oasis,  and  a  short  pause  will  prove  re¬ 
freshing.  In  "post-tussic  crepitations”  we  have 
by  far  the  most  constant  and  convincing  of  all 
the  physical  signs  of  pulmonary  tuberculosis  and, 
indeed,  one  that  is  less  fallable  than  all  the  others 
together.  Though  this  fact  is  generally  recog¬ 
nized  it  is  surprising  to  find  how  frequently  one 
reads  of  and  sees  chest  examinations  in  which  no 
attempt  is  made  to  elicit  this  all-important  sign. 
This  is  in  spite  of  the  great  simplicity  of  the 
procedure  and  the  fact  that  its  importance  has 
been  recognized  for  years.  The  patient  is  merely 
required  to  "breath  out,  cough,  and  breath  in.” 
The  typical  crepitations  come  immediately  after 
the  cough.  If  this  type  of  crepitation  is  found 
persistently  localized  in  the  upper  halves  of  the 
lung,  one  may  be  as  sure  of  a  diagnosis  of  pulmo¬ 
nary  tuberculosis  as  clinical  methods  can  make 
him.  When  the  sign  is  really  there  it  is  absolute¬ 
ly  convincing,  and  there  can  be  no  equivocation 
about  it.  No  room  is  left  for  doubt  or  imagination. 
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About  75  per  cent  of  tuberculous  chests  present 
no  convincing  diagnostic  physical  sign  till  this 
one  is  sought  for.  Slight  flattening,  slight  limita¬ 
tion  of  movement,  slight  dulness,  slight  prolong¬ 
ation  of  expiration  may  all  he  due  to  the  imag¬ 
ination  of  the  examiner  or  the  normal  anatomy 
of  the  patient.  Post-tussic  crepitations  cannot 
be  due  to  either  of  these. 

There  are  only  two  adventitious  sounds  that 
might  be  confused  with  post-tussic  crepitations. 
One  of  these  is  creps  distributed  throughout  in¬ 
spiration  after  cough.  These  are  much  later  and 
much  more  irregular  in  size  and  in  their  distrib¬ 
ution  in  the  respiratory  cycle  than  the  typical 
crepitations  and  are  not  hard  to  differentiate. 
They  are  found  in  septic  conditions.  The  second 
condition  that  may  confuse  is  the  sounds  due  to 
deglutition.  Many  patients,  especially  nervous 
ones,  have  a  habit  of  swallowing  after  each 
cough.  This  produces  a  sound  surprisingly  like 
post-tussic  creps,  especially  in  the  right  apex. 
This  source  of  error  is  easily  recognized  and 
soon  corrected. 

To  be  sure,  there  are  cases  in  which  this  sign 
by  its  presence  or  absence  may  mislead  one.  Dr. 
J.  S.  Pritchard  has  recently  described  tumor 
cases  where  this  type  of  crepitation  was  found. 
This  sort  of  case,  luckily,  is  exceedingly  rare 
except  in  the  practice  of  a  specialist  in  a  large 
center.  Though  the  presence  of  post-tussic  creps 
is  almost  enough  upon  which  to  make  a  diagno¬ 
sis,  their  absence  is  not  quite  so  valuable  as  a 
proof  of  the  non-existence  of  active  tuberculosis. 
There  is  a  small  percentage  of  tuberculous  cases 
which  show  no  physical  signs  whatever,  and  in 
these  we  shall  always  be  dependent  on  symptoms 
and  x-ray  findings. 

In  estimating  the  amount  of  activity  post-tussic 
crepitations  are  not  of  any  great  value.  These 
signs  often  persist  after  all  evidence  of  activity 
has  disappeared,  and  often  the  disease  seems  al¬ 
most  cured.  Even  after  x-ray  signs  have  prac¬ 
tically  cleared  up,  post-tussic  creps  may  persist, 
and  in  the  diagnosis  of  this  type  of  case  phy¬ 
sical  examination  has  the  advantage  over  ;r-ray 
findings. 

When  we  have  dealt  with  this  sign  (post-tussic 
crepitations)  we  have  passed  through  our  oasis 
and  again  come  on  ground  that  is  barren  of  use¬ 
ful  products.  The  other  signs  to  be  elicited  by 
auscultation  are  individually  of  little  help  in  diag¬ 
nosis.  Slight  changes  in  breath  sounds,  espec¬ 
ially  prolongation  of  expiration,  should  be  en¬ 
tirely  ignored  if  unaccompanied  by  definite  dul¬ 
ness  or  crepitations.  In  normal  individuals  the 


variation  in  this  sign  is  extraordinary,  and  some 
people  present,  in  the  right  apex,  breath  sounds 
that  may  almost  be  considered  as  bronchovesicu- 
lar.  Conversely,  the  absence  of  change  in  char¬ 
acter  of  the  respiratory  murmur  does  not  dis¬ 
prove  the  presence  of  fairly  gross  disease. 

The  application  of  radiography  to  the  study  of 
lung  tuberculosis  has  unquestionably  added  more 
to  the  clinical  knowledge  of  tuberculosis  than 
any  other  single  factor.  In  diagnosis  in  particu¬ 
lar  it  is  invaluable.  The  question  as  to  whether 
it  is  more  valuable  than  history  and  physical  ex¬ 
amination  has  been  debated  ad  nauseam  with  no 
particular  benefit  to  anyone.  In  the  actual  de¬ 
tection  of  tuberculous  lesions,  especially  when 
they  are  fresh,  there  is  no  doubt  that  the  ;r-ray 
alone  excels  other  means.  It  has  frequently 
been  shown  that  there  is  a  small  percentage  of 
tuberculous  chests  which  will  give  diagnostic 
signs  by  no  other  methods.  Furthermore  radio¬ 
graphy  defines  the  area  involved  more  accurately 
than  could  possibly  be  done  by  physical  examina¬ 
tion.  Clinicians  have  been  very  tardy  in  recog¬ 
nizing  this  unquestionable  advantage  enjoyed  by 
radiography.  They  appear  to  fear  that  such  an 
admission  would  relegate  the  art  of  history  tak¬ 
ing  and  physical  examination  to  oblivion.  There 
are  two  good  reasons  why  no  such  fear  can 
possibly  be  realized.  The  first  is  that  the  de¬ 
tection  and  delimitation  of  a  tuberculous  lesion 
cannot  be  considered  a  complete  clinical  diag¬ 
nosis.  The  chief  element  in  the  diagnosis,  and 
the  only  one  that  really  presents  difficulty,  as  a 
rule,  is  the  estimation  of  activity.  This  estima¬ 
tion  cannot  be  satisfactorily  made  by  the  radio¬ 
logists,  though  most  of  them  will  hazard  a  guess. 
This  all-important  question  can  be  answered  only 
by  painstaking  clinical  study.  Another  reason 
why  the  older  methods  must  always  occupy  a 
prominent  part  in  the  procedure  of  lung  exam¬ 
ination  is  that  there  are  certain  cases  of  definite 
pulmonary  tuberculosis  which  are  healing,  but 
are  still  in  the  stage  requiring  careful  treatment, 
which  show  no  unequivocal  radiographic  signs. 
These  cases  are  not  many  and  do  not  outnumber 
those  in  which  the  ;r-ray  signs  overbalance  phy¬ 
sical  signs.  They  do,  however,  give  an  addi¬ 
tional  reason  against  implicit  faith  in  jr-ray 
alone.  In  the  actual  diagnosis  and  sizing  up  of 
a  case  clinical  and  jr-ray  methods  are  inseparably 
interwoven,  and  in  reality  x-ray  is  simply  refined 
inspection.  Comparison  of  their  respective  merits 
is,  therefore,  futile.  The  two  procedures  should 
be  carried  out  together  and,  if  possible,  by  one 
individual.  This  means  that  clinicians  who  do 
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much  chest  work  should  make  themselves  fa¬ 
miliar  with  the  essential  points  in  the  interpreta¬ 
tion  of  chest  films.  It  is  inexcusable  and  pitiful 
to  see  clinicians  waiting  for  radiographic  pro¬ 
nouncements  with  blind  faith  and  allowing  these 
oracular  dictations  to  decide  the  course  to  be 
followed  in  the  care  of  the  patient.  This  implicit 
faith  in  radiographic  findings  will  frecjuently 
lead  to  under-diagnosis  if  the  plates  are  bad  ones 
and  to  over-diagnosis  if  the  plates  are  up  to 
average. 

The  danger  of  over-diagnosis  on  radiographic 
findings  is  real  and  is  the  chief  objection  to  this 
most  powerful  diagnostic  method.  In  their  un¬ 
bridled  enthusiasm  to  find  incipient  tuberculosis, 
many  observers  have  attached  unjustified  impor¬ 
tance  to  certain  radiographic  changes.  Peri¬ 
bronchial  infiltration  and  hilum  changes  are  con¬ 
ditions  most  frecpiently  over-interpreted.  Though 
changes  of  this  sort  frequently  have  some  con¬ 
nection  with  tuberculous  infection,  they  should 
not  be  considered  as  indicative  of  clinical  tuber¬ 
culosis  unless  there  is  strong  confirmatory  evi¬ 
dence  from  the  clinical  side.  A  group  of  cases 
that  is  frequently  adversely  affected  by  this  tend¬ 
ency  is  that  one  which  we  all  know  too  well  and 
whose  common  symptoms  are  the  following ; 
general  weakness,  palpitation,  emotionalism,  un¬ 
due  sweating,  inability  to  concentrate,  etc.  ad 
infinitum.  These  unfortunates  are  usually  diag¬ 
nosed  and  treated  according  to  the  idiosyncrasy 
of  their  medical  attendant.  They  are  labeled 
neurosis,  psychoneurosis,  or  neurasthenia  by  the 
neurologist ;  effort  syndrome  or  cardiovascular 
asthenia  by  the  cardiologist ;  focal  infection  or 
hyperthyroidism  by  the  surgeon;  and,  if  a  chest 
film  discloses  some  peribronchial  infiltration, 
they  are  liable  to  be  called  incipient  tuberculosis 
by  the  radiologist.  For  most  of  this  type  this 
is  unfortunate  because  it  merely  confirms  their 
most  horrible  doubts  and  adds  another  fearful 
object  to  an  outlook  already  too  gloomy.  An 
unjustified  diagnosis  of  tuberculosis  in  a  case  of 
this  sort  cannot  be  condoned  by  the  excuse  that 
the  treatment  predicated  is  good  for  the  condi¬ 
tion  because,  as  a  rule,  these  patients  do  poorly 
in  sanatoria. 

Of  the  laboratory  aids  to  diagnosis  little  need 
be  said.  The  finding  of  tubercle  bacilli  in  the 


sputum,  of  course,  is  as  near  to  being  pathogno¬ 
monic  as  anything  can  be,  but  does  not  help  a 
great  deal  in  estimating  activity.  The  tuberculin 
test  in  adults  is  of  practically  no  value  unless  it 
is  definitely  negative,  and  even  this  may  be  found 
in  far-advanced  active  disease.  The  complement 
fixation  and  the  Caulfield’s  inhibitive  tests  may 
be  of  some  value  in  the  hands  of  those  few  who 
understand  their  technic  and  interpretations. 
Their  value  to  the  ordinary  practitioner  is  not 
sufficient  to  justify  general  use,  and  indeed  they 
are  less  now  than  a  few  years  ago.  Vital 
capacity  readings,  undoubtedly,  have  some  value 
in  prognosis  when  used  over  a  period  in  known 
cases  of  tuberculosis.  In  the  diagnosis  of  diffi¬ 
cult  cases  their  findings  do  not  contribute  much. 

To  sum  up:  What  are  the  essentials  to  be 
considered  in  an  effort  to  establish  a  diagnosis 
of  pulmonary  tuberculosis? 

1.  Consideration  of  history  and  symptoms  may 
disclose  pleurisy,  purulent  expectoration,  or  haem¬ 
optysis. 

2.  Physical  examination  will,  in  a  large  per¬ 
centage  of  active  cases,  disclose  post-tussic  crep¬ 
itations,  probably  localized  in  the  upper  part  of 
one  or  both  lobes. 

3.  X-ray  examination  will  show  in  practically 
all  cases  of  clinically  active  pulmonary  tubercu¬ 
losis  circumscribed,  localized,  parenchymatous 
shadows  near  the  periphery  in  the  upper  half 
of  one  or  both  lungs. 

4.  Sputum  examination  may  show  tubercle 
bacilli. 

A  diagnosis  must  be  made  on  the  presence  of 
any  two  of  these.  A  diagnosis  cannot  be  made 
in  the  absence  of  all  of  them. 

Before  leaving  I  must  thank  you  again  for 
your  kindness  and  hospitality,  and  I  wish  to  re¬ 
ciprocate  by  inviting  any  of  your  members  to 
our  annual  Provincial  Medical  Meeting  in  Mani¬ 
toba.  We  can  offer  you  three  things  in  particular : 

1.  A  good  program.  We  shall  have  several 
first-class  speakers  from  the  Old  Country,  among 
whom  are  Sir  John  Thompson  Walker  and  Sir 
Jenner  Verrall. 

2.  We  have  fifteen  golf  courses. 

3.  We  can  offer  some  of  you  a  measure  (or 
perhaps  even  two)  of  that  liberty  that  you  prize 
so  highly. 
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RELATIONSHIP  OF  THE  STUDENTS’  HEALTH  SERVICE  OF  THE 
UNIVERSITY  TO  THE  PHYSICIANS  OF  THE  STATE* 

By  H.  S.  Diehl,  M.A.,  M.D. 

Director  of  the  Students’  Health  Service,  University  of  Minnesota 
MINNEAPOLIS,  MINNESOTA 


The  first  university  to  establish  a  department 
to  devote  itself  exclusively  to  the  health  super¬ 
vision  and  medical  care  of  students  was  the  Uni¬ 
versity  of  California.  This  was  in  1910.  The 
next  year,  following  a  serious  epidemic  of  ty¬ 
phoid  fever  among  the  students,  the.  University 
of  Wisconsin  employed  its  first  full-time  phy¬ 
sicians  and  began  to  develop  an  adequate  and 
efficient  student  health  department.  Other  uni¬ 
versities  in  rapid  succession  followed  these  leads, 
until  to-day  practically  every  American  college 
and  university  provides  some  sort  of  medical  ser¬ 
vice  for  its  student  body.  The  service  at  the 
University  of  Minnesota  was  one  of  the  later 
ones  to  be  established,  but  it  offers  a  typical  ex¬ 
ample  of  what  larger  American  universities  are 
doing  in  this  line. 

PURPOSE  OF  THE  SERVICE 

Activities  of  student  health  services  naturally 
cover  various  fields.  Every  possible  attempt  is 
made  to  prevent  the  spread  of  communicable  dis¬ 
eases  and  the  development  of  serious  illnesses. 
Dispensary  and  infirmary  care  is  provided  for 
students  who  are  ill.  Periodic  physical  examina¬ 
tions  of  students  are  made  and  existing  defects 
pointed  out.  Employees  of  university  dining 
halls  and  cafeterias  are  examined,  and  the  sani¬ 
tary  conditions  of  university  buildings  and  swim¬ 
ming  pools  are  supervised. 

The  part  of  all  this  work  in  which  physicians 
naturally  are  most  interested  is  that  which  in¬ 
volves  the  practice  of  clinical  medicine,  therefore 
discussion  in  this  paper  will  be  limited  to  that 
phase  of  health  service  activities.  In  general  the 
medical  service  provided  for  university  students 
is  not  unlike  the  service  provided  for  soldiers  of 
the  army  or  navy.  At  the  health  service  dis¬ 
pensary,  as  at  the  company  sick  call,  an  individ¬ 
ual  is  given  treatment  for  minor  illnesses  while 
he  continues  on  duty.  To  the  students’  hospital, 
as  to  the  field  hospital,  patients  with  more  serious 
conditions  are  admitted,  and  every  attempt  is 
made  to  return  them  to  duty  as  soon  as  possible. 
In  case  it  becomes  evident  that  a  student  cannot 
continue  his  school  work,  he  is  cared  for  until 

*Presentecl  before  the  Hennepin  County  Medial  Society, 
Aprii  23,  1924. 


he  can  safely  be  moved  but  then  he  is  sent  home 
or  removed  to  some  other  hospital. 

MEDICAL  STAFF 

The  medical  staff  of  the  Health  Service  con¬ 
sists  of  five  physicians  who  give  full  time  to  this 
work  and  nine  who  devote  part  time  to  the 
Health  Service  and  part  time  to  private  practice. 
In  this  way  it  is  possible  to  have  adequate  and 
high-class  service  not  only  in  general  medicine 
but  also  in  the  various  specialities.  In  the  uni¬ 
versity  organization  the  Health  Service  is  a  de- 
jiartment  entirely  independent  of  the  medical 
school,  but,  between  the  staff  of  the  Health  Ser¬ 
vice  and  the  medical  faculty  the  best  of  co-oper¬ 
ation  exists,  and,  whenever  consultations  have 
been  necessary  for  students  who  cannot  afford  to 
call  private  physicians,  the  specialists  on  the 
medical  faculty  generously  have  given  of  their 
services. 

PHYSICAL  EXAMINATIONS 

Every  student  who  enters  the  University  is  re¬ 
quired  to  have,  as  part  of  his  registration,  a  com¬ 
plete  physical  examination.  The  athletes  and  the 
students  of  certain  colleges  must,  have  further 
examinations  at  certain  intervals.  It  is  hoped 
that  eventually  every  student  of  the  University 
may  have  a  physical  examination  each  year,  but 
with  the  present  limited  facilities  this  cannot  even 
be  attempted.  These  examinations  are  performed 
by  the  physicians  of  the  regular  staff  and  are 
thoroughly  and  carefully  done.  No  attempt  at 
this  time  is  made  to  arrive  at  definite  diagnoses, 
but  upon  completion  of  his  examination  each 
student  is  advised  of  any  abnormalities  that  were 
noted  and  is  instructed  to  procure  further  med¬ 
ical  advice  concerning  them,  consulting  with  his 
family  physician,  if  he  has  one.  As  a  result  of 
these  examinations  students  each  year  consult 
private  practitioners  about  infected  tonsils,  al¬ 
buminuria,  hypertension,  cardiac  murmurs,  etc. 

DISPENSARY  SERVICE 

A  medical  dispensary  with  one  or  more  phy¬ 
sicians  in  attendance  at  all  hours  of  the  day  is 
maintained  exclusively  for  students  on  the  Uni¬ 
versity  campus.  To  this  dispensary  students  are 
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encouraged  to  come  immediately  upon  the  ap¬ 
pearance  of  symptoms,  no  matter  how  trivial 
they  may  seem.  During  the  year  1923  and  1924 
there  were  26,960  calls  at  this  dispensary  for 
medical  advice  or  treatment.  The  great  majority 
of  the  calls  were  made  because  of  acute  respira¬ 
tory  infections,  furuncles,  or  other  minor  illnes¬ 
ses.  Of  all  these  probably  not  5  per  cent  would 
ever  have  reached  physicians  in  private  practice. 

HOSPITAL  SERVICE 

When  a  student  is  seen  in  the  dispensary  with 
some  condition  which  makes  it  advisable  for  him 
to  be  out  of  school  for  a  few  days  he  is  advised, 
if  he  lives  in  the  “Twin  Cities,”  to  go  home  to 
bed  and  call  his  family  physician;  if  he  is  living 
in  some  rooming-house  he  is  at  once  admitted  to 
the  students’  hospital.  Occasionally  a  student 
from  Minneapolis  or  St.  Paul  desires  to  be  ad¬ 
mitted  to  the  Health  Service  hospital,  and  there 
may  be  circumstances,  for  example,  if  he  has  a 
contagious  disease,  which  make  it  wise  to  accept 
him;  but  the  great  majority  of  hospital  admis¬ 
sions  are  made  up  of  out-of-town  students.  Cer¬ 
tainly  no  one  who  has  ever  been  sick  in  a  room¬ 
ing-house  and  away  from  home  will  fail  to  ap¬ 
preciate  what  this  service  means.  A  standing 
rule  of  the  department  is  that  all  students  who 
have  a  temperature  of  100°  F.  or  more,  shall  be 
sent  home,  or  admitted  to  the  students’  hospital. 
Here  they  are  held  under  observation  until  one 
can  be  certain  as  to  whether  or  not  they  have 
contagious  diseases.  In  this  way  many  students 
who  are  developing  contagious  diseases  are  iso¬ 
lated  several  days  before  a  diagnosis  can  be 
made,  and  thus  exposure  of  many  other  students 
is  prevented. 

The  736  students  who  during  the  past  year 
were  admitted  to  the  students’  hospital  on  the 
main  campus,  remained  on  the  average  only  3.3 
days.  Obviously,  under  ordinary  conditions,  very 
few  of  these  would  have  been  admitted  to  hos¬ 
pitals. 

DISEASES  TREATED 

Acute  diseases  and  acute  infections  make  up  a 
very  large  percentage  of  the  conditions  treated 
in  both  the  dispensary  and  the  hospital.  Con¬ 
tagious  diseases  become  important  problems  at 
certain  times.  Injuries,  particularly  those  in¬ 
curred  upon  the  athletic  field,  are  given  immed¬ 
iate  treatment.  Surgical  operations  may  be  per¬ 
formed  in  emergencies,  although  the  Health  Ser¬ 
vice  prefers  not  to  assume  responsibility  for  such 
cases  and  so  refers  as  many  as  possible  to  private 


physicians  and  private  hospitals.  Chronic  condi¬ 
tions,  such  as  pathological  tonsils,  are  corrected 
only  when  they  interfere  with  the  student’s  health 
and  when  he  himself  cannot  make  arrangements 
to  have  the  necessary  work  done.  Venereal  dis¬ 
eases  are  treated  in  a  special  clinic  where  stu¬ 
dents  who  contract  such  diseases  are  given 
honest  instruction  and  proper  treatment  and  kept 
out  of  the  hands  of  advertising  quacks  to  whom 
many  previously  drifted. 

EDUCATION  ACCOMPLISHED 

At  the  Students  Health  Service  thousands  of 
students  who  never  have  before  sought  medical 
care  are  receiving  periodic  and  adequate  medical 
attention.  A  great  majority  of  the  students  here 
receive  their  first  complete  physical  examination. 
They  seek  advice  and  care  for  conditions  which 
previously  they  would  have  neglected.  During 
several  years  of  such  service  these  students  learn 
to  understand  and  appreciate  what  medical  sci¬ 
ence  has  to  offer,  and,  after  they  leave  the  Uni¬ 
versity,  they  will  be  much  more  likely  to  insist 
upon  adequate  medical  service  for  themselves 
and  for  their  families  than  they  would  have  with¬ 
out  such  experience.  This  eventually  will  mean 
better  co-operation  from  the  public  and  more 
practice  for  the  physicians  of  the  state.  Fur¬ 
thermore,  it  will  not  be  many  years  until  the 
graduates  of  the  University,  who  through  con¬ 
tacts  with  the  Health  Service  have  become  fa¬ 
miliar  with  the  ideas  and  ideals  of  physicians, 
begin  td  take  part  in  the  making  of  our  state 
laws  and  the  framing  of  our  state  policies.  Then 
we  can  expect  more  sympathetic  attention  and 
more  intelligent  opinions  upon  bills  which'  relate 
to  the  practice  of  medicine  and  to  the  public 
health  of  the  state. 

Each  year  the  Health  Service  gives  to  hundreds 
or  thousands  of  students  smallpox  vaccinations, 
Schick  tests,  toxin-antitoxin,  and  antityphoid  in¬ 
oculations.  This  is  practical  education  in  the 
prevention  of  disease  and  is  much  more  effective 
than  any  amount  of  formal  instruction  could 
possibly  be. 

CRITICISMS  OF  THE  SERVICE 

Practically  every  university  that  has  established 
a  students’  health  service  at  the  beginning  has 
met  with  a  certain  amount  of  opposition  from  the 
physicians  practicing  in  the  vicinity.  It  is  nat¬ 
ural  that  this  should  be  true  because  here  are 
enterprises  involving  the  practice  of  medicine, 
concerning  which  most  physicians  have  no  per¬ 
sonal  knowledge  and  but  little  accurate  in  forma- 


448 


THE  JOURNAL-LANCET 


tion.  At  Minnesota  there  has  been  relatively 
little  criticism  of  the  Health  Service,  but  several 
impressions  have  been  expressed  from  time  to 
time  upon  which  brief  comment  should  be  made. 

First,  it  has  been  stated  that  the  Health  Service 
does  too  much  for  the  students,  that  no  one 
would  object  to  inspections  for  contagious  dis¬ 
eases  and  to  the  treatment  of  emergencies,  but 
that  the  University  is  not  justified  in  providing 
care  for  non-contagious  and  chronic  conditions. 
Theoretically  this  seems  perfectly  reasonable,  but 
in  practice  one  finds  that,  in  order  to  control 
communicable  diseases,  the  patients  with  such 
diseases  must  be  seen  early;  and  we  know  that 
young  people  will  not  report  their  illnesses  to  a 
physician  unless  they  have  confidence  in  him  and 
have  reason  to  expect  that  from  him  they  will 
receive  some  service.  Consequently,  in  order  to 
prevent  even  the  communicable  diseases,  the 
Health  Service  must  win  the  confidence  and  co¬ 
operation  of  the  student  body.  As  an  example, 
a  situation  such  as  the  following  might  be  cited ; 
An  out-of-town  student  who  is  influential  in  the 
University  comes  to  the  Health  Service  with  a 
pain  in  his  abdomen.  This  has  been  present  for 
several  weeks,  and  the  doctor  who  talks  with  him 
feels  certain  that  he  does  not  have  a  communi¬ 
cable  disease.  Suppose  he  tells  the  boy,  “You 
evidently  have  no  contagious  disease ;  therefore, 
we  can  do  nothing  for  you,  in  fact  we  cannot 
•even  examine  you ;  you  will  have  to  go  some¬ 
where  else  in  order  to  consult  a  physician.” 
What  would  be  the  feeling  of  that  student?  He 
would  go  away  thoroughly  dissatisfied  with  the 
service  he  had  received  and  resolved  never  to  re¬ 
turn,  and  he  would  make  it  a  point  to  tell  his 
friends  and  acquaintances  to  stay  away  from 
such  a  place.  The  next  time  that  he,  or  one  of 
his  friends,  becomes  ill  it  might  be  the  beginning 
of  sofiie  disease,  such  as  scarlet  fever.  He  then 
would  go  to  bed  in  his  fraternity  house,  and 
after  several  days  when  the  diagnosis  became  ob¬ 
vious  he  would  call  a  physician.  By  this  time 
numerous  other  students  would  probably  be  in¬ 
fected.  Again,  if  this  student  were  sent  away 
from  the  Llealth  Service  without  having  received 
medical  attention,  the  probability  is  that  he  never 
would  see  a  physician  because  we  all  know  that 
university  students  unacquainted  with  doctors  in 
the  city  are  very  slow  to  hunt  them  up.  Further¬ 
more,  such  service  would  not  be  first-class  med¬ 
ical  attention  and  is  not  the  type  of  service  that 
we  want  students  to  expect  from  the  medical 
profession.  So,  in  order  to  accomplish  preven¬ 
tion,  some  treatment  must  be  undertaken ;  and 


in  actual  practice  it  is  impossible  to  draw  any 
hard  and  fast  line  between  the  two. 

Secondly,  some  believe  that  the  Health  Service 
should  provide  care  only  for  those  students  who 
cannot  afford  to  pay  the  usual  medical  fees.  If 
such  a  policy  were  followed  we  would  have,  not 
a  Health  Service,  but  merely  a  charity  dispensary 
for  students.  This  would  be  a  most  unsatisfac¬ 
tory  situation  because  we  know  that  students 
from  wealthy  homes  may  disseminate  diseases 
just  as  readily  as  those  in  less  fortunate  circum¬ 
stances  and  that,  if  they  are  away  from  home, 
they  may  fail  to  obtain  medical  service  even  when 
it  is  vitally  necessary.  Also,  many  students  who 
are  dependent  upon  their  own  resources  are  most 
unwilling  to  accept  charity  and  so  would  shun 
a  charity  dispensary  and  go  without  the  neces¬ 
sary  medical  care.  Furthermore,  colleges  and 
universities  make  no  distinctions  upon  a  financial 
basis  between  students.  All  pay  the  same  fees 
and  so  all  must  be  accorded  by  the  university 
the  same  opportunities,  privileges  and  services. 

The  fact  that  the  Health  Service  may  occasion¬ 
ally  care  for  students  from  wealthy  families 
arouses  considerable  feeling  on  the  part  of  a  few 
physicians,  but,  in  reality,  this  is  a  consideration 
of  very  minor  importance,  for,  certainly,  very 
few  students  who  have,  in  the  true  sense  of  the 
word,  a  family  physician  ever  would  leave  that 
physician  and  seek  care  at  a  large  dispensary. 
If  they  do,  one  suspects  that  the  physician  whom 
they  left  had  not  a  very  strong  hold  upon  them. 
Then,  too,  in  the  course  of  a  year  the  number 
of  patients  which  the  Health  Service  keeps  away 
from  private  physicians  probably  is  even  less 
than  the  number  which  it  refers  to  them. 

Thirdly,  some  seem  to  fear  that  the  work  which 
the  Health  Service  is  doing  may  be  laying  tbe 
basis  for  “state  medicine.”  Just  wbat  the  much- 
used  term  “state  medicine”  really  covers,  it  is 
difficult  to  say,  but  if  it  means  that  all  physicians 
are  to  be  employed  by  the  State  and  paid  out  of 
State  taxes,  certainly  there  is  no  better  way  of 
forestalling  such  a  calamity  than  by  having 
throughout  the  state  a  large  number  of  educated 
people  who  understand,  appreciate,  and  are  sym¬ 
pathetic  to  the  practice  of  efficient  and  scientific 
medicine.  Such  people  at  once  would  see  and 
understand  the  weaknesses  and  impracticabilities 
of  such  proposal,  and  would  be  the  first  to  sup¬ 
port  the  position  of  the  medical  profession  against 
it.  On  the  other  hand,  there  can  be  but  little 
justification  for  concern  over  the  question  of 
“state  medicine”  so  long  as  the  situation  which 
was  reported  in  the  Illinois  Medical  Journal 
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(July,  1923)  exists.  A  survey  here  reported 
showed  that  only  7  per  cent  of  about  7,000  people 
from  various  social  and  economic  levels  sought 
medical  attention  when  they  were  ill.  The  other 
93  per  cent,  unless  they  thought  they  were  going 
to  die,  patronized  the  various  cults,  relied  upon 
patent  medicines,  or  “let  nature  take  its  course.” 
If  this  is  a  fair  statement  of  the  use  which  the 
public  is  making  of  the  services  of  the  medical 
profession,  it  requires  a  great  stretch  of  the 
imagination  to  believe  that  a  majority  of  these 
people  are  going  to  insist  upon  any  medical  ser¬ 
vice  for  which  they  are  compelled  to  pay  in  the 
form  of  taxes. 

CO-OPERATION  OF  PROFESSION  NEEDED 

Those  who  are  personally  familiar  with  the 
work  which  the  Health  Service  is  doing  are  con¬ 
vinced  that  in  this  work  there  are  wonderful 
possibilities  of  developing  an  understanding  and 
a  co-operation  between  university  graduates  and 
the  medical  profession  which  will  be  of  a  decided 
advantage  both  to  the  profession  and  to  the  pub¬ 
lic.  To  make  the  most  of  these  possibilities,  how¬ 
ever,  the  Health  Service  needs  the  co-operation 
of  the  practicing  physicians  of  the  state.  The 
physicians  on  the  Health  Service  staff  are  at¬ 
tempting  continuously  to  carry  on  the  work  for 
the  best  interests  of  the  students,  the  profession, 
and  the  public.  From  time  to  time,  misunder¬ 
standings  probably  will  arise,  and  the  Health 
Service  unintentionally  may  make  mistakes.  If 
any  policies  or  practices  of  the  service  are  wrong, 
the  director  would  like  information  about  them, 
and  he  invites  physicians  to  visit  the  department, 
discuss  policies,  and  confer  about  any  cases  in 
which  they  are  interested.  If  there  is  a  misun¬ 
derstanding  about  a  case,  there  may  be  important 


facts  of  which  the  Health  Service  is  ignorant, 
or  there  may  be  circumstances,  unknown  to  the 
physician,  which  justify  the  action  of  the  service. 
In  any  case  by  following  such  a  plan  a  better 
understanding  and  a  better  co-operation  will  de¬ 
velop,  and  this  cannot  fail  to  react  to  the  ad¬ 
vantage  of  all  concerned. 

SUMMARY 

1.  Practically  every  American  university  now 
has  some  form  of  Student  Health  Service. 

2.  The  Health  Service  provides  physical  ex¬ 
aminations  and  medical  care  to  enormous  num¬ 
bers  of  students  who  have  never  before  visited 
a  physician. 

3.  The  large  majority  of  illnesses  treated  are 
acute  infections. 

4.  Students  who  have  family  physicians  are 
referred  to  them  for  any  prolonged  medical  care. 

5.  It  is  not  possible  to  draw  any  sharp  line 
between  the  types  of  diseases  treated,  nor  can 
any  distinction  between  students  be  made  on  a 
financial  basis. 

6.  The  dangers  of  “state  medicine”  are  im¬ 
aginary  rather  than  real. 

7.  The  work  of  the  Health  Service  is  edu¬ 
cating  students  to  an  understanding  of  and  an 
appreciation  for  adequate  medical  service,  and, 
as  these  students  leave  the  University,  they  will 
continue  to  obtain  regular  medical  service  both 
for  themselves  and  their  families ;  and,  as  repre¬ 
sentative  and  influential  citizens  of  the  state,  they 
will  be  interested  in  the  practice  and  in  the  ad¬ 
vancement  of  scientific  medicine. 

8.  The  Health  Service  desires  the  co-oper¬ 
ation  of  the  physicians  of  the  state  and  invites 
personal  conferences  in  order  to  eliminate  mis¬ 
understandings. 
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THE  ABRAMS’  INVESTIGATION 

For  many  months  the  Scientific  American  has 
been  making  a  very  careful  investigation  of  the 
Abrams’  method  and  his  machine,  the  “oscillo- 
clast.”  In  the  issue  of  August,  1924,  it  gives  a 
resume  of  what  has  been  discovered.  Apparently 
the  investigation  has  been  carried  out  with  the  ut¬ 
most  fairness  and  the  endeavor  of  the  committee 
of  investigation  was  to  determine  whether  the 
machine  produced  any  effect  whatever.  We  can 
give  only  a  brief  statement  of  what  the  last 
article  contains.  The  writer,  Austin  C.  Lescar- 
boura,  presents  his  statements  in  very  clear  and 
concise  words,  and  he  reproduces  on  the  first 
page  the  efforts  of  various  healers  to  overcome 
the  world’s  diseases,  and  the  things  that  are  war¬ 
ranted  and  guaranteed  to  produce  cures  are 
shown  to  have  absolutely  no  efficiency  in  the 
treatment  of  disease.  Dr.  James  J.  Walsh,  Pro¬ 
fessor  of  Physiological  Psychology,  has  written 
much  on  nervous  subjects,  and  gives  much  advice 
of  a  wholesome  type  to  nervous  people  in  which 
he  tells  of  the  psychology  of  ailments,  and  the 
cures  of  the  past,  present  and  future,  stating  that 
they  are  all  cures  of  a  more  or  less  fixed  formula. 

When  Abrams  first  devised  his  so-called  elec¬ 
tronic  reactions  it  was  immediately  taken  up  by 
L'pton  Sinclair  in  an  article  published  in  Pear¬ 
son’s  Magazine.  Both  Mr.  Sinclair  and  the  edi¬ 
tor  of  Pearson’s  Magazine  became  strong  advo¬ 
cates  of  Abrams,  and  the  editor  was  so  carried 


away  by  his  enthusiastic  support  that  he  had  the 
articles  reprinted  so  that  they  might  be  sold  by 
the  hundreds  of  thousands.  Then  the  editor  of 
Progress  took  up  the  cause  and  became  its  ardent 
champion,  and  in  this  manner  the  Abram’s  ar¬ 
ticles  were  again  widely  circulated.  Progress 
printed  many  testimonials  and  advertisements, 
and  the  writer  of  the  article  in  the  Scientific 
American  has  the  courage  to  produce  what  Dr. 
Abrams  had  to  say  about  the  testimonials,  and 
with  it  a  facsimile  clipping  taken  from  the  “Trans¬ 
actions  of  the  Antiseptic  Club,”  and  published 
by  E.  B.  Treat,  of  New  York,  in  1895.  He  uses 
the  following  statement :  “The  use  of  the  testi¬ 
monial  for  the  purpose  of  courting  publicity  con¬ 
stitutes  one  of  the  most  despicable  methods  of 
medical  advertising.  There  are  three  degrees  of 
liar — prevaricator,  liar,  and,  superlatively,  the 
writer  of  medical  testimonials.”  But  that  mat¬ 
tered  little  to  these  magazines  which  supported 
Abrams,  and  it  mattered  not  at  all  to  Abrams 
after  he  had  swung  into  fame.  The  committee 
who  propagated  these  articles  evidently  met  with 
the  same  storm  of  criticism  as  Abrams,  and  they 
received  testimonials  of  all  kinds  from  people 
who  suffered  from  almost  all  kinds  of  disease, 
and  who  claimed  that  their  cancer,  tuberculosis, 
syphilis,  pernicious  anemia,  together  with  many 
other  illnesses,  vanished  under  the  persuasive 
tick-tock  of  the  oscilloclast.  The  men  who  used 
the  machine  got  their  patients  to  write  protesting 
against  the  unfair  treatment  that  Abrams  was 
getting,  but  a  careful  investigation  of  the  people 
who  claimed  to  be  cured  showed  that  they  were 
not  all  in  praise  of  the  theory  later.  Some  of 
them  deprecated  the  slightness  of  their  pocket- 
books,  some  had  absolutely  no  results  save  en¬ 
couraging  “diagnoses,”  and  then,  on  going  back 
to  the  orthodox  practitioner,  they  recovered. 
There  were  innumerable  cases  in  which  cancer 
had  been  diagnosed,  which  the  Abrams’  treat¬ 
ment  has  failed  to  cure,  and  many  of  these  pa¬ 
tients  had  to  undergo  an  operation  to  save  life. 
Had  they  been  operated  on  earlier  the  result 
would  have  been  quite  different  and  such  that 
no  Abramite  could  have  acquired.  Every  prac¬ 
titioner  knows  that  anything  that  promises  a  cure, 
that  advertises  a  cure,  is  always  accepted  by  a 
certain  number  of  people,  and  they,  in  turn,  go 
from  one  cure  to  another  and  are  constantly 
writing  testimonials.  These  people  have  so  many 
testimonials  that  it  is  a  wonder  they  lived  to  carry 
out  the  various  forms  of  treatment. 

There  are  doctors  who  fail  often  to  recognize 
the  so-called  psychology  of  the  patient,  his  his- 
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tory,  his  heredity  and  his  behavior.  Many  times 
the  patient  could  be  saved  an  unlimited  amount 
of  expense  if  he  were  carefully  analysed  and 
scientifically  diagnosed. 

Many  of  us  remember  the  electric  belts  that 
were  worn  in  days  gone  by,  the  hooking  up  of 
patients  with  brass  tubes  filled  with  pink  plaster 
of  Paris,  and  a  good  many  of  us  have  read  Elisha 
Perkins,  a  Yale  graduate,  who  knew  his  psychol¬ 
ogy  better  than  most  of  us  do,  and  who  invented 
a  pair  of  metalic  tractors  and  claimed  they  would 
furnish  no  end  of  electricity  and  magnetism  if 
worn  around  the  legs.  It  is  said  that  over 
1,500,000  Perkins’  cures  were  reported  early  in 
the  19th  century.  Finally  a  canny  English  doc¬ 
tor,  suspecting  that  the  Perkins’  technic  was 
nothing  more  -than  a  mind  cure,  used  a  pair  of 
old  tobacco  pipes  under  the  guise  of  tractors, 
and  cured  his  patients  equally  well  with  Per¬ 
kins’  method.  Consequently  the  Abrams’  treat¬ 
ment  and  its  technic  may  rank  with  that  of  Per¬ 
kins  because  of  the  unknown  susceptibility  and 
gullibility  of  the  average  patient  who  goes  in  for 
cures. 

Many  times  have  the  Abrams’  diagnoses  been 
checked  up  by  scientific  methods,  and  when  con¬ 
fronted  with  this  difference  of  opinion  Dr. 
Abrams  still  maintained  that  his  findings  were 
correct,  while  those  of  the  clinician  were  incor¬ 
rect  and  worthless.  Then,  too,  he  claimed  such 
delicacy  of  machinery  that  it  would  detect  dis¬ 
ease  in  its  very  incipiency,  that  was  far  beyond 
the  reach  of  any  ordinary  medical  men.  The 
Scientific  American  finally  suggests  that  the 
Abrams’  oscilloclast  is  nothing  more  than  an 
electric  buzzer,  and  you  might  just  as  well  tie 
a  door  bell  around  your  neck  and  expect  to  be 
cured  as  to  rely  upon  this  instrument.  The 
Abrams’  machine  simply  ticks  its  way  into  the 
minds  of  the  people,  and  all  they  get  out  of  it  is 
the  vibration,  and  yet  the  claim  is  one  of  ab¬ 
surdity.  Dr.  Abrams  claimed  that  no  electric 
energy  came  from  the  oscilloclast,  and  yet  J.  E. 
Hallberg,  of  the  Burnett-Timken  Research  La¬ 
boratories,  stated  that  “with  the  most  delicate 
galvanometer  ever  built,”  he  has  found  the  os¬ 
cilloclast  electrode  to  deliver  8/1,000,000  of  a  volt 
and  1/1,000,000  of  an  ampere,  and  yet  Mr.  Hall¬ 
berg  is  one  of  Abrams’  admirers  and  his  dis¬ 
closures  meant  nothing  because  the  amount  of 
voltage  and  amperage  was  almost  unappreciable. 
The  whole  thing  simply  proves  that  one  can  dem¬ 
onstrate  almost  anything  if  one  is  permitted  to 
go  to  the  utmost  limits  as  regards  terms ;  for 
instance,  if  we  say  that  a  wall  is  a  sieve  we  might 


451 

be  ridiculed,  but  if  we  set  out  to  prove  it  with 
the  use  of  a  powerful  microscope  we  would  find 
that  the  wall  consists  of  bits  of  matter  with  large 
spaces  in  between.  After  a  patient  has  been 
treated  with  the  oscilloclast  and  has  taken  the 
required  number  of  treatments,  that  is,  the  num¬ 
ber  required  by  the  operator,  he  is  told  that  his 
ohmages  have  been  cleared  up.  Electronically 
speaking  he  is  cured,  but  it  does  not  necessarily 
follow  that  he  is  feeling  any  better  than  at  the 
beginning. 

Recently  the’  chiropractors  have  built  a  new 
machine.  The  idea  of  it,  of  course,  is  copied  from 
the  oscilloclast,  and  wonderful  claims  are  made 
for  its  efficiency,  but  after  a  few  years  it  will  lie 
in  the  basement  with  the  oscilloclast  and  we  shall 
forget  all  about  them,  both  medical  and  laymen. 

THE  NARCOTIC  SITUATION 

The  whole  country  has  been  interested  in  what 
is  going  on  relative  to  the  importation,  the  smug¬ 
gling,  and  the  sale  of  narcotics;  and  apparently 
the  number  of  addicts  has  decreased.  A  number 
of  men  selling  narcotics — bootlegging  it,  as  it 
were — have  been  arrested  and  imprisoned.  They 
are  the  people  who  should  be  kept  under  close 
observation  by  the  government,  and  yet  they  are 
elusive,  and  in  some  way  with  the  assistance  of 
associates  have!  succeeded  in  smuggling  a  tre¬ 
mendous  amount  of  narcotic  drugs  into  this 
country. 

No  doubt  they  come  in  in  decreasing  amounts 
from  Canada,  because  the  Canadian  authorities 
have  assisted  very  materially  in  diminishing  the 
number  of  peddlers,  and,  consequently,  there  is 
not  the  same  quantity  of  drugs  smuggled  over  the 
borderline.  Doubtless  a  large  amount  of  the 
drug  supply  comes  from  overseas.  It  is  smug¬ 
gled  into  the  cities  of  the  east  and  into  the  south¬ 
ern  coast  cities.  New  Orleans  and  surrounding 
country,  and  probably  the  bulk  of  it  comes  in 
through  Mexico.  As  there  seems  to  be  no  law 
between  the  countries  with  which  Mexico  does 
business,  enormous  amounts  of  narcotics  come  in 
from  China  and  evidently  from  other  points  in 
the  Orient,  and  is  carried  over  the  borderline  be¬ 
tween  Mexico  and  the  United  States  by  peons. 
It  has  been  reported  that  Kansas  City  has  been 
a  very  large  distributing  point  because  of  its 
proximity  to  the  Mexican  territory. 

Recently  the  Bureau  of  Hygiene  in  New  York 
has  sent  Dr.  Henry  M.  Bracken,  who  for  more 
than  twenty-two  years  was  secretary  of  the 
Minnesota  State  Board  of  Health,  on  a  tour  of 
investigation  in  order  to  make  a  survey  whereby 
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he  could  report  to  the  officers  in  New  York  who 
are  financing  the  work  that  he  has  undertaken. 
He  recently  spent  three  months  in  Sioux  City, 
Iowa,  and  other  cities  in  that  state,  and  a  part 
of  the  time  was  spent  in  Minneapolis  and  St. 
Paul,  where  he  investigated  those  who  were  in 
close  touch  with  the  narcotic  situation.  During 
his  residence  in  Sioux  City  he  went  to  every 
drug-store  and  investigated  the  prescription  files, 
interviewed  most  of  the  medical  men,  was  in 
conference  with  the  medical  societies  and  com¬ 
mittees  appointed  by  them.  He  obtained  very 
valuable  information  as  to  what  doctors  some¬ 
times  do  to  promote  the  narcotic  habit.  Numer¬ 
ous  instances  were  found  where  doctors  were 
prescribing  morphine  without  much  hesitancy, 
using  names  of  former  patients,  members  of  their 
own  families,  and  perhaps  incidentally  supplying 
themselves  with  the  narcotic  with  which  to  sat¬ 
isfy  their  own  cravings.  It  is  well  known  that 
many  physicians  are  addicts,  but,  fortunately, 
most  of  them  know  how  to  control  the  amount 
of  morphine  which  they  take,  because  if  they  get 
beyond  a  certain  line  the  habit  then  becomes  a 
vicious  one,  and  they  lose  out  in  their  practice 
and  become  common  and  hopeless  addicts. 

It  was  suggested  to  Dr.  Bracken  after  this  con¬ 
ference  with  a  selected  committee  that  it  might 
be  wise  to  start  a  clinic  under  the  control  of 
physicians,  social  workers  and  secretaries,  the 
clinic  located  in  such  quarters  that  the  addict 
might  come  in  without  hesitancy  to  the  dispensary 
or  clinic  and  secure  what  he  actually  needed  in 
the  way  of  drugs.  The  average  addict  is  looked 
upon  as  a  degenerate  and  without  standing  in  his 
own  community.  It  was  thought  that  the  estab¬ 
lishment  of  a  clinic  would  not  only  give  him  a 
better  outlook  on  life,  but  he  might,  under  the 
care  and  observation  of  physicians,  probably  be 
treated  with  success,  and  some  of  them  might  be 
relieved  of  their  addiction.  The  numbers  may 
be  very  small  that  could  be  improved,  for  it  is 
a  pretty  well-established  fact  that  once  an  addict, 
always  an  addict;  that  the  majority  of  men  and 
women  who  are  cured  are  only  temporarily  cured. 
They  have  a  weak  will  power,  they  succumb 
easily  to  temptation,  and,  if  they  have  an  ache 
or  a  pain,  they  immediately  think  of  the  relief 
they  get  from  narcotics.  Consequently  the  addict 
has  a  very  difficult  time  because  of  medical  opin¬ 
ion  that  so  few  of  them  can  be  actually  cured. 

The  writer  recalls  two  cases :  one  a  woman  who 
had  been  eating  opium  for  forty  years ;  when  the 


Harrison  act  was  in  effect  she  decided  it  was 
time  to  stop,  and  she  dropped  her  drug  without 
suffering  or  discomfort.  Another  a  woman  who 
had  been  given  hypodermics  of  morphine  for 
about  the  same  length  of  time,  forty  years ;  she 
was  put  in  a  hospital  under  observation,  and  her 
morphine  gradually  withdrawn.  She  wrote  in 
afterwards  that  she  had  entirely  stopped  the  drug. 
These  are  exceptional  cases  perhaps,  but  doubt¬ 
less  if  some  control  or  some  supervision  could 
be  exercised  over  the  addicts,  many  of  them 
would  discover  that  the  drug  was  of  itself  of  no 
special  value  to  them,  and  when  they  could  be 
cured  of  the  idea  or  the  state  of  mind  which 
they  had  permitted  themselves  to  arrive  at  they 
would  find  that  it  was  only  an  idea  that  kept  the 
habit  up. 

There  would  doubtless  be  some  drawbacks  to 
the  successful  running  of  a  clinic  of  this  sort, 
and  many  of  the  addicts  would  doubtless  take 
advantage  of  it  in  order  to  get  a  supply  at  a  very 
moderate  percentage  above  cost,  and  they  might 
take  out  their  quota  and  sell  it ;  but,  if  they  knew 
that  they  were  to  have  only  a  certain  definite 
number  of  grains  to  tide  them  over  for  a  week, 
they  might  have  the  courage  to  keep  within 
bounds,  knowing  that  they  could  not  get  it  except 
through  common  peddlers,  and  thus  some  of 
them  might  be  relieved  of  their  unfortunate 
habit. 

Another  feature  of  the  situation  is  that  the 
average  physician  cares  but  little  about  treating 
cases  of  this  kind  because  he  feels  they  are  dis¬ 
couraging  and  almost  hopeless.  The  more  sym¬ 
pathetic  physician  in  treating  the  morphine  or 
opium  addict  is  sorry  for  him  and  may  give  him 
what  he  needs  or  what  he  wants  and  make  no 
further  attempt  to  restore  him  to  his  normal 
state. 

The  establishment  of  a  clinic  of  this  sort  is 
well  worth  while,  at  least  for  experimental  pur¬ 
poses,  to  see  what  could  be  done,  how  successful 
it  might  be,  and  whether  it  would  really  do  any 
good  or  not.  At  all  events  the  supply  of  opium 
and  its  derivatives  could  be  so  reduced  in  price 
by  a  clinic  that  the  average  narcotic  peddler 
would  soon  be  put  out  of  business,  and  that  is 
the  real  crux  in  the  matter.  We  shall  hear  more 
from  Dr.  Bracken  in  this  regard,  and,  if  his  re¬ 
port  is  accepted  and  the  suggestion  of  the  com¬ 
mittee  in  Sioux  City  is  adopted,  it  will  be  a  very 
interesting  and  probably  a  very  useful  experi¬ 
ment. 
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WARREN  L.  BEEBE 


Dr.  Warren  L.  Beebe,  a  leading  physician  in 
St.  Cloud  since  1878,  died  at  the  Northern  Pa¬ 
cific  Hospital,  St.  Paul,  after  an  illness  of  several 
months’  duration.  Coming  to  St.  Cloud  when 
that  city  was  but  a  hamlet,  he  immediately  took 
a  prominent  place  in  professional,  civic,  and  so¬ 
cial  circles,  which  he  held  unceasingly  to  the  time 
when  illness  required  his  removal  to  the  hos¬ 
pital  in  St.  Paul. 

Dr.  Beebe  was  born  at  Belpre,  Washington 
County,  Ohio,  March  16,  1848,  son  of  Dr.  Wil¬ 
liam  and  Elizabeth  (Rathbone)  Beebe.  He  at¬ 
tended  the  common  schools  of  his  native  town 
and  in  1870  was  graduated  from  Marietta  College 
in  Marietta,  Ohio.  From  the  days  of  his  earlier 
boyhood  it  was  his  determination  to  follow  in 
the  footsteps  of  his  distinguished  father.  He 
graduated  from  the  Ohio  Medical  College  at 
Cincinnati,  Ohio,  in  1873,  with  the  degree  of 
M.D.,  a  mark  of  real  merit  in  those  days  when 
so  many  physicians  received  their  training  in  the 
office  of  some  general  practitioner.  Desiring  still 
further  to  master  the  profession,  Dr.  Beebe  en¬ 
tered  the  Bellevue  Hospital  Medical  College, 
from  which  institution  he  was  graduated  in  the 
Centennial  year.  With  this  equipment  he  practiced 
in  his  native  village  under  the  direction  of  his  fa¬ 
ther.  He  also  practiced  in  Barlow  in  the  same  state. 

In  1878  Dr.  Beebe  came  to  Minnesota  and  lo¬ 
cated  in  St.  Cloud,  which  city  was  his  home  till 
his  death.  He  was  in  partnership  with  Dr.  A. 
O.  Gilman  until  within  a  short  time  of  Dr.  Gil¬ 
man’s  death,  after  which  time  he  practiced  alone. 

No  member  of  the  fraternity  was  better  known 
to  the  medical  profession  than  Dr.  Beebe.  From 
the  first  he  was  very  successful  and  enjoyed  a 
large  and  satisfactory  general  family  practice. 
He  was  devoted  to  his  profession,  kept  abreast 
of  the  latest  developments  in  the  sciences,  es¬ 
pecially  chemistry  and  medicine,  and  had  a  repu¬ 
tation  as  high  authority  in  such  matters.  His 
excellent  mental  powers,  his  long  experience,  and 
his  rigid  training,  as  well  as  his  upright  character 
and  sympathetic  nature,  were  among  the  factors 
which  contributed  to  his  extraordinary  success 
in  the  treatment  of  disease  and  his  skill  in  sur¬ 
gery.  Throughout  his  residence  in  St.  Cloud  he 
was  a  potent  factor  in  the  professional  and  civic 
life  of  the  city.  He  belonged  to  the  Benton- 
Stearns  Medical  Society,  of  which  he  was  one 
of  the  founders,  to  the  Minnesota  State  Medical 
Association,  and  to  the  American  Medical  Asso¬ 
ciation.  In  1890-91  he  was  president  of  the 
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State  Association,  and  by  all  of  these  bodies  he 
has  been  repeatedly  placed  in  positions  of  honor. 
He  also  affiliated  with  the  Masonic  body,  the 
Elks,  and  the  Knights  of  Pythias.  He  was  social 
in  his  tastes  and  had  a  large  circle  of  friends 
throughout  the  state.  For  many  years  he  was 
local  surgeon  for  the  Northern  Pacific  and  Great 
Northern  Railways.  Politically  he  several  times 
served  the  city  of  St.  Cloud  as  health  officer,  and 
for  a  number  of  years  he  was  United  States 
pension  examiner. 

Dr.  Beebe  was  married  December  28,  1876,  to 
Miss  T.  Harte,  at  Marietta,  Ohio,  who  survives 
him.  They  have  two  sons,  William  H.,  of  Chi¬ 
cago,  and  Warren  Loring,  Jr.,  of  St.  Cloud. 

Dr.  Beebe,  as  known  to  his  friends  and  ac¬ 
quaintances,  was  a  rare  character ;  he  was  honest, 
very  outspoken,  never  hesitated  in  expressing  his 
opinion  on  either  medical  or  general  topics.  One 
might  say  he  was  bluff  and  rugged  in  speech, 
and  yet  as  kind  as  a  child  at  heart.  He  would 
do  anything  for  anyone  who  was  suffering  and  in 
need.  This  made  him  a  very  conspicuous  man 
in  the  medical  profession,  and  it  was  very  rarely 
that  he  missed  a  medical  convention  either  in  the 
state  or  among  the  American  medical  conven¬ 
tions  elsewhere.  Consequently  his  tall,  com¬ 
manding  figure,  his  cheerful,  smiling  face,  and 
his  engaging  conversational  powers  made  him  a 
marked  man.  As  a  matter  of  fact  he  did  keep 
up  with  the  times.  He  knew  literature ;  he 
studied  science ;  he  read  medicine ;  and  he  kept 
in  close  contact  with  his  fellow  practitioners. 
For  years  he  had  been  the  outstanding  man  in 
St.  Cloud,  and  he  was  loved  and  respected  by 
every  physician  who  ever  located  there.  He 
was  kind  to  medical  men,  the  younger  men  in 
particular,  and  he  alwyas  had  the  best  thing  to 
say  of  his  fellow  practitioners.  Dr.  Beebe  was 
not  like  some  of  the  rest  of  us  who  criticise  our 
friends  and  acquaintances,  but  he  praised  them  and 
was  an  example  which  younger  men  should  follow, 
particularly  in  their  association  with  their  fellows. 

The  State  Medical  Association  and  various  af¬ 
filiated  societies  throughout  the  state  will  miss 
Dr.  Beebe  and  his  good-will  and  good  cheer.  Pie 
at  one  time  started  an  account  of  his  reminiscen¬ 
ces,  and  from  what  we  have  heard  from  him  per¬ 
sonally  it  would  have  been  an  exceedingly  inter¬ 
esting  and  instructive  volume  for  someone  who 
could  write  Dr.  Beebe’s  biography  and  could 
gather  up  the  choice  bits  of  information  founded 
upon  sound  j  udgment  and  observation,  and  would 
do  a  great  service  to  his  fellow-men.  We  shall 
all  miss  him  and  remember  him. 
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CHLORINATING  THE  GERMS 
To  THE  Editor: 

Recently  chlorin  therapy  has  suffered  a  recru¬ 
descence  because  of  the  prominence  given  it  via 
the  newspapers  and  some  medical  journals,  which 
have  broadcasted  the  details  of  experiments  made 
upon  members  of  congress.  One  result  of  the 
agitation  has  been  the  advent  of  the“chlorine  gas 
machine,”  put  upon  the  market  at  a  price  which 
shows  the  method  is  looked  upon  as  a  transitory 
fad. 

Some  forty  years  ago  Dr.  Mew,  of  the  U.  S. 
Army  Medical  Museum,  demonstrated  a  method 
of  permeating  the  atmosphere  of  a  room  with 
nascent  ammonium  chlorid,  a  drug  which  pos¬ 
sesses  all  of  the  therapeutic  values  of  both  am¬ 
monia  and  chlorin  and  lacks  the  irritating  qual¬ 
ities  of  each.  Dr.  Mew  at  that  time  (about 
1884)  told  me  of  many  cases  of  acute  and  chronic 
nasal,  bronchial  and  pulmonary  diseases  which 
had  been  cured  by  this  treatment. 

The  method  is  so  simple,  inexpensive  and  ef¬ 
ficient  that  I  feel  impelled  to  again  give  it  pub¬ 
licity.  The  essentials  are  two  saucers,  a  small 
quantity  each  of  sulphuric  acid,  aqua  ammonia 
and  common  table  salt.  Into  one  saucer  pom- 
two  or  three  ounces  of  the  ammonia  water  and 
into  the  other  a  like  cjuantity  of  the  sulphuric 
acid.  Place  the  two  saucers  in  close  contact  and 
into  the  sulphuric  acid  sprinkle  a  little  of  the 
table  salt. 

Immediately  there  rolls  up  into  the  atmosphere 
clouds  of  nascent  ammonium  chlorid,  like  a 
dense  white  smoke,  which'  at  once  diffuses 
through  the  room  and  is  inhaled  by  the  patient. 
This  “smoke”  is  non-irritating  and,  being  in¬ 
haled,  reaches  every  portion  of  the  respiratory 
mucous  membrane  from  nostrils  to  the  most 
deeply  hidden  air  cells.  The  ammonium  chlorid, 
being  presented  in  its  nascent  form,  is  easily  ab¬ 
sorbed  by  the  mucous  membrane,  and  the  patient 
gets  the  benefit  of  the  drug  to  a  greater  degree  than 
when  administered  by  the  usual  per  os  method. 

The  patient  can  inhale  this  nascent  drug  for 
an  indefinite  period, — one  to  twelve  hours  or 
longer  if  indicated,— -without  inconvenience  or 
harm.  The  treatment  can  be  administered  at  the 
physician’s  office  (in  a  detached  room)  or  at  the 
patient’s  home  or  office ;  in  fact,  large  numbers 


of  persons  in  an  office,  store  or  factory  may  be 
treated  during  work  hours  without  personal  in¬ 
convenience  or  interruption  with  their  work. 
Respectfully, 

Ralph  St.  John  Perry,  M.D. 
Minneapolis,  August  20,  1924. 


NEWS  ITEMS 


Dr.  A.  1.  Arneson  has  moved  from  Austin  to 
St.  Paul. 

Dr.  O.  H.  Urstad  has  moved  from  Minne¬ 
apolis  to  Stanwood,  Wash. 

Dr.  Frank  Seidenburg  has  moved  from  Sioux 
Falls,  S.  D.,  to  Stockton,  Ill. 

The  Minnesota  State  Medical  Association  holds 
its  annual  meeting  in  St.  Cloud  on  October  8-10. 

Dr.  E.  Edwards,  who  has  been  school  physician 
at  Hibbing  for  some  time,  has  decided  to  enter 
private  practice  in  that  city. 

Dr.  T.  A.  Peppard,  of  Minneapolis,  leaves  for 
Europe  next  week  to  spend  a  year  in  study, 
mainly  in  Vienna. 

Dr.  J.  E.  Countryman,  who  has  been  in  Long 
Beach,  Calif.,  for  several  months,  has  resumed 
his  practice  in  Grafton,  N.  D. 

The  druggists  of  South  Dakota  held  a  three- 
day  annual  meeting  in  Rapid  City  on  August 
11-13;  and  the  druggists  of  North  Dakota  also 
held  their  annual  meeting  last  month  in  Fargo. 

At  a  meeting  of  the  Minnesota  State  Board 
of  Health,  last  month,  a  committee  of  fifteen 
health  commissioners  and  hospital  heads  were  ap¬ 
pointed  to  frame  health  regulations  to  check  the 
spread  of  communicable  diseases. 

The  newspapers  of  Brainerd  are  jubilant  over 
the  fact  that  the  next  annual  meeting  (in  1925) 
of  the  Northern  Minnesota  Medical  Association, 
will  be  held  in  Brainerd.  This  is  the  right  spirit, 
and  it  is  gratifying  to  medical  men. 

The  Mitchell  (S.  D.)  Physicians  and  Surgeons 
will  hold  their  fourth  annual  clinic  November 
11  and  12  next.  Several  prominent  men  from 
the  West  and  Northwest  will  appear  on  the  pro¬ 
gram.  Detailed  announcements  will  be  made 
later. 

Miss  Alma  Haupt,  superintendent  of  the  Visit¬ 
ing  Nurses  Association  of  Minneapolis,  was  se¬ 
lected  by  the  Commonwealth  Fund  of  New  York 
to  organize  the  public  health  work  in  Austria, 
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which  work  the  New  York  organization  is  fi¬ 
nancing. 

The  Lymanhurst  (Minneapolis)  Medical  Staff 
will  resume  its  monthly  meetings  on  September 
23,  when  papers  will  be  presented  by  Dr.  W.  P. 
Larson,  Mr.  Montank,  and  Dr.  Kano  Ikeda.  An 
invitation  is  extended  to  all  medical  men  to  at¬ 
tend  these  meetings. 

“The  Northwest  Institute  of  Medical  Techno¬ 
logy”  is  the  name  of  the  laboratory  training 
school  to  succeed  the  training  school  formerly 
conducted  by  the  Beebe  Laboratories  of  St.  Paul. 
The  work  of  the  new  organization  will  be  na¬ 
tional  in  scope,  and  it  will  be  conducted  by  Dr. 
H.  Herbert  Warner,  of  Omaha,  Neb.,  a  man  of 
large  experience  in  laboratory  work. 

The  North  Dakota  State  Medical  Association 
holds  its  annual  meeting  in  Bismarck  next  week 
(Sept.  10  land  11).  The  names  of  the  following 
men  outside  of  North  Dakota  appear  upon  the 
program :  Dr.  F.  E.  Clough,  Lead,  S.  D. ;  Dr. 
R.  L.  Murdy,  Aberdeen,  S.  D. ;  Dr.  Theodor 
Bratrud,  Warren,  Minn.;  Dr.  E.  L.  Tuohy, 
Duluth;  Dr.  E.  Starr  Judd,  Rochester;  Dr.  W. 
R.  Ramsey,  St.  Paul ;  and  Drs.  S.  E.  Sweitser 
and  W.  A.  Jones,  Minneapolis.  The  program 
will  be  found  below. 

Dr.  Warren  L.  Beebe,  of  St.  Cloud,  died  last 
month  at  the  age  of  76.  Dr.  Beebe  graduated 
from  Bellevue,  New  York,  in  the  class  of  ’76. 
He  began  practicing  in  St.  Cloud  in  1878,  and 
at  once  took  a  prominent  part  in  both  medical 
and  civic  matters.  In  his  nearly  half  century  of 
the  practice  of  medicine  he  rarely  missed  a  meet¬ 
ing  of  the  State  Medical  Association  or  of  his 
county  society.  He  was  one  of  the  prominent 
medical  pioneers  of  Minnesota.  An  editorial  ap¬ 
preciation  of  Dr.  Beebe  appears  on  another  page. 

The  President  of  Jefferson  Medical  College  re¬ 
quests  us  to  announce  that  in  recognition  of  the 
far-reaching  developments  of  bronchoscopy  in 
the  diagnosis  and  treatment  of  diseases  of  the 
lungs  and  of  esophagoscopy  and  gastroscopy  in 
the  diagnosis  and  treatment  of  diseases  of  the 
esophagus  and  stomach,  the  Board  of  Trustees 
and  Faculty  of  The  Jefferson  Medical  College 
have  created  a  new  chair  to  be  known  as  the 
Department  of  Bronchoscopy  and  Esophago¬ 
scopy.  Dr.  Chevalier  Jackson,  formerly  Pro¬ 
fessor  of  Laryngology  in  Jefferson,  has  been 
elected  to  the  professorship  of  the  new  Depart¬ 
ment.  Dr.  Fielding  O.  Lewis  has  been  elected 
to  fill  the  chair  of  Laryngology  vacated  by  Dr. 
Jackson. 


PROGRAM  OF  THE  ANNUAL  MEETING  OF 
THE  NORTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

Wednesday,  September  10 

Address  of  Welcome . Hon.  R.  A.  Nestos,  Governor 

of  North  Dakota 

Response . Dr.  F.  R.  Smyth,  Bismarck 

President’s  AddressDr.  James  Grassick,  Grand  Forks 
Some  Rather  Prevalent  Errors  in  the  Diagnosis  of 


Appendicitis 

Dr.  T.  Mulligan . . . Grand  Forks 

Discussion : 

Dr.  H.  E.  Landes . . . Kenmare 

Dr.  Paul  Burton . Fargo 

Acute  Appendicitis 

Dr.  Theodor  Bratrud . Warren,  Minn. 

Discussion : 

Dr.  E.  P.  Quain . . . Bismarck 

Dr.  Murdock  MacGregor . Fargo 

The  Industrial  Triad:  Carrier,  Employer  and  Em¬ 
ployee 

Dr.  C.  N.  Callender . . . Fargo 

Discussion: 

Dr.  Wm.  H.  Bodenstab . . . Bismarck 

Dr.  H.  H.  Healy . Grand  Forks 

The  relation  of  the  I’hysician  to  the  Administration 
of  the  Workman’s  Compensation  Law 

R.  E.  Wenzel,  Commissioner  Workmen’s  Com¬ 
pensation  Bureau . Bismarck 

Discussion: 

General 


CLINICAL  demonstrations 

1:30 — Breast  Feeding  and  the  Common  Forms  of 
Malnutrition  of  Infants  and  Young  Children 
Dr.  Walter  R.  Ramsey . St.  Paul,  Minn. 

3:00 — Fractures  of  the  Long  Bones,  lessons  learned 
from  handling  five  thousand  cases;  lantern  slide 
demonstration 

Dr.  F.  E.  Clough . . . . Lead,  S.  D. 

4:30 — Neurological  Cases 

Dr.  W.  A.  Jones . . . Minneapolis,  Minn. 

Thursday,  September  11 

Treatment  of  Fractures  of  the  Femur  by  Means  of 
Skeletal  Traction,  Lantern  slide  demonstration 

Dr.  C.  J.  Glaspel . . . Grafton 

Discussion: 

Dr.  W.  F.  Sillier . Devilt;  Lake 

Dr.  Kent  Darrow . . . Fargo 

Diabetes:  A  review  of  the  literature  of  1923-4,  with 
cases 

Dr.  Ruth  Mahon . Grand  Forks 

Discussion: 

Dr.  E.  C.  Haagenson . Grand  Forks 

Dr.  Frank  Darrow . Fargo 

Some  of  the  Simpler  Functional  Tests  Concerned  in 
the  Diagnosis  of  Chronic  Kidney  Conditions,  with 
Particular  Emphasis  upon  Chronic  Glomerulone¬ 
phritis  and  the  Chronic  Nephroses,  Lantern  slide 
demonstration 

Dr.  E.  L.  Tuohy . „.Duluth,  Minn. 

Discussion : 

Dr.  J.  O.  Arnson . Bismarck 

Dr.  R.  W.  Henderson . . . . . Bismarck 
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Infections  of  the  Gall-bladder  and  Bile  Ducts,  Lan¬ 
tern  slide  illustration 

Dr.  E.  Starr  Judd . Rochester,  Minn. 

Discussion: 

Dr.  J.  W.  Bowen . . . . . . . Dickinson 

Dr.  R.  E.  Weible . _.Fargo 

Common  Obstetric  Injuries,  Their  Remote  Affect 

and  Suggestions  as  to  Treatment- . . . 

Dr.  R.  L.  Murdy . Aberdeen,  S.  D. 

Discussion: 

Dr.  W.  C.  Wolverton . . . -Linton 

Dr.  E.  A.  Pray . Valley  City 

CLINICAL  DEMONSTRATIONS 

1.30 — Cardiac  and  Nephritic  Cases 

Dr.  E.  L.  Tuohy . Duluth,  Minn. 

3:00 — Affections  of  the  Colon 
Affections  of  the  Urinary  Tract 

Dr.  E.  S.  Judd . Rochester,  Minn. 

4:30 — Skin  Diseases  and  Sj^philis,  Lantern  slide  dem¬ 
onstration 

Dr.  S.  E.  Sweitzer . -Minneapolis,  Minn. 


Fine  North  Dakota  Practice  for  Sale 

An  established  North  Dakota  practice  in  the  larg¬ 
est  city  in  North  Dakota.  Address  127,  care  of  this 
office. 

Office  For  Rent  In  Minneapolis 

Office  of  three  rooms  with  private  waiting-room. 
Sixth  floor  Yeates  Building,  Nicollet  and  Ninth, 
Minneapolis.  Tel.  Main  7322. 

Substitute  Wanted 

A  Minneapolis  physician  wants  a  substitute  for 
two  or  three  weeks  beginning  September  15.  Will 
pay  a  reasonable  salar-y.  Address  130,  care  of  this 
office. 

An  X-Ray  Technician  Wants  Work 

Has  had  wide  experience  in  large  clinics  in  the 
Twin  Cities  and  has  done  hospital  work  in  the  coun¬ 
try.  Can  give  the  best  of  references.  Address  105, 
care  of  this  office. 

X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  La  Salle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Physician  Wanted  in  North  Dakota 

In  a  town  of  250.  Large  surrounding  territory; 
nearest  town  with  doctor  13  miles.  Located  on  a 
State  road.  Prefer  man  who  will  carry  his  own 
stock  of  drugs.  Splendid  chance  for  good  man.  Ad¬ 
dress  131,  care  of  this  office. 

Position  Wanted 

A  nurse  with  three  years’  office  and  laboratory 
experience  desires  a  position  in  an  office  or  small 


hospital.  Employed  last  year  as  surgical  supervisor 
and  laboratory  nurse  in  large  hospital.  Excellent 
references.  Address  128,  care  of  this  office. 

Position  Wanted 

By  a  middle-aged  woman  who  is  greatly  in  need 
of  work.  Can  do  ordinary  routine  laboratory  work 
and  can  take  full  charge  of  office.  Prefer  work  in 
Minneapolis.  Can  give  the  best  of  references  to 
city  physicians.  Address  132,  care  of  this  office. 

Position  Wanted  by  X-Ray  and  General  Laboratory 
Technician 

A  graduate  of  the  Minneapolis  Hospital  Labora¬ 
tory  in  ;r-ray  and  general  laboratory  work,  with  ex¬ 
perience  in  St.  Mary’s  and  other  hospitals.  Best  of 
references.  Address  129,  care  of  this  office. 

Practice  For  Sale  In  Minnesota 
Established  Minnesota  practice  for  sale  at  invoice; 
excellent  gravel  roads;  sound  dairying  and  farming 
community;  large  consolidated  schools  with  gym¬ 
nasium;  collections  good;  modern  offices  with  den¬ 
tist.  Specializing.  Give  qualifications.  Address  119, 
care  of  this  office. 

X-Ray  and  Laboratory  Work  Wanted 
Position  in  doctor’s  office,  clinic,  or  hospital  by 
a  woman  thoroughly  efficient  in  .v-ray  and  labora¬ 
tory  work.  Five  years  experience  in  doctor’s  office 
as  .v-ray  technician,  bookkeeper,  and  stenographer. 
Have  completed  a  six  months  laboratory  course. 
Address  120,  care  of  this  office. 

Practice  for  Sale  in  North  Dakota 
General  practice  for  sale,  with  opportunity  for 
surgery,  in  town  of  1,200  in  the  Red  River  Valley. 
One  other  physician.  Good  roads,  good  schools, 
including  State  Normal,  hospital  owned  and  run  by 
other  lodges.  Reason  for  leaving,  am  going  West. 
Address  126,  care  of  this  office. 

Physician’s  Office  Furniture,  Etc.,  For  Sale 
Roll-top  desk,  safe,  white  enamel  folding  chair 
and  cushion,  instruments,  and  medicines  of  the  late 
Dr.  H.  Z.  Fisher,  of  Lansford  N.  D.,  are  offered 
for  sale.  Everything  in  good  condition.  Can  be 
bought  at  a  bargain.  Good  location  for  a  doctor. 
Address  Mrs.  H.  Z.  Fisher  (Box  186),  Lansford, 
N.  D. 

Practice  For  Sale 

One  of  the  best  practices  in  South  Eastern  North 
Dakota  in  a  city  of  1,800.  Good  high  school,  good 
railroad  center  and  one  of  the  best  mixed  farming 
districts,  with  no  crop  failures.  Am  going  to  the 
city  to  specialize.  Practice  for  sale  with  or  with¬ 
out  residence.  Good  opening  for  German-speaking 
doctor.  Address  124,  care  of  this  office. 

Minneapolis  Offices  for  Rent 

Very  desirable  accommodation  for  a  suburban 
physician  wishing  special  office  hours  downtown. 
Choice  of  several  rooms,  whole  or  part  time,  in  a 
building  exclusively  for  physicians  and  dentists.  Re¬ 
ception  room  nurse,  laboratory  technicians,  etc.,  in 
attendance.  Call  at  812  Besse  Building,  or  phone 
Atlantic  4786. 
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CHILD  WELFARE^^' 

By  Frederick  W.  Schlutz,  M.D. 

Professor  of  Pediatrics,  University  of  Minnesota 
MINNEAPOLIS,  MINNESOTA 


Mr.  President,  Ladies  and  Gentlemen : — 

When  Nathan  Strauss,  the  great  philanthropic 
Jew,  of  New  York  City,  established  a  few  sta¬ 
tions  for  the  distribution  of  pure  cow’s  milk  for 
poor  children  in  New  York  City  he  little  dreamed 
that  by  so  doing  he  would  inaugurate  a  move¬ 
ment  for  child  welfare  in  this  country  which  has 
spread  all  over  the  United  States.  It  has  reached 
every  city,  village,  and  hamlet  of  any  size  by 
this  time.  There  is  all  over  the  country  welfare 
work  of  the  most  advanced  type  that  will  care 
for  the  child  or  will  prevent  the  loss  of  a  child’s 
life.  This  movement  began  with  the  work  of 
Strauss.  The  welfare  work  for  the  child,  or  in¬ 
fant,  begins  really  before  the  baby  is  born,  in  the 
so-called  prenatal  work.  We  have  learned  that 
we  can  begin  in  this  way  to  save  the  baby’s  life 
before  it  is  born. 

This  is  brought  about  by  the  care  of  the  ex¬ 
pectant  mother  and  the  care  and  supervision  un¬ 
der  which  she  will  place  herself  before  the  baby 
comes.  In  doing  this  we  have  learned  that  we 
avoid  a  great  deal  of  trouble,  not  alone  to  the 
mother  but  to  the  coming  baby.  I  will  mention 
just  a  few  of  the  things.  The  dreaded  so-called 
toxemias  of  pregnancy,  where  the  mother  passes 
into  a  convulsive  state  before  the  baby  is  born. 
This  often  is  fatal  to  the  mother  and  is  com¬ 
monly  fatal  to  the  baby.  We  physicians  know 

*Presentecl  before  the  public  session  of  the  South  Da¬ 
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that  this  can  be  entirely  avoided  if  the  mother 
places  herself  early  enough  under  medical  care 
and  has  proper  examinations  of  her  excreta. 
This  condition  can  be  prevented  by  dietetic  meas¬ 
ures.  By  placing  herself  under  proper  care  at 
the  proper  time  many  of  the  improper  positions 
of  the  child  can  be  corrected.  In  this  way  many 
of  the  accidents  which  occur  at  birth  are  avoided, 
and  many  babies  which  were  formerly  lost  are 
now  saved. 

The  diet  of  the  mother,  we  have  learned,  is 
very  important  in  its  influence  on  the  baby.  It 
is  now  well  known  and  has  been  experimentally 
proven  that  many  things,^ — for  example,  the  min¬ 
eral  salts  of  the  food  alone, — are  vastly  impor¬ 
tant  in  the  baby’s  life  and  development.  The 
mother,  by  a  wise  provision  of  Nature,  places  all 
these  minerals  in  the  baby  at  about  the  seventh 
or  eighth  month  of  pregnancy.  We  know  that 
we  can  definitely  influence  this  deposit,  that  we 
can  definitely  influence  the  mother’s  milk  in  the 
vitamin  substances  which  so  greatly  afifect  the 
child  after  birth.  It  is  possible  to  place  these 
things  in  the  mother’s  milk  and  indirectly  in  the 
baby’s  organism  by  the  proper  care  of  the  mother 
before  the  baby  is  born. 

The  problem  of  midwifery  is  a  problem  with 
us  just  as  it  is  on  the  Continent  of  Europe. 
Many  of  the  women  have  not  been  licensed, 
many  have  simply  assumed  this  duty  on  the 
ground  of  experience,  and  I  cannot  tell  you  of 
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all  the  fatalities  that  have  occurred  when  these 
untrained  women  have  undertaken  to  do  the 
work  that  even  many  physicians  are  often  not 
well  qualified  to  take  care  of.  This  is  being  done 
away  with  to  a  large  extent.  The  licensing  of 
midwives  is  now  general  and  there  is  such  a  tend¬ 
ency  to  place  certain  demands  upon  them  that 
they  are  beginning  to  drop  their  trade  and  there 
has  been  a  tremendous  decrease  in  the  mortality 
of  the  babies  and  mothers  as  the  result. 

After  the  baby  is  born,  the  greatest  movement 
for  its  welfare}  is  eminently  simple.  It  is  the 
propaganda  for  breast  feeding.  We  must  urge 
every  mother  to  nurse  her  baby.  It  is  strange 
that  we  should  have  to  speak  of  this,  but  such 
is  the  case.  We  medical  men  were  probably 
more  amiss  in  this  than  many  people  would  think. 
About  thirty  years  ago,  when  chemistry  had  its 
marvelous  development,  the  doctors  thought  they 
could  modify  artificial  food  as  well  as  they  could 
breast  milk  and  that  this  would  be  even  better 
for  the  babies  than  the  natural  food.  We  had 
a  new  thing  and  we  thought  we  could  do  wonders 
with  it.  Among  other  things,  we  began  to  mod¬ 
ify  cow’s  milk.  I  remember  that  the  year  Dr. 
Clough  and  I  graduated  it  was  thought  entirely 
proper  to  wean  a  baby  on  any  pretext.  If  a 
mother  did  not  wish  to  nurse  her  baby  it  was 
a  simple  matter  to  take  the  baby  off  the  breast. 
But  when  we  began  to  do  this  the  mortality  rose 
so  enormously  all  over  the  country  because  the 
babies  were  improperly  and  artificially  fed,  that 
it  was  soon  realized  that  something  was  wrong. 
We  did  not  appreciate  quickly  what  was  wrong. 
The  pure  milk  propaganda  of  Nathan  Strauss 
improved  things.  We  began  to  wonder  why  we 
weaned  so  easily  and  soon  began  this  great  move¬ 
ment  back  to  Nature,  back  to  where  we  should 
have  been  at  the  start.  The  simple  mother  in 
those  days  was  better  off  than  the  one  with  the 
doctor,  the  simple  mother  who  just  nursed  her 
baby  and  did  not  wean  it  because  it  got  colic, 
but  fed  it  breast  milk  until  is  was  old  enough 
to  take  other  foods.  This  does  a  wonderful  thing 
for  the  baby,  as  simple  reasoning  should  tell  us. 
It  does  it  for  the  animal  kingdom,  and  why  not 
for  the  human  ?  It  cares  for  all  the  needs  of  the 
baby  from  the  first  day  of  birth  to  approximately 
the  ninth  month,  and  there  is  nothing  that  takes 
its  place.  There  are  very  few  mothers  who  can¬ 
not  nurse  their  babies  and  who  should  not  nurse 
their  babies,  and  if  they  give  even  some  breast 
milk  it  is  better  than  none  at  all.  We  have 
learned  to  know  that  we  can  confer  immunity 
upon  the  child  by  even  a  small  amount  of  breast 


milk  supplemented,  if  necessary,  by  other  things. 

Now,  as  to  artificial  food  !  If  we  have  to  feed 
the  baby  artificially  or,  as  the  child  grows  older, 
give  other  food,  we  learn  another  lesson.  It 
dates  back  to  the  day  when  Nathan  Strauss  or¬ 
ganized  his  pure  milk  stations.  It  was  discovered 
that  the  mortality  was  high  with  unclean  milk 
and  dropped  when  the  milk  used  was  clean.  Then 
we  began  the  movement  to  obtain  pure  cow’s 
milk.  It  has  always  been  recognized  that  if  breast 
milk  cannot  be  used  cow’s  milk  is  the  best  sub¬ 
stitute.  It  has  been  discovered  also  that  it  must 
above  all  things  be  clean.  This  is'  a  farming 
community,  the  farmer  here  is  probably  greatly 
concerned  about  butter  fat,  but  the  main  require¬ 
ment  for  infant  feeding  is  that  the  milk  be  bac- 
terially  clean.  We  have  this  problem  all  the  time 
in  the  big  cities.  Pasteurized  milk  is  widely 
used,  but  it  is  not  always  a  clean  milk.  We  use 
certified  milk  if  possible.  It  is  very  pure  milk, 
and  its  introduction  has  had  a  great  effect  in  re¬ 
ducing  alimentary  disturbances.  Just  an  instance 
in  our  own  city :  Fifteen  years  ago  when  I  lo¬ 
cated  there  they  had  no  certified  milk.  It  was 
with  great  difficulty  that  we  got  this,  but  now  we 
have  it  and  have  had  it  for  a  long  time.  A  rather 
remarkable  thing  has  happened.  In  the  sum¬ 
mer  months  diarrheal  disturbances  are  common, 
especially  if  milk  is  not  kept  cold  and  easily  de¬ 
composes.  Such  milk  is  harmful  for  the  baby. 
We  had  cases  of  diarrhea  by  the  score,  and  ba¬ 
bies  died  by  the  dozen.  These  diarrheal  condi¬ 
tions  have  now  become  so  rare  that  I  have  great 
difficulty  in  the  summer  time,  or  in  the  fall,  to 
find  enough  cases  to  show  my  students  so  that 
they  may  know  what  these  conditions  are  like. 
This  is  a  remarkable  thing  and  is  general  all 
over  the  country.  The  death  rate  from  diarrheal 
disorders  was  a  formidable  figure  at  one  time. 

As  a  child  grows  the  matter  of  diet  becomes 
increasingly  important.  The  child’s  growing  or¬ 
ganism  requires  minerals.  The  baby’s  mineral 
reserves  last  until  about  the  ninth  month;  the 
baby  lives  on  these  reserves.  The  milk  is  inad¬ 
equate  after  that  time.  Milk  is  an  excellent 
food;  it  is  wonderfully  designed  by  Nature  to 
furnish  all  the  needs  of  the  baby  up  to  a  certain 
time.  It  has  a  large  amount  of  calcium,  but  not 
enough  after  the  ninth  month.  It  contains  a 
large  amount  of  phosphorus,  but  not  enough 
after  the  ninth  month.  At  about  the  age  of  nine 
months  we  begin  the  feeding  of  some  solid  food 
which  contains  these  elements.  The  leafy  vege¬ 
tables,  especially,  contain  a  large  amount  of  these 
vastly  important  elements  and  also  vitamins. 
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The  very  important  element  of  phosphorus  and 
the  very  important  element  of  iron  are  contained 
in  vegetables,  such  as  spinach,  carrots,  and  peas. 
We  have  learned  to  feed  the  baby  these  addi¬ 
tional  foods  beside  milk,  and  in  this  way  to  pro¬ 
duce  a  wonderfully  strong,  firm,  and  resistant 
organism. 

From  the  ninth  or  tenth  month  on  there  is  a 
constant  tendency  for  the  baby  to  grow  away 
from  its  infantile  condition.  The  baby’s  tissues 
contain  more  water  than  solids,  but  there  is  a 
constant  tendency  to  change  in  the  opposite  di¬ 
rection  as  the  child  grows  older.  Its  tissues  tend 
to  become  solid,  and  at  puberty  it  is  practically 
the  same  as  the  adult.  The  solids  increase,  and 
the  water  decreases.  Diet  has  very  important 
effects  on  the  immunity  of  a  child.  By  “immu¬ 
nity”  we  mean  resistance  to  infections.  We 
would  constantly  succumb  if  we  did  not  have 
defensive  substances  in  our  bodies  which  put  up 
a  constant  resistance  to  harmful  influences.  The 
baby  has  this  immunity  to  a  less  degree  than  the 
older  child,  but  attains  it  as  the  organism  changes 
under  the  influence  of  diet. 

There  is  another  factor  we  have  learned  a  great 
deal  about  in  the  last  few  years,  and  that  is  the 
factor  of  air  and  sunlight.  We  hardly  realize 
what  a  wonderful  environment  we  have.  The 
effect  of  sunlight  is  truly  marvelous.  It  has 
been  proved  by  experimentation  that  sunlight 
creates  a  positive  balance  of  certain  elements  in 
the  tissues.  We  retain  calcium,  we  retain  phos¬ 
phorus  if  the  sunlight  streams  over  us  or  if  our 
bodies  are  exposed  to  the  free  moving  air.  We 
do  not  have  the  sunlight  always  with  us,  but  we 
have  the  artificial  sunlight,  the  so-called  quartz 
lamp,  which  produces  rays  which  have  healing 
effects  similar  to  sunlight.  The  light  rays  par¬ 
ticularly  influence  rickets.  Rickets  is  an  entirely 
curable  condition.  Where  a  child  is  deficient  in 
its  minerals  and  manifests  evidences  of  rickets, 
the  use  of  light  therapy  often  is  very  helpful  in 
correcting  the  condition.  It  has  been  found  that 
the  window-pane  inhibits  the  passage  of  the 
healing  rays.  The  body  should  be  exposed  to  the 
moving  air  as  much  as  possible  and  to  the  direct 
sunlight. 

The  formation  of  habits  is  very  important  as 
the  child  grows  older.  The  pre-school  age  is 
now  receiving  much  attention.  First  our  atten¬ 
tion  was  confined  to  the  infant,  then  we  began  to 
‘extend  the  work  and  take  in  the  child  of  pre¬ 
school  age.  All  sorts  of  problems  are  found  in 
such  a  child.  We  found  that  we  must  train  chil¬ 
dren  early  in  proper  ways.  They  must  have 


splints,  like  small  trees.  Never  leave  a  child  to 
its  own  direction.  It  has  no  judgment.  We 
must  form  a  child’s  habits,  particularly  about 
diet.  It  must  be  fed  regularly,  must  have  proper 
hours  of  sleep,  and  must  have  proper  clothing 
and  not  too  much  of  it.  We  must  keep  in  mind 
this  fact  for  the  growing  child :  Form  its  habits 
early  and  be  firm  with  it — you  will  be  well  re¬ 
paid  for  your  trouble  if  you  do. 

Now,  the  school  age:  Here,  again,  is  another 
problem  for  people  who  are  interested  in  welfare 
agencies  all  over  the  country,  and,  of  course,  it 
should  interest  the  father  and  mother.  The  den¬ 
tal  care  of  the  child  is  very  important  and  greatly 
neglected.  It  was  difficult  at  one  time  to  get  chil¬ 
dren’s  teeth  cared  for.  They  would  come  with 
decayed  teeth  and  abscesses  and  the  dentist  would 
say  that  nothing  could  be  done.  The  teeth  just 
had  to  drop  out.  I  could  not  believe  this.  Dr. 
Rosenow  will  tell  you  what  bad  things  can  hap¬ 
pen  to  an  adult  with  bad  teeth,  and  why  not  to 
the  child?  Now,  it  has  been  found  that  it  is  an 
excellent  thing  to  care  for  children’s  teeth.  You 
all  know  how  dentists  can  reform  a  child’s  mouth 
when  it  is  improperly  developed.  The  child’s 
appearance  can  be  improved  and  also  its  health. 
We  must  let  the  dentist  see  the  child  and  let  him 
advise  what  should  be  done.  The  child’s  teeth 
should  be  periodically  looked  after. 

At  this  age,  too,  we  begin  to  have  a  great  deal 
of  trouble  with  the  tonsils  and  adenoids.  These 
little  children  are  often  in  an  environment  which 
makes  for  trouble.  Children  are  affectionate. 
They  love  us,  and  they  are  constantly  near  us. 
They  are  small  and  are  near  the  floor  and  in  the 
dust.  This  dust  is  often  highly  infectious  to  the 
child.  The  close  contact  with  the  adult  is  bad. 
Adults  frequently  go  around  with  sore  throats. 
They  may  not  feel  any  inconvenience  or  feel 
sick,  and  yet  they  can  promptly  give  their  trouble 
to  a  small  child  by  intimate  contact  with  it.  The 
child  develops  a  sore  throat,  it  may  have  this  a 
number  of  times,  and  soon  will  have  hypertro¬ 
phied  tonsils  and  other  troubles.  If  this  does 
nothing  worse  it  creates,  in  the  course  of  time, 
a  certain  deformity.  The  child’s  features  be¬ 
come  dull,  the  chin  recedes,  the  upper  jaw  comes 
forward,  and  it  gets  the  so-called  “pigeon-breast” 
or  the  “funnel-chest”  deformity  of  the  chest.  It 
constitutes  an  unsightly  deformity.  These  chil¬ 
dren  are  not  well.  They  do  not  get  along  well 
in  school.  The  children  who  have  enlarged  ton¬ 
sils  and  adenoids  are  in  great  danger  if  attacked 
by  certain  diseases,  especially  scarlet  fever  or 
diphtheria.  They  always  are  very  ill.  They 
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have  the  fulminating  type  of  infection  and  often 
succumb  in  a  few  hours.  They  have  no  resist¬ 
ance  and  cannot  withstand  the  disease.  We  phy¬ 
sicians  dread  to  see  these  diseases  in  children 
with  enlarged,  hypertrophied  tonsils  and  aden¬ 
oids. 

In  the  older  child  we  constantly  have  to  fight 
a  tendency  not  to  eat  the  right  thing.  It  always 
wants  to  eat  the  wrong  thing.  The  child  is  old 
enough  to  know  what  it  likes,  but  its  judgment 
often  is  not  good.  Candy  it  will  take  freely; 
and  vegetables  it  will  almost  surely  refuse. 

Older  children  also  have  very  bad  habits  about 
j)osture.  In  the  child  from  six  years  on  the  tend¬ 
ency  is  to  slump  forward,  the  so-called  “debu¬ 
tante  slump.”  I  have  a  young  daughter,  and  I 
am  glad  to  say  that  she  is  over  that  age  now. 
They  do  this  partly  because  the  muscular  struc¬ 
ture  is  not  good  and  partly  because  of  a  tendency 
to  just  slip  into  any  position  that  is  comfortable. 
They  take  their  food  very  poorly  and,  if  not 
watched  constantly,  easily  get  into  bad  postures. 

One  of  the  most  common  complaints  for  which 
children  are  brought  to  me  runs  like  this :  “My 
child  does  not  eat,  he  tires  so  easily.  He  is  so 
pale.  I  cannot  make  him  eat,  he  does  not  sleep 
well,  he  wets  the  bed,  he  has  nightmare,  he  has 
terrific  vomiting  attacks.”  Such  a  child  is  gen¬ 
erally  pale,  with  unusually  bright  eyes  and  soft 
musculature.  It  fatigues  easily.  These  children, 
usually,  are  at  the  age  when  the  parents  have 
high  hopes  for  them,  when  they  want  them  to  be 
doing  all  sorts  of  things — taking  up  music,  danc¬ 
ing,  and  such  things.  These  little  children  some¬ 
times  have  a  most  amazing  program  for  the  day. 
With  all  this  big  program  they  do  not  eat  well. 
The  friends  of  the  family  notice  them  and  call 
the  attention  of  the  parents  to  their  poor  condi¬ 
tion.  The  parents  often  do  not  realize  it.  These 
things  are  not  as  serious  as  they  may  seem,  but 
if  any  infection  should  overtake  these  children 
they  would  probably  succumb  to  it  quite  easily. 
They  would  not  be  able  to  handle  infection  so 
well  as  do  healthy  children. 

The  thing  to  do  first  is  to  correct  and  change 
their  environment.  If  you  cannot  do  it  let  some¬ 
one  else  do  it.  They  must  be  properly  disci¬ 
plined.  If  you  do  as  some  mothers  do,  tell  them 
stories  and  all  sorts  of  things,  you  will  accom¬ 
plish  nothing.  Do  not  beg  or  plead  with  the 
child,  “Will  you  do  this  or  that?”,  or  do  not 
promise  a  reward,  for,  if  you  do  this  with  a  little 
child,  it  will  just  lord  it  over  you  and  have  its 
own  way.  Take  the  positive  attitude,  tell  them 
“You  must  do  this”  or  “you  must  do  that.”  Be 


adamant  about  it.  “If  you  will  do  this,  then 
you  may  do  that.” 

Be  extremely  careful  in  the  selection  of  the 
diet.  Let  your  physician  inform  you  as  to  the 
diet  which  is  proper  for  such  children.  They 
need  more  flesh,  more  tissue ;  they  need  minerals ; 
they  need  vitamins.  You  must  adjust  the  diet 
so  they  will  get  these  things.  They  must  have 
a  good  lot  of  pure  milk,  they  must  have  a  meat 
ration  once  a  day.  They  must  have  a  large  vol¬ 
ume  of  food.  Do  not  think  that  the  preparation 
of  the  child’s  food  is  not  important.  It  wants 
the  food  prepared  just  as  attractively  as  you 
would  wish  to  have  it  yourself,  and  you  must 
always  prepare  it  with  that  in  mind.  Limit  such 
a  child’s  work.  Take  away  all  the  accessory 
things.  They  are  not  essential.  They  are  not, 
or  at  least  most  children  will  not  be,  Paderew¬ 
skis  or  Melbas.  It  is  only  once  in  a  very  great 
while  that  they  rise  to  such  heights.  The  average 
child  surely  will  not.  Get  the  child  in  fine  phy¬ 
sical  condition  before  you  let  it  do  anything  else. 
Limit  the  activity  and  the  exercise  of  the  child. 

A  word  as  to  postural  treatment.  We  have 
introduced  in  our  city  schools  what  we  call  the 
postural  treatment.  Our  best  orthopedists  have 
taken  this  up  and  advise  proper  exercises  for 
these  little  children.  They  are  taught  the  proper 
and  correct  attitude  and  taught  to  get  away  from 
the  sloppy  way  of  holding  themselves. 

I  have  a  way  of  treating  these  children  that 
has  given  me  really  good  results.  I  correct  their 
diet  and  their  environment  and  take  them  out  of 
school,  generally,  for  about  half  a  day.  I  regard 
education  as  of  secondary  importance  at  this  age. 
In  most  schools  the  essential,  fundamental  things 
are  given  in  the  morning,  and  the  nonessential 
school  subjects  are  given  in  the  afternoon;  there¬ 
fore  the  child  is  not  put  to  a  great  disadvantage  if 
he  is  in  school  only  half  a  day.  After  their  lunch 
hour  they  have  to  take  a  sun  bath.  I  use  this 
always  for  these  cases  because  I  feel  that  these 
children  are  not  properly  mineralized.  They  are 
exposed  to  the  effect  of  sunlight  for  fifteen  min¬ 
utes  over  the  front  of  the  body  and  fifteen  min¬ 
utes  over  the  back,  with  just  the  head  covered, 
the  body  being  entirely  naked.  After  this  ex¬ 
posure  they  rest  for  an  hour  and  a  half,  not  nec¬ 
essarily  sleeping  but  keeping  quiet,  and  then  they 
are  allowed  to  play.  This  treatment  has  given 
excellent  results. 

In  a  short  talk  of  an  evening  like  this  I  can 
touch  only  upon  a  few  things,  but  it  is  amazing 
to  see  the  wonderful  results  that  can  be  brought 
about  by  simple  measures  of  child  welfare.  We 
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can  take  a  child’s  organism  and  influence  it  de¬ 
cidedly  in  a  very  short  time.  The  outlook  for 
children  is  always  good.  The  child  tends  all  the 
time  towards  recovery.  It  has  a  comeback,  a 
faculty  of  recovering  from  things,  that  no  adult 
has.  That  is  why  seemingly  simple  remedies 
often  give  excellent  results. 

There  are  some  children  who  are  born  fund¬ 
amentally,  constitutionally  weak,  of  parents  who 
perhaps  have  some  disease.  Those  children  are 
marked  in  the  beginning  with  defective  cell  struc¬ 
ture  and  are  not  the  same  as  the  children  born  of 
healthy  parents.  There  the  medical  man  has  a 
great  handicap,  but  even  in  these  children  by 
suitable  measures  properly  applied  we  can  bring 
about  marvelous  results,  and  these  children  can 
be  made  quite  whole  and  well.  We  surely  can 
do  a  lot  for  them.  I  think  in  time  we  are  going 
to  learn  to  have  periodic  health  examinations  for 
children.  I  have  practiced  this  for  some  time  in 
Minneapolis.  I  have  the  children  brought  in 
periodically  for  examination.  The  whole  tend¬ 
ency  of  medicine  is  toward  prevention.  We 
want  to  prevent  disease.  You  will  agree  with 


me  that  there  is  not  a  more  disinterested  pro¬ 
fession  in  the  world  than  the  medical  profession 
to-day,  but  we  know  that  if  we  could  periodically 
say  to  you  what  you  should  do,  if  we  could  tell 
you  things  before  the  development  of  your  trou¬ 
ble  is  too  far  along,  we  could  save  you  much 
misery  and  economic  loss.  It  is  a  great  disap¬ 
pointment  to  us  to  see  cases  that  are  so  far  gone 
that  we  are  quite  helpless  to  relieve  them.  They 
often  could  have  been  saved  had  conditions  been 
recognized  earlier. 

I  will  leave  you  with  this  appeal:  Take  the 
child  or  the  infant,  from  time  to  time,  to  your 
physician,  even  though  it  is  apparently  well. 
This  does  not  need  to  be  often,  but  it  should  be 
done  periodically.  We  are  advising  the  adult  to 
do  this.  People,  especially  older  people,  are 
recognizing  that  when  they  get  to  be  forty  or 
fifty  years  old  the  organism  begins  to  break. 
They  should  be  examined  periodically  even  in 
childhood,  and  more  often  as  they  grow  older. 
Give  your  physician  a  chance  to  help  you.  The 
results  will  be  gratifying  and  will  repay  you  a 
hundredfold. 


A  FEW  PRESENT-DAY  PROBLEMS*  \ 

By  L.  L.  Corcoran,  M.D. 

ROCK  RAPIDS,  IOWA 


Fellow  Members  of  this  Society :  I  wish  to  say 
to  you  that  the  program  committee  has  prepared 
what  promises  to  be  an  exceedingly  interesting 
and  instructive  collection  of  papers  and  clinics 
with  the  exception  of  this  address.  I  have  no 
idea  that  I  shall  tell  you  any  thing  you  do  not 
know,  but  if  you  will  bear  with  me  for  a  few 
minutes  I  will  discuss  a  few  of  our  troublesome 
problems  in  the  hope  that  by  keeping  them  in 
mind  they  may  be  all  the  more  quickly  solved. 

Within  recent  years  there  seems  to  have  been 
growing  considerable  antagonism  to  medical  ideas 
and  ideals  and  a  corresponding  sympathy  for 
the  pretensions  of  the  cults  and  a  hands-off  at¬ 
titude  in  letting  them  have  unhampered  oppor¬ 
tunity  to  demonstrate  what  they  claim  they  can 
do. 

This  is  largely  the  result  of  propaganda,  al¬ 
ways  selfish,  often  ignorant,  sometimes  malicious. 
For  example,  the  magazine  called  Physical  Cul¬ 
ture  has  an  alluring  and  innocent  enough  title. 
It  has  abundant  advertising  patronage  and  must 
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have  a  large  circulation.  It  contains  much  inter¬ 
esting  reading,  but  nearly  every  number  is  char¬ 
acterized  by  an  almost  insane  venom  in  its  deri¬ 
sion  and  dislike  for  doctors  of  medicine  and  the 
things  for  which  they  stand.  One  might  easily 
believe  that  this  magazine  is  the  subsidized  mouth¬ 
piece  of  all  the  cults.  Moreover,  these  folks 
make  free  use  of  the  newspapers  by  means  of 
which  to  supply  the  reading  public  with  the  ideas 
they  wish  to  impress  upon  them,  not  in  papers 
a  long  way  off,  but  in  the  home  paper;  not  a  half 
inch  of  space  but  often  a  half  column.  The  local 
editor  is  only  human.  His  space  is  for  sale,  and, 
like  most  of  us,  he  needs  the  money.  We  con¬ 
tribute  to  his  support  only  to  the  extent  of  five 
dollars  a  year  for  a  professional  card  which  no 
one  reads  but  ourselves  unless  there  should  be 
something  odd  about  it,  as,  for  example,  when 
the  printer’s  devil  either  accidentally  or  by  de¬ 
sign  put  an  e  instead  of  an  a  in  a  doctor’s  card 
and  made  it  read  “Physician  end  Surgeon.”  We 
can  scarcely  expect  him,  therefore,  to  go  out  of 
his  way  in  attempting  to  correct  their  false  or 
extravagant  assertions  even  if  he  considered 
them  to  be  such. 
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Applied  psychology,  at  least  as  applied  to  the 
gentle  art  of  advertising  and  propaganda,  must 
certainly  be  a  much  more  important  study  in  the 
curriculum  of  a  famous  institution  of  learning 
in  southeastern  Iowa  than  it  has  thus  far  been  in 
any  of  our  best  A1  medical  schools,  although 
you  may  have  noticed  that  the  schools  giving 
courses  in  public  health  work  this  summer  seemed 
to  be  devoting  some  attention  to  methods  of  se¬ 
curing  desirable  publicity. 

d'he  graduates  from  the  above-mentioned  in¬ 
stitution  know  that  the  belief  in  fairy  tales  is 
one  of  our  earliest  accomplishments  and  that 
credulity  seems  to  be  a  trait  born  and  bred  in 
us.  They  realize  that  we  instinctively  believe 
anything  about  anything  if  it  be  reiterated  often 
enough,  forcibly  enough,  plausibly  enough,  and  is 
not  contradicted  in  the  same  manner,  especially 
if  it  be  something  we  wish  to  believe  and  about 
which  we  know  little  or  nothing. 

A  few  years  ago  we  listened  here  to  a  very 
able  address  entitled,  “The  Average  Intelligence 
of  the  Citizen,”  in  which  it  was  stated  that  a 
comparatively  small  percentage  of  our  people  be¬ 
long  to  the  highly  intelligent  class ;  and  so  we 
might  expect  that  the  less  cultured  would  be 
more  likely  to  accept  the  claims  of  the  cults  at 
their  face  value,  but,  if  your  experience  is  at  all 
like  mine,  I  am  sure  that  you  must  be  amazed 
to  find  how  often  your  banker,  lawyer,  teacher, 
preacher,  and  club-woman  friends  will  try  osteo¬ 
pathy,  chiropractic,  yea  even  fall  for  the  Abram’s 
hocus-pocus.  And  though  it  is  true  that  even 
these  folk  have  only  the  vaguest  idea  of  physio¬ 
logy  and  anatomy  does  not  the  foregoing  indi¬ 
cate  that  we  are  failing  in  some  way  in  the  duty 
we  owe  the  public? 

There  is  (piite  evidently  a  growing  feeling  in 
the  profession  that  we  ourselves  are  mostly  to 
blame  in  several  respects.  If  my  good  friend 
Brown  prefers  the  “chiro’s”  administerings  to 
mine  it  is  childish  and  futile  to  be  “sore”  at 
either.  I  had  better  discover  how  and  why  I 
as  an  individual  or  we  as  a  profession  fell  down 
on  the  job. 

One  of  the  ways  has  already  been  suggested. 
Never  before  in  the  world’s  history  have  there 
been  so  many  ways  in  which  to  convey  a  mes¬ 
sage  to  the  public.  We  with  our  ultraconser¬ 
vatism  have  lagged  behind  in  this  respect.  It  is 
true  that  the  different  state  boards  of  health 
send  out  occasional  bulletins  and  that  the  county 
Red  Cross  nurse  helps  to  spread  light.  It  is  true 
that  Hygeia  is  an  excellent  magazine.  The  trou¬ 
ble  is  these  publications  reach  so  few  people  who 


should  be  reached.  If  we  wish  to  distribute 
widely  our  message  to  the  public  we  must  adopt 
other  agencies, — the  movies,  the  radio,  the  popu¬ 
lar  magazine,  the  newspaper.  One  well-written 
article  in  one  of  the  high-class  popular  maga¬ 
zines  has  a  much  better  chance  of  being  read 
and  digested  than  if  it  appeared  in  a  journal  de¬ 
voted  exclusively  to  health  matters.  Publishing 
agencies  are  often  willing  to  accept  material  for 
its  news  value  but  if  we  must  pay  for  space  we 
should  be  willing  to  do  so.  The  ground  has  al¬ 
ready  been  broken  for  us  by  industrial  concerns. 
The  Metropolitan  Life  Insurance  Co.  has  been 
buying  space  in  newspapers  and  magazines  to 
teach  the  value  of  preventive  measures  against 
diphtheria  and  the  value  of  periodic  health  ex¬ 
aminations,  and  some  of  the  large  railroads  are 
insisting  on  a  recent  vaccination  against  small¬ 
pox  in  applicants  for  positions  on  their  lines.  It 
is  surprising  how  much  antagonism  or  indiffer¬ 
ence  exists  towards  this  measure  to  safeguard 
public  health.  Illustrative  of  this  indifference  I 
find  that  very  efficient  health  nurses,  although 
they  take  pains  to  discover  and  report  any  devia¬ 
tion  from  the  standard  weight  of  school  children, 
make  no  attempt  to  determine  how  many  have 
been  protected  against  smallpox. 

Advertising  could  be  made  a  personal  affair  in 
an  ethical  manner.  We  should  have  a  high-class 
publicity  expert  to  prepare  articles  for  the  press 
and  furnish  the  same  to  state  boards  from  whom 
doctors  might  secure  copy  from  which  to  select 
material  to  insert  in  their  local  papers.  In  this 
connection  I  wish  to  call  your  attention  to  the 
“The  Friends  of  Medical  Progress,”  a  new  na¬ 
tional  lay  organization,  which  gives  promise  of 
becoming  a  powerful  ally,  if  properly  supported, 
and,  in  the  words  of  the  bulletin,  they  are  pre¬ 
pared  to  wage  a  vigorous  campaign  to  inform  the 
public  of  the  value  of  scientific  medicine  to  men 
and  animals,  and  to  resist  the  efforts  of  ignorant 
or  fanatical  persons  and  societies  constantly  urg¬ 
ing  legislation  dangerous  to  the  health  and  well¬ 
being  of  the  American  people.  Physicians  can 
further  the  aims  of  this  society  by  getting  its 
literature  reprinted  in  their  local  papers. 

Some  such  plan  would  insure  uniformity  of 
effort,  lack  of  which  hinders  accomplishment. 
Before  and  since  the  Shepard-Towner  Bill  be¬ 
came  a  law  it  has  been  highly  praised  by  some 
and  as  vehemently  condemned  by  others.  I  am 
amused  even  yet  when  I  recall  that  almost  before 
I  knew  what  this  bill  was  about  it  had  been  en¬ 
dorsed  by  a  certain  club  in  my  town  most,  if  not 
all,  of  whose  members  were  at  least  equally  as 
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ignorant  as  I,  and  a  committee  had  been  ap¬ 
pointed  to  secure  signatures  to  a  petition  urging 
its  adoption.  Which  shows  that  we  are  not  as 
alert  as  we  should  be,  and  that  other  organiza¬ 
tions  know  better  than  we  do  what  they  want  in 
the  way  of  legislation,  and  how  to  secure  it. 

Another  illustration ;  A  few  years  ago  at  a 
meeting  of  the  A.M.A.,  a  committee  of  the  elect 
decided  that  alcohol  as  a  drug  had  no  medicinal 
value,  and  this  dictum  was  supposed  to  repre¬ 
sent  the  opinion  of  the  profession  until  the  re¬ 
sults  of  a  questionnaire  afterward  disclosed  that 
a  majority  of  physicians  thought  otherwise. 

Why  should  not  more  of  our  vital  questions, 
including  those  concerning  the  attitude  of  the 
profession  toward  medicosocial  problems,  be  sub¬ 
mitted  for  free  discussion  and  after  a  sufficient 
time  a  referendum  be  voted?  It  could  be  taken 
by  states  and  could  include  more  than  one  propo¬ 
sition  at  a  time.  A  forward-looking  committee 
might  thus  be  able  to  get  our  composite  thought 
long  enough  in  advance  to  make  it  a  force  for 
or  against  proposed  legislation.  No  body  of  men 
should  be  better  able  to  crystalize  their  opinions 
than  the  men  of  the  medical  profession,  and  un¬ 
til  we  begin  to  act  as  a  unit  our  influence  in 
legislative  halls  will  be  negligible. 

Not  only  have  we  failed  as  a  body  in  empha¬ 
sizing  to  the  reading  public  the  wonderful  story 
of  achievement  of  modern  scientific  medicine  and 
surgery,  of  progress  in  the  prevention  and  eradi¬ 
cation  of  disease,  and  of  teaching  some  of  the 
important  facts  of  physiology  and  hygiene,  but, 
I  fear,  individually  we  have  only  too  often  driven 
people  away  by  exhibiting  a  too  indifferent  or 
hopeless  attitude  or  by  giving  a  too  gloomy  prog¬ 
nosis.  We  must  take  a  more  hopeful  interest 
in  the  chronic  and  incurable  cases  and  a  more 
open-minded  consideration  of  the  use  of  any  phy¬ 
sical  agency  that  may  be  of  assistance  in  afford¬ 
ing  amelioration  or  cure.  In  the  last  decade 
there  has  developed  much  interest  in  the  scien¬ 
tific  application  of  radiant  and  electrical  energy. 
Skepticism  regarding  the  use  of  these  agents  is 
being  dispelled  by  their  advocacy  by  good  men, 
and  when  the  extravagance  and  haziness  have 
been  eliminated  from  the  claims  of  writers  on 
this  subject,  indications  and  limitations  clearly 
defined,  and  application  standardized  I  believe 
these  things  will  prove  a  useful  addition  to  our 
armamentarium.  Besides,  we  must  never  lose 
sight  of  the  fact  that  there  is  a  mental  side  to 
all  sickness,  and  that  any  legitimate  way  of 
arousing  the  patient’s  hope  and  confidence  and 
co-operation  is  worth  while. 
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Another  problem  that  merits  attention  is  whether 
or  not  there  is  not  a  growing  dissatisfaction  and 
discontent  amongst  the  rank  and  file  of  physi¬ 
cians,  especially  in  this  part  of  the  country, 
with  their  professional  and  economic  conditions. 
Within  the  last  few  years  of  deflation  and  de¬ 
pression  it  seems  to  have  become  the  custom  to 
defer  paying  an  obligation  as  long  as  possible 
and  not  to  pay  all  of  it  then.  This  has  resulted 
in  most  business  men  going  on  to  a  cash  basis, 
a  thing  which,  on  account  of  the  humanitarian 
feature  of  his  work,  the  doctor  finds  it  impossible 
to  do.  And  so  such  things  as  this  happen :  A 
young  couple  rent  a  farm  and  start  housekeeping. 
The  wife  develops  a  toxemia  of  pregnancy,  has  a 
precipitate  labor,  a  bad  laceration,  and  a  tedious 
recovery,  all  this  necessitating  skillful  attention. 
The  man  was  able  to  borrow  money  if  he  wanted 
to  buy  some  hogs  or  a  piece  of  machinery,  but 
can  he  get  any  money  from  the  bank  to  pay  the 
doctor  and  nurse?  No,  his  credit  there  is  ex¬ 
hausted,  and  so  their  work  goes  unpaid  for.. 
This  is  not  an  imaginary  or  isolated  instance. 
Such  things  have  become  entirely  too  common 
for  comfort. 

Moreover,  it  is  a  fact  that  preventive  medicine 
is  gradually  lessening  the  number  of  instances 
of  serious  or  prolonged  illnesses,  such  as  typhoid, 
diphtheria,  sepsis,  smallpox,  rheumatic  fever,  tu¬ 
berculosis,  and  so  forth,  thus  curtailing  the  doc¬ 
tor’s  income ;  and  the  increased  facility  for  travel 
and  the  growth  of  specialties  and  specialists  are 
depriving  the  general  physician  of  many  cases 
which  he  is  capable  of  handling,  so  that  it  does 
sometimes  appear  as  though  present-day  tenden¬ 
cies  were  bringing  about  for  him  a  diminishing 
return  and  forcing  him  to  devote  more  time  and 
attention  to  chronic  ailments,  to  receive  a  larger 
share  of  the  fee  in  surgical  cases,  to  do  his  own 
surgery  as  far  as  possible,  or  to  develop  some 
new  source  of  revenue. 

The  ideal  for  which  we  should  all  be  striving 
is  the  prevention  of  disease  and  the  prolongation 
of  life.  There  can  be  no  surer  way  to  accomplish 
this  ideal  than  the  thorough,  painstaking,  peri¬ 
odic  examination  of  the  citizenry,  and  since  there 
are  nine  apparently  well  people  for  one  needing 
our  care  it  is  possible  that  for  his  own  self-pre¬ 
servation  the  general  physician  may  become,  con¬ 
sciously  or  unconsciously,  the  greatest  single 
factor  in  bringing  about  this  custom. 

Urgently  and  ever  more  urgently,  and  properly 
so,  is  it  being  emphasized  that  in  many  surgical 
conditions  delay  is  dangerous.  An  acute  osteo¬ 
myelitis,  an  acute  septic  arthritis,  ruptured  tubal 
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pregnancy,  a  perforated  viscus,  and  even  our  old 
friend,  an  acute  appendicitis,  are  a  few  of  the 
emergencies  in  which  the  well-being  if  not  the 
life  of  the  patient  requires  a  prompt  and  ac¬ 
curate  diagnosis,  the  avoidance  of  any  measure 
that  would  increase  the  risk,  and  very  frequently 
absolute  insistence  on  early  surgical  intervention. 
Arguments  for  delay  must  be  met.  Disinclina¬ 
tion  and  doubt  and  irresolution  must  be  over¬ 
come.  The  full  force  of  the  physician’s  person¬ 
ality  must  often  be  exerted  before  the  patient  or 
his  family  can  be  convinced  of  the  necessity  of 
prompt  action.  Then  comes  the  question  of  op¬ 
erator,  the  choice  of  whom  is  usually  left  to  the 
attendant.  He  may  know  several  men  who  are 
probably  equally  competent,  and  is  likely  to  de¬ 
cide  on  the  one  most  accessible  and  in  his  opinion 
best  equipped  to  do  that  particular  piece  of  work. 
This  decision  thrusts  upon  him  a  large  measure 
of  responsibility.  He  is,  moreover,  willing  to 
assist  as  far  as  possible  if  given  an  opportunity. 

Taking  all  these  facts  into  consideration  is  not 
the  general  physician  entitled  to  a  more  generous 
share  of  the  proceeds  than  he  usually  receives? 
The  general  public  expects  to  pay  well  for  the 
operative  end  of  a  surgical  undertaking,  but,  un¬ 
fortunately,  has  not  learned  to  appreciate  fully 
that  side  of  it  I  have  been  trying  to  picture.  The 
doctor,  furthermore,  has  discovered  that  the  op¬ 
erative  fee  is  paid  more  promptly  than  is  his.  As 
a  consequence  of  the  economic  and  professional 
conditions  I  have  been  describing  there  are  grow¬ 
ing,  I  believe,  not  only  amongst  general  physi¬ 
cians  but  also  amongst  surgeons,  a  consciousness 
that  the  former  have  been  unfairly  discriminated 
against  and  a  desire  to  secure  the  establishment 
of  a  custom  in  which  it  shall  be  openly  under¬ 
stood  that  there  shall  be  a  joint  fee  to  be  divided 
in  certain  fixed  proportions. 

I  understand  thal4  lawyers  have  an  arrange¬ 
ment  something  like  this.  When  a  lawyer  is  con¬ 
sulted  about  a  case  that  he  finds  must  be  handled 
by  a  lawyer  in  a  distant  city  or  state  he  refers 
the  client  to  the  distant  counsellor,  together  with  a 
description  of  the  case,  and  he  is  then  considered 
a  forwarding  attorney  and  is  entitled  to  one-third 
of  the  fee. 

In  order  to  clear  up  any  misapprehension  that 
you  may  have  on  this  Subject  I  wish  to  quote 
the  following  paragraph  from  a  recent  A.  M.  A. 
bulletin : 

“Methods  for  the  honorable  division  of  fees 
where  more  than  one  physician  has  contributed 
service  in  earning  the  fee  are  provided  for  in 
the  principles  of  ethics  of  the  American  Medi¬ 


cal  Association.  Obviously,  each  physician  is 
entitled  to  just  the  proportion  of  the  fee  he 
has  earned,  and  this  division  must  have  the 
patient’s  approval.  Obviously,  any  portion  of 
any  fee  going  to  any  one  who  has  not  earned 
it  is  dishonest  and  forbidden  by  medical  ethics 
— this  is  so-called  ‘fee-splitting’  as  distin¬ 
guished  from  honorable  and  honest  division 
of  fees.” 

Another  of  the  problems  we  meet  is  that  of 
securing  nursing  aid  for  those  who  need  it. 
Where  the  people  are  in  moderate  circumstances 
and  the  case  is  a  long  one,  and  especially  in  ob¬ 
stetrical  cases  or  in  any  case  where  the  mother 
is  the  patient,  we  hear  so  frequently  that  if  they 
get  a  trained  nurse  they  must  also  have  a  maid. 
They  say  that  they  cannot  afford  both,  and,  be¬ 
sides,  it  is  next  to  impossible  to  get  a  good  maid 
on  short  notice,  and  quite  an  adventure  trying 
to  break  a  green  one  in  under  these  circum¬ 
stances,  and  so  they  get  along  as  well  as  they 
can  without  help,  or  they  try  to  get  a  “practical 
nurse.”  The  practical  nurse  may  never  have 
had  any  hos])ital  experience  or  studied  any  books 
on  nursing,  but  if  she  is  neat  and  sensible  and 
not  too  talkative  she  is  in  demand.  Her  popu¬ 
larity  is  due  chiefly  to  the  fact  that  she  looks 
after  the  needs  and  comfort  of  the  patient  and, 
in  addition,  can  do  the  general  supervising  of  the 
household  and  is  willing  to  assist  with  the  house¬ 
work. 

Within  recent  years  nurses’  associations  have 
come  to  resemble  trades  unions  in  many  respects. 
They  insist  on  a  particular  daily  rate  which  dif¬ 
fers  for  different  kinds  of  cases ;  on  the  number 
of  hours  that  shall  constitute  a  day’s  work ;  on 
members  refraining  from  soiling  their  hands  with 
any  work  that  is  not  supposed  to  be  theirs.  And, 
unfortunately,  the  patient,  and  sometimes  the 
doctor,  does  not  know  exactly  where  the  limit  is. 

These  things  may  be  entirely  necessary  and 
proper.  I  shall  not  argue  the  question  except  to 
say  that  I  believe  it  is  lessening  their  popularity. 
Now  and  then  of  late  we  hear  a  voice  raised  to 
question  whether  so  much  technical  knowledge 
as  the  training  schools  attempt  to  give  them  is 
needed  by  the  majority  of  nurses.  Are  we  trying 
to  make  subdoctors  of  them?  Possibly  this  may 
explain  why  they  seem  to  be  specializing. 

Some  will  not  take  obstetrical  cases,  others 
mental  cases,  others  contagious  cases.  Some  wish 
nothing  but  surgical  cases  or  cases  in  town. 

This  practice  of  “registering  against,”  as  they 
say,  certain  kinds  of  cases  seems  to  me  to  be 
utterly  wrong,  not  in  keeping  wdth  the  old  un- 
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selfish  ideals  of  the  founders  of  this  noble  pro¬ 
fession. 

Nursing  to-day  smacks  too  much  of  a  trade. 
At  any  rate  whether  the  nurses  themselves  or 
economic  conditions  or  both  are  to  blame  there 


seems  to  me  to  be  a  demand  in  most  homes  for 
some  one  who  combines  some  of  the  qualifica¬ 
tions  of  nurse  and  maid,  and  some  of  our  hos¬ 
pitals  ought  to  offer  a  short  course  where  women 
could  be  prepared  for  such  work. 


THE  ANATOMY  OF  THE  ACCESSORY  SINUSES  OF  THE  NOSE: 

A  CLINIC* 

By  J.  a.  Pratt,  M.D.,  F.A.C.S. 

Assistant  Professor,  Eye,  Ear,  Nose  and  Throat,  University  of  Minnesota  ■ 

MINNEAPOLIS,  MINNESOTA 


Mr.  President,  Members  of  the  Association: 

This  is  a  “dry  clinic”  and,  possibly  to  some, 
a  dry  subject. 

In  our  evolutionary  development,  the  nose  has 
passed  from  being  an  olfactory-respiratory  or¬ 
gan  to  a  respiratory-olfactory  organ.  The  olfac¬ 
tory  organ  is  greatly  developed  in  the  lower  ani¬ 
mals,  particularly  in  the  dog.  The  nasal  space 
in  the  dog  is  nearly  all  given  to  the  olfactory 
nerve. 

In  the  nasal  space,  the  first  third  nearest  the 
nostrils,  are  the  normal  turbinates,  while  the 
posterior  two-thirds  are  filled  with  the  ethmo- 
turbinals,  over  which  are  distributed  the  olfac¬ 
tory  nerves. 

In  man,  with  the  shortened  anteroposterior 
measurements  of  the  nose,  the  turbinates  and 
the  ethmoids,  which  are  the  vestigial  remains  of 
the  ethmoturbinals,  overlap  each  other.  The  ol¬ 
factory  nerves  are  distributed  on  the  surface  of 
the  superior  turbinate  and  the  upper  part  of  the 
septum. 

In  order  to  follow  this  development,  I  shall 
try  to  explain  a  little  of  the  anatomy  of  the  nose 
to  refresh  our  minds. 

This  first  slide  shown  is  a  sagittal  section  of 
a  nose,  showing  the  lateral  wall  on  one  side  and 
the  septum  on  the  other.  I  shall  say  little  about 
the  septum  because  we  are  not  interested  in  this 
particular  part.  It  is  the  lateral  wall  that  con¬ 
tains  the  secret  of  the  sinuses.  We  notice,  first, 
the  superior,  middle,  and  inferior  turbinates  with 
their  accompanying  meatus  (indicating).  In  the 
lower  meatus  the  only  opening  is  the  lacrimal 
duct,  which  passes  down  in  the  lateral  wall  just 
anterior  to  the  middle  turbinate  (indicating). 

In  the  middle  meatus  are  the  openings  of  the 
anterior  ethmoidal  cells,  the  frontal  sinus,  and 
the  antrum,  which  are  of  particular  interest  in 
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diseases  of  the  nose.  This  region,  covered  by 
the  middle  and  superior  turbinates,  contains  the 
ethmoid  capsule,  composed  of  the  anterior  and 
posterior  ethmoidal  cells.  The  attachment  of  the 
so-called  middle  turbinate  starts  posteriorly  on 
a  level  with  the  vault  of  the  pharynx  and  runs 
anteriorly  along  the  lower  border  of  the  superior 
meatus  to  its  anterior  end,  then  rises  nearly 
vertically  to  the  vault  of  the  nasal  fossa,  and 
then  sweeps  forward  to  its  anterior  attachment 
at  this  point  (indicating).  Under  the  anterior 
portion  or  body  of  the  middle  turbinate  lie  the 
anterior  ethmoidal  cells  (indicating)  while  the 
overhang  (indicating)  covers  and  protects  that 
portion  of  the  middle  meatus  into  which  open 
the  ostia  of  the  frontal,  anterior  ethmoidal,  and 
maxillary  sinuses. 

The  superior  turbinate  (indicating)  covers  the 
posterior  ethmoidal  cells,  which  open  into  the 
superior  meatus.  If  there  is  a  supreme  turbinate, 
which  is  not  present  in  this  specimen,  it  is  located 
above  the  superior  turbinate  and  covers  an  eth¬ 
moidal  cell,  which  opens  into  a  crevice,  the  su¬ 
preme  meatus.  It  is  this  supreme  cell  that  is 
sometimes  misplaced  over  the  sphenoid  sinus. 

Back  of  the  posterior  ethmoidal  cells,  in  the 
body  of  the  sphenoid  bone  and  opening  into  the 
spheno-ethmoidal  fossa,  is  the  sphenoidal  sinus 
(indicating).  This  is  what  we  call  a  normal 
sphenoidal  sinus,  occupying  the  anterior  half  of 
the  body  of  the  sphenoid  bone.  The  anterior 
wall  of  the  sella  turcica  marks  the  posterior  wall 
of  a  normal  sphenoidal  sinus  and  is  the  point  on 
which  we  base  our  intranasal  measurements  to 
locate  the  sphenoid. 

At  this  point  (indicating)  in  the  frontal  bone, 
is  the  frontal  sinus  with  its  ostium  opening  under 
the  overhang  of  the  middle  turbinate. 

The  antrum  occupies  practically  all  of  the  body 
of  the  maxillary  bone,  and,  if  fully  opened  into 
the  nose,  would  occupy  nearly  two-thirds  of  the 
lateral  wall  space. 
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In  the  next  series  of  slides,  I  shall  show  you 
what  T  call  the  localized  anatomy  of  the  lateral 
wall  of  the  nose.  The  lateral  wall  of  the  nose, 
with  the  exception  of  the  lower  turbinate,  is  left 
blank,  and  I  have  endeavored  to  place  in  their 
order  the  vital  portions  of  the  lateral  wall  with 
their  relations.  I  have  first  placed  the  uncinate 
process,  a  thin  scimitar-shaped  bone,  attached 
above  just  under  the  frontal  sinus,  sweeping 
downward  and  backward  under  the  edge  of  the 
middle  turbinate  (indicating).  It  has  an  edge 
pointing  backward,  which  forms  the  anterior 
edge  of  the  semilunar  opening,  known  as  the 
hiatus  semilunaris,  while  the  curved  underpart 
forms  the  anterior  wall  of  the  infundibulum  eth- 
moidale. 

In  the  upper  part  of  this  bone  (indicating) 
we  sometimes  have  a  cell,  the  uncinate  cell,  which 
is  one  in  the  anterior  ethmoidal  group.  Just 
anterior  to  the  uncinate  process  and  running  par¬ 
allel  with  the  bridge  of  the  nose  (indicating) 
lies  the  vestigial  nasal  turbinal  in  the  posterior 
upper  part  of  which  we  find  the  agger  nasi  cell 
or  cells.  This  is  present  in  practically  50  per 
cent  of  specimens.  It  is  through  this  cell  that 
Dr.  Mosher,  of  Boston,  enters  the  ethmoid  cap¬ 
sule  for  his  ethmoidal  exenteration,  and  through 
which  Dr.  McGinnis,  of  Chicago,  opens  into  the 
frontal  sinus. 

The  next  slide  shows  not  only  the  uncinate 
process  but  also  the  ethmoid  bulla.  The  bulla  is 
a  curved  bleb  or  swelling  containing  a  number 
of  cells  called  the  bulla  ethmoidalis.  The  curved 
anterior  surface  forms  the  posterior  wall  of  the 
trough  known  as  the  infundibulum  ethmoidale. 

In  the  next  slide  we  see  the  uncinate  process 
and  the  bulla  ethmoidalis,  and,  outlined  between 
them,  is  the  shape  of  the  infundibulum  eth¬ 
moidale,  showing  how  the  space  between  the  un¬ 
cinate  process  and  the  bulla  form  this  trough 
running,  as  it  does,  from  the  lower  part  of  the 
frontal  sinus  to  below  the  bulla,  ending  in  a  blind 
pocket  from  which  opens  the  ostium  of  the  an¬ 
trum.  The  long  curved  opening  of  the  infund¬ 
ibulum  is  known  as  the  hiatus  semilunaris,  and 
it  is  through  this  opening  that  fluids  reach  the 
middle  meatus.  If  there  is  an  accessory  opening 
into  the  antrum,  fluids  in  the  infundibulum  will 
run  into  the  normal  opening  of  the  antrum 
rather  than  out  through  the  semilunar  opening. 
As  47  per  cent  of  adults  have  an  accessory  open¬ 
ing  it  is  seen  how  readily  the  antrum  can  become 
a  reservoir  for  fluids  secreted  in  the  anterior 
ethmoidal  or  frontal  sinuses. 

In  the  next  slide  are  shown  the  different  groups 


of  cells  forming  the  anterior  ethmoid  cell.  At 
the  front  (indicating)  is  the  agger  nasi  cell. 
Back  of  the  agger  nasi  cell  and  lying  side  by  side 
are  two  groups  of  cells ;  the  ones  nearer  the  orbit 
are  known  as  the  infundibular  ethmoidal  cells, 
which  open  into  the  infundibulum  ethmoidale, 
and  the  other  group  nearer  the  nasal  fossa  are 
known  as  the  frontal  recess  under  the  overhang 
of  the  middle  turbinate.  Back  of  these  cells  and 
posterior  to  the  infundibulum  are  the  bulla  cells, 
opening  into  the  bulla  recess.  Thus  it  is  seen 
that  the  agger  nasi  cell,  infundibular  cells,  frontal 
recess  cells,  and  the  bullar  cells  form  the  anterior 
ethmoidal  group. 

Back  of  the  bulla,  the  posterior  wall  of  which 
is!  the  attachment  of  the  middle  turbinate,  lies 
the  group  of  posterior  ethmoidal  cells.  They 
generally  consist  of  two  cells,  and  when  there 
are  three  the  upper  one  is  under  the  supreme 
turbinate. 

The  frontal  sinus  (indicating)  is  formed  by 
a  cell  or  cells  from  one  of  the  anterior  groups. 
If  it  is  formed  from  an  infundibular  cell,  its 
ostium  opens  into  the  infundibulum,  and  any  dis¬ 
charge  from  the  frontal  sinus  would  pass  into 
the  infundibulum.  If  it  were  formed  by  a  frontal 
recess  cell  or  cells,  its  ostium  would  open  into 
the  frontal  recess  and  have  direct  drainage. 
While  only  about  43  per  cent  originate  from  the 
frontal  recess  cell  it  is  normal,  for  nature  takes 
the  most  direct  way. 

It  is  the  blocking  of  these  sinus  openings  that 
gives  the  acute  sinus  troubles  in  nasal  inflamma¬ 
tions. 

In  animals  the  olfactory  nerves  cover  the  eth- 
moturbinals,  but  in  our  evolutionary  development 
these  ethmoturbinals  were  contracted  and  united 
until  they  form  the  vestigial  cells  we  know  as  the 
ethmoidal  cells.  Each  of  these  cells  is  lined  with 
thin  mucous  membrane,  secreting  normally  only 
enough  fluid  to  maintain  its  own  normal  condi¬ 
tion,  and  having  an  ostium  sometimes  hardly 
large  enough  to  give  drainage  and  ventilation, 
making  them  easy  prey  to  nasal  infections. 

Now  that  we  have  a  working  idea  of  where 
the  sinuses  are  situated,  I  wish  to  speak  for  a 
few  minutes  about  the  embryology.  This  slide 
(indicating)  is  the  lateral  wall  of  a  fetus  at  the 
49th  day,  showing  the  inferior  meatus,  the  in¬ 
ferior  turbinate,  the  middle  meatus,  the  middle 
turbinate,  and  the  superior  and  supreme  meatus 
and  turbinates.  The  palatine  processes  have 
united,  so  dividing  the  cavity  into  the  nasal  fossa 
and  the  mouth.  These  depressions,  which  we 
know  later  as  the  meatus,  are  in  the  embryo  called 
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furrows.  These  markings  or  furrows  sometimes 
number  as  high  as  eight,  but  the  three  lower 
ones  are  the  ones  that  persist  through  life  and 
form  our  important  meatus. 

In  the  next  slide  is  the  fetal  lateral  wall  at  the 
105th  day.  You  will  see  that  the  markings  are 
very  plain  and  that  the  ethmoid  region  has  an 
early  development.  At  this  point  (indicating) 
where  the  perpendicular  and  the  horizontal  por¬ 
tions  of  the  middle  turbinate  unite,  we  frequently 
have  a  swelling  known  as  the  lobulus,  in  which 
is  often  an  ethmoidal  cell,  and  is  then  known  as 
a  cystic  middle  turbinate.  This  cystic  turbinate 
is  generally  a  compensatory  growth  and  is  found 
on  the  concave  side  of  a  deflected  septum.  It  is 
necessary  to  do  a  cystic  middle  operation  on  the 
middle  turbinate  before  the  septum  can  be  prop¬ 
erly  connected.  This  operation  is  performed  by 
dividing  the  turbinate  anteroposteriorly,  instead 
of  cutting  off  the  middle  turbinate  in  toto,  which 
is  the  usual  method. 

The  next  series  of  slides  are  coronal  sections 
of  fetuses  at  different  ages.  The  cuts  are  made 
as  near  as  possible  to  the  ostium  of  the  maxillary 
sinus. 

The  first  is  at  the  age  of  43  days.  It  shows 
the  lower  turbinate,  the  palatal  processes,  the 
septum,  and  the  ethmoid  region.  At  this  age  the 
mouth  and  nose  are  one  cavity. 

The  next  slide  is  at  the  age  ,of  65  days,  show¬ 
ing  the  palatal  processes  united,  separating  the 
nose  and  mouth,  and  the  septum  united  to  the 
floor  dividing  the  nasal  cavity  into  a  right  and 
a  left  fossa.  The  inferior  and  middle  turbinates 
are  well  marked. 

In  the  next  slide,  at  125  days,  we  see  all  the 
previous  markings  and  the  beginning  evagination 
of  the  antrum  of  Highmore  and  the  ethmoidal 
cells.  This  slide,  at  birth,  shows  a  well-defined 
antrum  and  buds  of  the  teeth.  The  turbinates 
are  all  well  marked. 

This  last  coronal  section  at  4j4  years  shows 
the  meatus  and  turbinates  well  developed,  and  a 
large  maxillary  antrum  with  the  ostium  opening 
under  the  middle  turbinate. 

These  slides  show  that  the  different  sinuses 
and  cells  are  evaginated  from  the  different  fur¬ 
rows.  A  little  bud  pushes  itself  into  the  furrow 
and  gradually  develops  into  the  cell  or  sinus 
which  it  intends  to  be.  The  point  of  evagination 
is  the  ostium  of  the  cell  or  sinus,  and  the  position 
of  this  ostium  tells  to  what  group  of  cells  this 
particular  cell  belongs  regardless  of  its  position. 

The  next  series  of  slides  showing  the  lateral 
wall  of  children  from  birth  are  taken  from  both 
the  orbital  and  the  septal  side. 


This  slide,  at  8  days,  shows  how  well  the  lateral 
wall  is  developed.  The  turbinates  and  meatus  are 
all  present.  Here  (indicating)  we  see  the  be¬ 
ginning  development  of  the  sphenoidal  sinus. 
The  cell  that  is  to  form  the  frontal  sinus  has  not 
as  yet  started  upward.  From  this  orbital  section 
you  will  see  that,  while  the  ethmoidal  cells  are 
small,  they  are  all  there.  The  antrum  is  small 
but  present. 

This  slide,  at  4  months,  shows  the  frontal  cell 
pushing  up  between  the  perpendicular  plates  of 
the  frontal  bone.  The  antrum  is  larger,  and  the 
sphenoid  is  being  absorbed  into  the  body  of  the 
sphenoid  bone. 

This  slide  is  at  two  years.  The  frontal  sinus 
is  well  developed  but  small.  The  antrum  is  large 
enough  to  be  irrigated,  brff  should  be  opened 
above  the  lower  turbinate  to  avoid  the  buds  of 
the  teeth.  An  ;r-ray  should  always  be  made  to 
determine  its  size  before  attempting  to  puncture 
it.  As  the  face  develops  the  upper  maxillary 
elongates,  allowing  the  antrum  to  drop  so  that, 
at  eight  years  or  older,  we  can  puncture  under 
the  lower  turbinate.  The  sphenoid  sinus  is  en¬ 
larging  slower  than  the  frontal  and  the  ostium. 

This  slide,  at  five  years,  shows  a  large  frontal 
sinus,  in  fact  large  for  the  age.  The  ethmoidal 
cells  and  antrum  are  well  developed.  It  shows 
how  closely  to  the  antrum  the  teeth  develop, 
often  piercing  its  cavity.  It  likewise  shows  how 
the  floor  of  the  frontal  sinus  is  formed  frequently 
by  the  anterior  ethmoidal  cells,  and  also  how  in 
performing  an  exenteration  of  the  ethmoidal  cells 
under  the  middle  turbinate,  we  open  directly  into 
the  frontal  sinus. 

These  coronal  sections  of  a  decalcified  head 
show  many  anatomical  points  of  interest  in  refer¬ 
ence  to  intranasal  surgery.  This  is  a  fairly  typ¬ 
ical  head,  showing  few  anomalies,  but  the  be¬ 
ginning  of  conditions  that,  if  they  still  further 
developed,  would  lead  to  serious  symptoms.  Un¬ 
fortunately,  the  cuts  were  made  slightly  on  the 
oblique,  so  they  are  not  through  the  same  points 
on  each  side  of  the  head.  The  cuts  were  made 
to  open  as  a  book  is  opened,  and  so  photographed. 
It  is  quite  necessary  to  orient  one’s  self  to  study 
satisfactorily. 

Slide  No.  1. — This  cut  was  started  about  one 
centimeter  in  front  of  the  temporo-orbital  edge, 
and,  owing  to  the  oblique  cut,  more  of  the  an¬ 
terior  wall  of  the  antrum  is  shown  on  the  left 
side.  The  width  and  height  of  the  nasal  cavity 
is  in  a  ratio  of  one  to  three.  In  the  lower  third 
are  the  inferior  turbinates.  In  the  middle  third 
are  the  middle  turbinates.  In  the  upper  third, 
the  ethmoidal  capsules.  With  filling  in  of  the 
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upper  two-thirds  by  the  middle  turbinates  and 
ethmoidal  capsules,  it  gives  the  open  nasal  cavity 
a  triangular  shape,  but,  measuring  between  the 
orbital  walls  and  the  lower  meatal  walls,  the 
width  of  the  nasal  cavity  is  practically  the  same. 

The  frontal  sinuses  are  about  normal  size, 
reaching  temporally  to  the  supra-orbital  notch. 
The  upper  and  orbital  walls  are  thin,  dense  plates 
of  bone,  while  the  floors  of  the  sinuses  are  filled 
in  by  the  anterior  ethmoidal  cells. 

The  septum  is  beginning  to  deviate,  making 
the  left  nasal  fossa  larger  than  the  right.  To 
compensate  for  this  greater  space,  the  inferior 
turbinate  on  the  left  side  is  of  greater  thickness, 
and  in  the  middle  turbinate  of  this  side  are  the  be¬ 
ginning  ethmoturbinate  cells,  which  develop  for 
compensatory  purposes. 

In  the  ethmoid  regions  the  anterior  walls  of 
some  of  the  ethmoidal  cells  are  open. 

Slide  No.  2. — The  view  is  posterior  and  the 
seemingly  large  antrum  is  due  to  the  cut  being 
more  ])osterior  on  the  left  side.  The  ethmotur- 
binal  cell  of  the  left  middle  turbinate  is  clearly 
seen. 

The  idea  of  the  cystic  middle  turbinate  oper¬ 
ation  is  clearly  shown,  for,  if  the  lateral  half  of 
the  cystic  wall  is  removed,  it  leaves  a  straight 
hanging  middle  turbinate.  The  left  ethmoidal 
capsule,  with  its  many  anterior  ethmoidal  cells, 
is  about  one-third  wider  than  the  right  ethmoidal 
capsule,  with  only  one  anterior  ethmoidal  cell 
open.  All  through  this  specimen  the  left  eth¬ 
moidal  capsule  is  from  one-fourth  to  one-third 
wider  than  the  right  ethmoidal  capsule.  With 
this  compensation  the  fossa  spacing  is  about  the 
same.  This  is  very  satisfactory,  except  in  the 
vault  of  the  middle  meatus,  where  the  compen¬ 
satory  hyperplasias  and  atrophies  distort  the  nor¬ 
mal  o])enings  of  the  sinuses,  which  allows  oc¬ 
clusion  of  these  ostia  in  slight  nasal  congestion. 

The  posterior  walls  of  the  frontal  sinuses  are 
clearly  shown.  The  anterior  ethmoidal  cells  in 
the  nasal  floor  of  the  left  frontal  sinus,  give  a 
very  clear  picture  of  how  their  removal  would 
open  the  frontal  sinus  for  drainage,  also  the  tor¬ 
tuous  course  of  the  nasofrontal  duct  if  it  wound 
its  way  between  these  cells. 

This  picture  also  gives  a  very  clear  idea  of  the 
simplicity  of  opening  under  the  middle  turbinate 
to  exenterate  anterior  ethmoidal  cells.  The  ac¬ 
tual  amount  of  destruction  is  very  little  as  only 
the  thin  partition  walls  of  the  cells  are  removed. 

Slide  No.  2. — This  cut  is  about  one  centimeter 
posterior  to  the  previous  figure,  and  shows  the 
view  looking  anteriorly. 


The  two  lower  nasal  floors  are  seen  to  be  about 
the  same  width,  with  the  lower  part  of  the  in¬ 
ferior  turbinates  hanging  in  the  center  of  the 
meatal  space.  Thin  lateral  walls  separate  the 
meatus  from  the  antra.  While  the  floors  of  the 
antra  are  always  lower  than  the  floors  of  the 
meatus,  the  removal  of  a  portion  of  the  wall  under 
the  inferior  turbinate  gives  good  drainage. 

The  septum  is  seen  to  he  more  deviated  to  the 
right  as  we  go  backward.  It  is  interesting  to 
note  the  compensatory  angle  of  the  left  inferior 
turbinate  to  match  the  concave  angle  in  the  sep¬ 
tum.  On  the  right  side  the  turbinate  is  straight 
to  allow  better  spacing  for  the  convex  septum. 

The  cut  through  the  right  antrum  is  just  at  the 
ostium  maxillaris  and  shows  how  it  opens  in  the 
lower  part  of  the  infundibulum  ethmoidal,  the 
lower  part  of  which  is  shown. 

A  deeper  cut  through  the  ethmoturbinal  cells 
of  the  left  middle  turbinate,  which  still  shows 
its  enlargement  to  fill  the  space  caused  by  the 
deflected  septum. 

The  middle  turbinate  on  the  right  side  looks 
cystic,  but  it  is  not,  this  appearance  being  due 
to  the  curling  up  of  the  overhang,  which  is  fre¬ 
quently  mistaken  for  an  ethmoturbinal  cell. 

On  both  the  left  and  right  sides  are  fronto- 
orbital  cells  lying  below  and  posterior  to  the 
frontal  sinuses.  The  openings  of  these  cells  are 
seen  to  be  under  the  middle  turbinates,  so  they 
are  anterior  ethmoidal  cells,  extending  further 
than  normal. 

This  cut  is  at  about  the  temporo-orbital  edge 
and  passes  through  the  crista  galli.  The  floor 
of  the  cribriform  plate  lies  practically  on  a  line 
with  the  horizontal  center  of  the  orbits.  The 
upper  parts  of  the  ethmoidal  cells  extend  above, 
due  to  a  dipping  down  in  the  center  of  the  tem¬ 
poro-orbital  plates  of  the  frontal  bone. 

This  cut  shows  the  thin  plates  of  bone  that 
separate  the  orbit  and  brain  cavities  from  the 
paranasal  sinuses. 

Slide  No.  4. — In  this  cut  the  view  is  posteriorly. 
The  cut  through  the  antra  shows  how  large  these 
cavities  are,  the  distance  they  are  in  touch  with 
the  orbit,  and  the  thinness  of  the  lateral  antral 
wall  under  the  inferior  turbinate. 

The  spur  of  the  deflected  septum  is  shown  as 
it  projects  into  the  middle  meatus  on  the  right 
side. 

The  middle  turbinate  on  the  right  side  has  a 
cavity  caused  by  a  curling  of  the  lower  border  to 
retract  from  the  spur  on  the  septum.  Above, 
the  wall  of  the  same  turbinate  lies  against  the 
septum  near  the  cribriform  plate  to  allow  drain- 
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age  of  this  orbito frontal  cell  into  the  middle 
meatus. 

The  walls  of  the  cell  in  the  left  middle  tur¬ 
binate  are  still  clearly  shown. 

The  ethmoid  capsules  are  well  shown  on  both 
sides. 

Slide  No.  5. — This  is  now  the  third  cut,  and  the 
section  is  viewed  toward  the  face.  The  nasal 
wall  of  the  antrum  is  shown  to  be  greater  above 
the  inferior  turbinate. 

The  opening  of  the  cell  of  the  left  middle 
turbinate  into  the  middle  meatus  is  clearly  shown. 
This  establishes  this  cell  embryologically  as  an 
ethmoidal  cell. 

In  the  upper  part  of  the  ethmoidal  capsule  on 
the  left  side  is  shown  the  anterior  wall  of  the 
first  posterior  ethmoidal  cell.  It  shows  the  mesial 
wall  of  this  cell  to  be  the  superior  turbinate,  and 
the  section  comes  just  in  the  ostium  of  the  cell, 
showing  how  it  opens  into  the  superior  meatus. 

The  cut  also  comes  just  in  the  horizontal  at¬ 
tachment  of  the  middle  turbinate  that  separates 
the  anterior  from  the  posterior  ethmoidal  cells. 

On  the  right  side  are  seen  the  superior  turbinate 
and  superior  meatus. 

The  lower  border  of  the  middle  turbinate  on 
the  right  side  seems  to  be  attached  to  the  spur 
on  the  septum. 

Some  of  the  muscles  of  the  ieye  lie  against  the 
orbital  plate  next  to  the  ethmoidal  cells.  Dis¬ 
ease  of  these  cells  could  easily  cause  irritation 
of  these  muscles  and  undoubtedly  accounts  for 
muscle  asthenopias  in  low  grades  of  refraction. 

Slide  No.  6. — This  is  a  posterior  view.  The 
first  prominent  feature  to  draw  attention  is  the 
posterior  walls  of  the  antra.  On  examining  all 
the  sections  it  is  seen  that  the  antra  are  very 
large  for  the  specimen  and  occupy  all  the  avail¬ 
able  space  in  the  maxillary  bone.  The  walls  in 
every  direction  are  very  thin,  and  yet  there  is  no 
diseased  condition  present. 

An  eye  muscle  on  each  side  lies  in  direct  con¬ 
tact  with  the  thin  wall  of  the  antrum. 

There  is  still  a  deflection  in  the  septum  toward 
the  right,  and  the  compensatory  enlargement  of 
the  lower  and  middle  turbinates  on  the  left  side 
is  still  noticeable. 

The  large  posterior  ethmoidal  cells  are  clearly 
seen,  and,  by  comparing  with  Slide  No.  1,  atten¬ 
tion  is  called  to  the  difference  in  size  of  the  an¬ 
terior  and  posterior  ethmoidal  cells. 

Some  of  the  eye  muscles  lie  next  to  the  pos¬ 
terior  ethmoidal  cells. 

The  posterior  end  of  the  cribriform  plate  is 
nearly  reached  in  this  section.  The  cribriform 
plate  only  touches  the  posterior  half  of  the  an¬ 


terior  ethmoidal  cells  and  the  anterior  half  of 
the  posterior  ethmoidal  cells,  having  a  length  in 
the  adult  of  about  twenty  millimeters.  The  nor¬ 
mal  length  of  the  combined  anterior  and  posterior 
cells  is  about  40  millimeters. 

Slide  No.  7 . — The  effect  of  the  oblique  cut  is 
now  shown  as  it  passes  back  of  the  left  antrum 
and  just  in  front  of  the  posterior  wall  of  the 
right,  leaving  it  open  as  the  view  is  looking  for¬ 
ward. 

The  posterior  portion  of  the  septum  is  prac¬ 
tically  straight,  and  the  two  nasal  chambers  are 
of  equal  size.  This  is  true  of  many  deflected 
septa,  the  posterior  one-fourth  being  generally 
straight.  The  sharp  spurs  seen  posteriorly  on 
the  septum  are  generally  anterior  to  the  last  one- 
fourth. 

The  large  posterior  ethmoidal  cells  are  shown 
with  their  walls  meeting  in  the  center.  The 
nasal  fossa  usually  runs  straight  back  along  the 
vault  until  the  sphenoid  is  reached,  but  here  is 
an  anomaly,  for  there  are  cells  meeting  in  the 
center  anterior  to  the  sphenoidal  sinuses.  These 
are  the  cases  where  the  posterior  ethmoidal  cells 
which  lie  under  the  supreme  turbinates  grow  in¬ 
to  the  sphenoid  body  above.  It  is  true  in  this 
case.  A  simple  exenteration  of  the  posterior 
ethmoidal  cells  would  open  this  anomaly. 

The  cut  of  this  section  is  posterior  to  the 
cribiform  plate,  and  it  is  through  the  posterior 
ethmoidal  cells,  thus  locating  the  cribiform  plate 
over  the  anterior  portion  of  the  posterior  eth¬ 
moidal  cells. 

Slide  No.  8. — This  view  of  the  same  cut,  but 
of  the  posterior  section,  shows  the  posterior  ends 
of  the  inferior  and  middle  turbinates.  The  nasal 
fossa  is  shortened  as  it  nears  the  posterior  area. 
The  posterior  walls  of  the  posterior  ethmoidal 
cells  are  clearly  seen. 

The  large  posterior  ethmoidal  cell,  which  oc¬ 
cupies  the  body  of  the  sphenoid,  is  shown  on  the 
right  side,  the  white  spot  indicating  the  ostium 
of  the  sphenoid  on  the  right  side.  The  dark 
slit-like  opening  near  the  center  on  the  left  side 
is  the  ostium  of  the  left  sphenoidal  sinus. 

The  floor  of  the  lower  meatus  is  broader  and 
flatter,  as  it  slopes  toward  the  choanae. 

Slide  No.  9. — This  anterior  view  of  this  cut 
is  particularly  interesting  because  it  shows  the 
much  talked  of  posterior  ethmoidal  cell  irt  the 
body  of  the  sphenoid  cell.  The  two  openings, 
with  the  partition  between,  which  at  first  glance 
look  like  the  two  sphenoidal  sinuses,  are  the  right 
sphenoidal  sinus  and  the  posterior  ethmoidal  cell 
off  the  right  side. 

The  right  optic  nerve  is  seen  lying  against  this 
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posterior  ethmoidal  cell  with  only  a  thin  bony 
partition  between.  Infection  of  either  this  cell 
or  the  right  sphenoidal  sinus  might  affect  this 
nerve. 

The  left  optic  nerve  is  seen  (to  be  far  removed 
from  any  sinus  or  cell. 

This  cut  has  removed  the  bone,  but  left  the 
posterior  wall  membrane  of  the  left  sphenoidal 
sinus,  which  is  seen  as  a  round  light  spot  beside 


the  right  sphenoidal  sinus.  The  slanting  cut  ac¬ 
counts  for  this  sinus  not  being  opened. 

Slide  No.  10. — The  only  points  of  interest  in 
this  posterior  view  of  the  fifth  cut  are  the  walls 
of  the  right  sphenoidal  sinus  and  the  ethmo- 
sphenoidal  cell. 

The  sphenoidal  sinuses  do  not  occupy  any  por¬ 
tion  of  the  sphenoid  body  posterior  to  the  an¬ 
terior  portion  of  the  sella  turcica. 


PREGNANCY  WITH  COMPLICATIONS:  THREATENED  ECLAMPSIA; 
PUERPERAL  BREAST  ABSCESS— A  CASE  REPORT 

By  Daniel  H.  Bessesen,  M.D. 

MINNEAPOLIS,  MINNESOTA 


The  patient,  aged  25,  primigravida,  appeared 
on  June  6,  1922,  at  six  months  pregnancy, 
complaining  of  weakness  in  the  eyes,  with  oc¬ 
casional  scotoma  and  swelling  of  the  feet.  Aside 
from  a  previous  illness  of  kidney  disturbance 
and  the  present  illness,  her  history  was  neg¬ 
ative.  The  blood  pressure  was  182/118  with  the 
urine  showing  a  trace  of  albumin,  epithelial  cells, 
leucocytes,  but  no  casts.  On  July  8  she  com¬ 
plained  of  feeling  “dopey”  and  suffered  cramps 
in  both  legs.  The  vision  was  better.  The  blood 
pressure  at  this  time  was  210/114.  On  July  19, 
1922,  the  blood  pressure  was  190  systolic,  and 
there  was  no  albumin  in  the  urine.  She  was  ad¬ 
mitted  into  the  hospital  on  September  27  with 
marked  impairment  of  vision,  especially  in  the 
right  eye,  no  edema,  and  blood  pressure  225/140. 
The  urine  showed  albuminuria,  but  no  casts. 

Following  labor  on  the  28th,  the  pressure  read¬ 
ings  were  215/136,  230/124,  220/130,  195/130. 
On  the  second  day  after  delivery,  the  readings 
were  195/125  and  200/130. 

On  the  third  post-delivery  day  it  was  the  same, 
and  on  the  day  following  it  dropped  to  170/120. 
On  this  day,  also,  the  headaches  which  had  been 
constant  since  delivery,  left  the  patient.  The 
temperature  was  slightly  elevated  because  of 
some  slight  disturbance  of  the  left  nipple,  but 
she  left  the  hospital  in  good  condition  on  the 
fourteenth  day.  Four  days  later  she  was  re¬ 
admitted  with  an  abscess  of  the  left  breast.  On 
the  19th  of  October  an  inferiordial  incision  was 
made  and  the  abscess  thoroughly  opened  with 


release  of  four  ounces  of  sanguinpurulent  fluid. 
On  the  31st  of  the  same  month  a  median  radial 
incision  was  made  with  thorough  curetting  of 
the  necrotic  breast  mass,  and  a  drain  was  passed 
through  the  two  incisions.  The  temperature  was 
elevated  for  a  period  of  three  weeks,  and  she 
left  the  hospital  on  November  15,  1922,  with  a 
blood  pressure,  at  the  time,  of  132/88.  The  breast 
healed  nicely  with  support,  which  gives  almost 
natural  contour. 

This  patient  had  had  previous  trouble  with  the 
kidneys,  and  the  rise  of  pressure  with  album¬ 
inuria  was  a  combination  of  the  toxemia  with  an 
already  damaged  kidney.  A  previous  injury  to 
the  kidney  allows  for  a  higher  blood  pressure 
before  convulsions  occur  than  would  be  the  case 
in  the  absence  of  previous  renal  damage.  The 
vision  disturbance  was  due  to  an  edema  of  the 
retina  quite  obvious  through  the  ophthalmoscope. 

Breast  abscess  may  be  averted  if  treated  thor¬ 
oughly  from  the  start  before  suppuration  com¬ 
mences,  by  strapping  the  breast  for  support 
against  the  chest  and  applying  ice-packs.  In  this 
case  suppuration  occurred  in  spite  of  these  meas¬ 
ures.  The  unfortunate  feature  of  these  infec¬ 
tions  is  the  tendency  for  each  of  the  lacteal 
glands  to  form  an  individual  abscess  of  its  own, 
and  these  must  be  completely  drained  before 
complete  healing  will  occur.  The  breast  infection 
might  indicate  the  probable  infectious  origin  of 
the  kidney  disturbance  and  of  the  toxemia.  Both 
mother  and  child  made  excellent  progress. 
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CANCER  OF  THE  RECTUM 

It  is  becoming  quite  evident  that  rectal  dis¬ 
eases,  particularly  of  the  malignant  type,  are 
either  more  readily  recognized  or  are  growing 
in  frequency.  The  man  who  is  told  by  his  phy¬ 
sician,  after  an  examination,  that  he  has  a  lump 
in  his  rectum,  and  the  physician  expresses  grave 
doubts  as  to  the  possibility  of  its  cure,  must  suf¬ 
fer  the  tortures  of  the  damned,  for,  in  many 
cases,  the  conditions  are  unfavorable  and  inop¬ 
erable.  Malignancy  of  the  rectum  seems  to  affect 
men  in  middle  life,  early  middle  life,  and  soon 
after  middle  life.  It  doubtless  is  sometimes  as¬ 
sociated  with  cancer  of  the  prostate,  and  when 
that  is  true  the  same  prognostic  difficulties  attend 
the  operation.  Then,  too,  the  better-understood 
disease  called  diverticulitis,  which  doubtless  had 
been  looked  upon  at  times  as  a  malignancy,  shows 
that  many  of  these  patients  may  be  improved 
and  cured  by  operation.  Yet  this  disease  in  it¬ 
self  is  a  very  significant  thing  because  of  its  in¬ 
volvement  of  so  much  of  the  wall  of  the  colon, 
with  so  many  foldings  and  diverticula  from  the 
wall  of  the  bowel  that  a  man  is  not  to  be  criti¬ 
cized  who  finds  upon  operation  that  he  has  a 
case  of  diverticulitis  and  not  a  malignancy. 

It  is  remarkable,  too,  that  operations  for  malig¬ 
nancy  of  the  rectum  have  been  frequently  fol¬ 
lowed  by  recovery  and  the  patient  has  lived  on 
for  years  with  no  return  of  his  malignant  process 
in  spite  of  the  fact  that  it  must  be  very  difficult 
to  keep  the  lower  bowel  and  its  exit  clean  and 


free  from  the  sewage  which  goes  through  it.  In 
order  to  obviate  this  continuously  infected  area 
it  has  been  found  necessary  to  make  an  artificial 
opening  and  practically  cut  out  the  rectum  and 
the  anal  muscle.  This  necessitates  much  discom¬ 
fort  on  the  part  of  the  patient,  but  it  certainly 
is  preferable  to  dying  of  cancer. 

In  a  recent  abstract  in  the  Journal  of  the  Amer¬ 
ican  Medical  Association  from  the  Zentralhlatt 
fur  Chirugie,  Leipzig,  May  24,  1924,  Kiittner 
takes  exception  to  the  view  that  rectal  cancer 
must  be  operated  on  in  essentially  the  same  man¬ 
ner  as  cancer  of  the  breast  and  uterine  carcino¬ 
ma;  that  the  abdominal  route  must  always  be 
chosen,  lest  metastasis  in  the  liver  be  overlooked ; 
and  that  the  whole  sphincter  apparatus  must  be 
sacrificed.  He  reports  the  results  of  the  con¬ 
servative  sacral  operation  in  800  cases.  There 
were  36  per  cent  of  cures  extending  over  three 
years  or  more,  and  24  per  cent  extending  over 
five  years ;  52.9  per  cent  of  these  patients  secured 
complete  and  17.96  per  cent  almost  complete 
continence.  Many  of  these  patients  ard  filling 
high  and  influential  positions,  which  would  be 
impossible  with  the  handicap  of  an  artificial  anus. 
This  is  quite  different  from  the  opinion  of  many 
operators,  but  it  seems  reasonable  if  his  per¬ 
centage  report  of  cures  is  reliably  reported.  The 
objectionable  artificial  anus  which  is  carried 
around  by  a  few  individuals  must  be  a  source 
of  great  concern  and  means  extreme  care,  con¬ 
stant  dressing  of  the  artificial  opening,  and  con¬ 
stant  clearance  of  the  bowel  in  order  to  prevent 
odors  and  discomforts.  It  is  fortunate,  perhaps, 
that  very  few  cases  of  cancer  of  the  rectum  are 
operated  on  by  inexperienced  men, — that  they 
must  of  choice  be  referred  to  men  of  large  sur¬ 
gical  knowledge  and  wide  surgical  experience. 

PREJUDICE  AGAINST  SCIENTIFIC 
METHODS 

It  looks  as  if  the  Twin  City  press  was  emu¬ 
lating  the  London  Times,  as  it  prints,  usually  or 
often,  a  column  of  letters  written  to  the  press 
by  various  people  on  all  sorts  of  subjects,  most 
of  them  opposed  to  something  that  the  press  has 
stated  as  a  fact.  Doubtless,  it  is  enjoyable  read¬ 
ing  matter,  or  the  papers  would  not  print  it.  Not 
infrequently  the  medical  profession  is  hit  in  its 
midst  by  some  critic  who  is  either  non-medical 
or  has  a  pseudoscientific  school  of  his  own  that 
he  believes  in.  In  a  recent  issue  of  the  Minne¬ 
apolis  Tribune,  which  gives  each  Sunday  an  ar¬ 
ticle  by  Dr.  Morris  Fishbein,  the  editor  of 
Hygeia,  an  article  of  Dr.  Fishbein’s  on  “Prepar¬ 
ing  the  Child  for  School”  was  very  seriously 
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challanged  by  a  writer.  This  writer  objects  par¬ 
ticularly  to  the  fact  that  the  health  officials  of 
Minneapolis  demand  a  certificate  of  vaccination 
within  a  reasonable  period,  and  the  writer  of  this 
letter  takes  very  sharp  issue  with  such  a  request 
because  some  of  our  health  commissioners,  dur¬ 
ing  periods  of  minor  or  serious  epidemics,  have 
been  obliged  to  keep  children  out  of  school  who 
refuse  to  be  vaccinated.  Incidentally,  too,  this 
writer  objects  to  diphtheria  antitoxin,  and  claims 
that  many  have  been  made  seriously  sick  and 
some  have  been  actually  killed  by  physicians  and 
the  administration  of  diphtheria  antitoxin.  Let 
his  argument  be  granted  for  the  time  being,  that 
occasionally  a  dose  of  antitoxin  produces  an 
anaphylaxis  which  ends  in  death.  But  these  are 
very  rare  cases.  Occasionally  a  child  is  made 
sick  from  vaccination  against  smallpox,  perhaps 
because  the  vaccine  was  not  properly  adminis¬ 
tered  ;  probably  some  uncleanliness  was  at  fault, 
or  perhaps  the  child  had  a  constitutional  disease 
which  was  intensified  by  the  temporary  effect  of 
the  vaccination.  Let  this  be  granted,  too.  But 
these  are  exceptional  cases,  as  the  writer  of  the 
letter  could  very  easily  demonstrate.  He  further 
adds  that  the  public  should  be  warned  before 
millions  more  of  our  now  healthy  children  are 
made  diseased  by  these  preparations.  This  man 
has  an  unscientific  mind,  a  prejudiced  mind,  and 
he  writes  very  much  like  a  Christian  Scientist ; 
or  else  he  is  full  of  dogmatism  which  he  has 
created  and  absorbed  within  himself.  He  fails 
to  take  into  account  that  smallpox  has  been  nearly 
eliminated  in  many  countries  by  proper  vaccina¬ 
tion.  Epidemics  have  been  stamped  out,  school 
children  exposed  to  smallpox  have  been  rendered 
immune  because  of  vaccination,  and  countless 
thousands  of  children  have  recovered  after  the 
administration  of  antitoxin  against  diphtheria. 
People  generally  fail  to  recognize  this  side  of 
their  statistical  investigations.  It  is  about  time  the 
medical  profession  produced  arguments  enough 
that  were  of  a  convincing  nature,  and  sufficiently 
plain  and  explanatory,  to  convince  the  people 
that  scientific  medicine  is  on  the  right  track. 

ANNUAL  MEETING  OF  THE  NORTH 
DAKOTA  STATE  MEDICAL  ASSO¬ 
CIATION,  1924 

Minnesota  will  have  to  look  out  for  its  laurels 
if  it  is  going  to  conduct  its  state  meeting  in  Oc¬ 
tober  in  accordance  with  the  methods  and  the 
example  set  by  North  Dakota  at  the  meeting  of 
the  State  Association  last  week  in  Bismarck.  In 
the  first  place,  Bismarck  seems  to  be  an  ideal 


town  for  conventions.  It  has  a  sufficiently  large 
meeting  place  in  the  Masonic  Temple,  not  only 
for  the  reading  of  papers  but  for  clinics,  with 
plenty  of  anterooms  and  other  facilities.  It  has 
also  a  number  of  good  hotels,  and,  judging  from 
the  exteriors  and  from  the  interiors,  some  of 
them  are  quite  new,  modern,  and  up-to-date. 
But  the  pervading  spirit  of  the  Bismarck  medical 
men  was  what  put  the  meeting  in  a  very  con¬ 
spicuous  light.  Apparently  they  had  everything 
in  hand  and  well  arranged,  for  everything  went 
off  with  surprising  smoothness,  and  it  was  an 
occasion  for  instruction  and  serious  medical  con¬ 
ference  aside  from  the  social  side,  which  was 
ably  conducted. 

The  Committee  on  Finance  evidently  were 
cordially  and  heartily  supported,  for  the  Asso¬ 
ciation  members  lacked  for  nothing,  and  cer¬ 
tainly  the  visitors  were  entertained  and  looked 
after  royally. 

The  meeting,  on  the  whole,  was  a  very  repre¬ 
sentative  meeting,  calling  together  many  of  the 
best  men  in  North  Dakota ;  and  the  spirit  of 
good-fellowship  and,  scientific  interest,  and  the 
discussion  of  papers  and  clinics,  were  extremely 
gratifying.  The  writer  does  not  recall  a  meeting 
of  a  state  organization  in  which  he  was  so  de¬ 
lightfully  entertained,  nor  does  he  remember  a 
meeting  in  which  the  program  was  carried  out 
with  such  faithfulness  and  fidelity. 

We  cannot  name  all  the  Bismarck  men  who 
largely  contributed  to  the  success  in  the  under¬ 
taking,  but  among  those  prominent  were  Dr.  E. 
P.  Quail!  and  his  associate.  Dr.  N.  O.  Ramstad. 
They,  individually,  saw  that  all  visitors  were 
looked  after  and  were  cordially  greeted,  and  as¬ 
signed  their  proper  place  in  the  general  organ¬ 
ization.  Dr.  Quain,  who  is  a  colonel  in  the  U. 
S.  Medical  Reserve  Corps,  led  the  Defense  Day 
parade  on  Friday,  September  twelfth,  and  from 
all  accounts  the  parade  was  foreordained  a  suc¬ 
cess.  Dr.  W.  H.  Bodenstab  and  his  associates 
had  charge  of  the  banquet  and  entertainment, 
and  it  was  quite  evident  that  Dr.  Bodenstab  was 
every  place  at  every  time.  He  also  worked  with 
other  members  in  the  collection  of  clinical  ma¬ 
terial,  although  the  program  and  its  arrangement 
was  under  the  direct  supervision  of  Dr.  V.  J. 
LaRose,  with  Dr.  C.  J.  Stackhouse  and  Dr.  N. 
O.  Ramstad.  The  Hon.  R.  A.  Nestos,  Governor 
of  North  Dakota,  gave  a  very  warm  address  of 
welcome,  and  the  response  to  the  Governor  was 
made  by  Dr.  F.  R.  Smyth,  of  Bismarck,  the  man 
who  is  so  ardent  and  deeply  interested  in  medical 
work  of  every  kind  and  is  always  present  at  the 
meetings. 
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The  subject  of  the  President’s  address,  by  Dr. 
James  Grassick  was  “The  Passing  of  the  Old 
Family  Doctor.”  It  was  a  very  scholarly  address 
delivered  by  a  highly  cultured  man  who  is  broad 
and  full  of  experience  and  who  treated  his  sub¬ 
ject  in  a  very  dignified  and  scientific  manner. 
This  address  will  be  published  soon  in  The 
Journal-Lancet  and  will,  undoubtedly,  be  one 
of  the  most  important  papers  of  the  meeting. 

Among  the  visitors  Dr.  Theodore  Bratrud,  of 
Warren,  Minnesota,  gave  one  of  his  carefully 
prepared  papers  on  “Acute  Appendicitis,”  which 
was  very  warmly  discussed,  and  his  attitude  was 
upheld  by  all  who  participated  in  the  discussion. 
Dr.  Walter  R.  Ramsey,  of  St.  Paul,  gave  clinical 
demonstrations  on  “Breast  Feeding  and  the 
Common  Forms  of  Malnutrition  of  Infants  and 
Young  Children.”  Mention  must  be  made,  too, 
of  the  clinical  demonstration  and  address  of  Dr. 
F.  E.  Clough,  a  recent  president  of  the  South 
Dakota  Medical  Association  and  a  leading  man 
in  Lead,  South  Dakota.  His  clinic  was  drawn 
from  his  experience  gained  from  handling  five 
thousand  cases  of  fractures  of  the  long  bones, 
and  was  one  of  the  most  able  clinical  demon¬ 
strations  that  the  writer  has  had  the  pleasure  of 
listening  to.  It  was  ably  done,  first,  because  Dr. 
Clough  knew  exactly  what  he  was  talking  about, 
and  because  he  advocated  a  simplicity  in  the 
method  of  treatment  that  would  certainly  appeal 
to  everyone.  He  gave  actual  demonstrations  on 
the  preparation  of  splints  and  bandages  and  the 
position  of  the  limb,  all  the  time  discoursing  on 
the  diagnosis  and  the  method  of  reduction  of 
fractures.  The  writer  had  an  opportunity  to 
demonstrate  four  interesting  neurological  cases 
which  had  been  selected  out  of  a  large  number 
in  the  clinic  at  Bismarck  and  from  Dr.  Eoden- 
stab’s  personal  clientele. 

On  Thursday  afternoon  clinical  demonstrations 
were  given  by  Dr.  E.  L.  Tuohy,  of  Duluth,  on 
“Cardiac  and  Nephritic  Cases.”  Later,  Dr.  E.  S. 
Judd,  of  Rochester,  gave  a  clinic  on  “Affections 
of  the  Colon  and  Affections  of  the  Urinary 
Tract,”  given  in  Dr.  Judd’s,  usual  concise  and 
illuminating  manner. 

The  real  entertainment  came  during  the  even¬ 
ing  banquet,  held  at  the  Hotel  McKenzie,  at¬ 
tended  by  a  hundred  men.  It  was  full  of  life 
and  spirit,  with  music  and  vaudeville,  and  wound 
up  with  what  was  called  a  “sparring  match,” 
which  seemed  to  entertain  the  members  greatly. 
At  all  events  the  doctors  played  that  night,  and 
they  joined  in  the  singing  of  popular  and  new 
music  that  was  very  elevating  because  all  the  men 
seemed  to  be  like  a  lot  of  boys,  and  they  “sang,” 


whether  they  could  sing  or  not.  The  editor  feels 
bound  to  admit  that  the  two  men  who  surrounded 
him,  at  the  banquet  table.  Dr.  George  William¬ 
son,  of  Grand  Forks,  and  Dr.  W.  F.  Sihler,  of 
Devils  Lake,  certainly  could  qualify  for  some 
form  of  operatic  entertainment. 

One  very  interesting  address  which  broke  into 
the  levity  of  the  banquet  was  given  by  Attorney 
C.  L.  Young,  of  Bismarck,  on  “Some  of  the 
Medico-Legal  Phases  of  the  Practice  of  Medi¬ 
cine,”  and  we  would  urgently  ask  our  readers  to 
remember  this  and  read  it  very  carefully,  for  it 
contains  some  very  sound  advice  and  warning  of 
what  might  occur  under  certain  conditions  be¬ 
tween  the  legal  and  the  medical  side  of  practice. 

The  editor  also  had  the  extreme  pleasure  of 
addressing  the  Rotarians  of  Bismarck  at  lunch¬ 
eon  on  some  of  the  questions  concerning  biology, 
heredity,  and  natural  selection.  Although  the 
talk  was  a  good  deal  on  the  pessimistic  order, 
it  at  least  gave  the  men  something  to  think  about. 


CORRESPONDENCE 


DR.  KASSOWITZ  AND  VIENNA  ITEMS 
To  THE  Editor: 

Dr.  Charles  E.  Kassowitz,  of  the  Children’s 
Clinic  of  the  University  of  Vienna,  Austria,  has 
joined  the  staff  of  the  Bartron  Hospital  in  Water- 
town,  S.  D.,  to  take  up  pediatrics  and  general 
welfare  work  in  children.  He  has  had  the  oppor¬ 
tunity  to  acquire  most  valuable  experience  in 
these  matters  during  his  long  association  with  the 
famous  pediatricians,  von  Pirquet  and  Schick. 

On  account  of  the  dreadful  war  conditions, 
Vienna  has  afforded  unsurpassed  opportunities 
for  testing  the  efficiency  of  hygiene  and  welfare 
work  in  pediatrics.  In  proof  of  the  success  of 
these  methods  it  may  be  mentioned  that  infant 
mortality  declined  to  a  lower  level  than  that  ex¬ 
isting  in  better  times.  This  favorable  result  is 
due  largely  to  the  fact  that  poor  mothers  are 
better  watched  and  instructed  by  experienced 
physicians  and  nurses,  that  breast  feeding  is  en¬ 
couraged  and  that  contagious  factors  are  avoided 
wherever  possible. 

Dr.  Kassowitz  has  published  a  large  number  of 
scientific  works,  chiefly  on  contagious  diseases 
and  immunity  in  childhood.  He  was  the  chief 
collaborator  of  Schick,  the  discoverer  of  the 
well-known,  test  for  immunity  to  diphtheria,  has 
worked  out  new  methods  of  active  immunization 
against  this  infection,  and  has  also  published 
papers  on  standard  feeding,  bodily  development 
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and  different  many  matters  concerning  children’s 
hygiene. 

The  American  Medical  Association  of  Vienna, 
a  body  of  several  hundred  American  doctors,  had 
him  on  their  regular  staff  of  lecturers.  He  was 
thus  enabled  to  communicate,  in  the  English 
language,  the  modern  views  of  pediatrics  to  a 
large  American  audience. 

He  now  intends  to  establish  a  special  course 
of  training  for  nurses,  also  classes  for  mothers 
with  systematic  instruction  in  different  practical 
subjects  concerning  the  hygiene  of  children.  He 
will  also  address  physicians  on  appropriate  occa¬ 
sions  upon  various  scientific  subjects  in  connec¬ 
tion  with  the  specialty  of  pediatrics,  selected  be¬ 
cause  of  their  practical  importance  to  the  general 
practitioner. 

Watertown,  S.  D.,  Sept.  6,  1924. 

The  Bartron  Clinic 


BOOK  NOTICES 


Hernia:  Its  Anatomy,  Etiology,  Symptoms,  Diag¬ 
nosis,  Differential  Diagnosis,  Prognosis  and  Oper¬ 
ative  Treatment.  By  Leigh  F.  Watson,  M.D.,  As¬ 
sociate  in  Surgery,  Rush  Medical  College,  Chicago, 
Ill.  232  original  illustrations,  by  W.  C.  Shepard. 
St.  Louis:  C.  V.  Mosby  Company,  1924. 

In  the  preface  the  author  states  that  the  object 
of  the  book  is  “to  present  within  reasonable  space 
the  most  important  features  of  the  anatomy,  eti¬ 
ology,  symptoms,  diagnosis,  differential  diagnosis 
and  prognosis  of  hernia,  together  with  the  best  oper¬ 
ative  technic  of  modern  surgeons.”  The  author  has 
done  this  in  an  excellent  manner;  and  in  a  small 
volume  of  660  pages  he  has  managed  to  include  232 
illustrations,  a  detailed  author  and  subject  index, 
and  the  bibliography  of  the  most  important  litera¬ 
ture  at  the  end  of  each  topic.  This  book  can  easily 
serve  the  purpose  of  a  desk  reference  volume  on  the 
subject  of  hernia. 

The  historical  introduction  takes  up  the  develop¬ 
ment  of  surgery  and  more  especially  that  of  hernia. 
General  consideration,  such  as  the  anatomy,  etiology, 
symptomatology,  and  diagnosis,  are  discussed  in 
the  first  chapter.  Concise,  short  paragraphs  take 
up  the  differential  diagnosis  of  hernia  and  lipomata, 
adenitis,  varicocele,  saphenous  varix,  cold  abscess, 
cysts,  and  new  growths.  General  topics,  such  as 
sterilization  of  the  patient  and  instruments,  the  use 
of  various  sutures  and  needles,  are  briefly  discussed. 
Twenty-four  pages  are  devoted  to  the  discussion  of 
complications  and  accidents  in  hernia.  Intestinal 
surgery  associated  with  strangulation  is  also  given 
its  proper  place  in  this  chapter. 

Inguinal  hernia,  the  most  important  type  of  hernia, 
is  discussed  from  all  possible  angles.  Six  chapters, 
covering  151  pages,  are  devoted  to  various  consid¬ 
erations  relative  to  inguinal  hernia.  A  chapter  is 
devoted  to  each  of  the  following  topics:  anatomy, 
etiology,  symptomatology,  treatment,  and  inguinal 


hernia  in  infants  and  children.  Local  anesthesia  and 
the  Bassini  operation  are  taken  up  in  detail. 

A  chapter  is  devoted  also  to  each  of  the  following 
types  of  hernia:  femoral,  umbilical,  ventral,  dia¬ 
phragmatic,  internal,  lumbar,  obturator,  sciatic,  peri¬ 
neal,  hernia  of  the  large  intestine,  the  appendix, 
Meckel’s  diverticulum,  bladder,  and  the  female  geni¬ 
talia.  The  last  chapter  includes  a  timely  and  valua¬ 
ble  lot  of  information  on  medicolegal  aspects  of 
hernia. 

The  monograph  is  a  very  practical  and  well 
arranged  volume  on  various  important  problems 
that  come  up  in  connection  with  the  care  of  patients 
with  hernia,  and  saves  a  great  deal  of  time  and 
energy  of  looking  up  isolated  articles  in  the  very 
voluminous  literature  of  hernia.  The  bibliography 
at  the  end  of  each  topic  is  valuable  because  it  is 
so  arranged  that  at  a  glance  the  busy  surgeon  can 
scan  over  in  a  moment’s  time  the  most  important 
literature  on  any  phase  of  hernia. 

— Minas  Joannides,  M.D. 

Diseases  oe  the  Skin.  By  Richard  L.  Sutton,  M.D., 
LL.D.,  Professor  of  “Diseases  of  the  Skin,”  Uni¬ 
versity  of  Kansas  School  of  Medicine.  Published 
by  C.  V.  Mosby  Co.,  St.  Louis.  1923.  Price,  $10. 

The  fifth  edition  of  Sutton’s  “Diseases  of  the  Skin” 
contains  much  new  material.  The  additional  one 
thousand  illustrations,  are  very  helpful,  as  a  knowl¬ 
edge  of  skin  diseases  depends,  to  a  very  large  ex¬ 
tent,  on  visual  memory. 

The  book  is  comprehensive,  up  to  date,  and  is 
thoroughly  recommended  to  all  interested  in  skin 
diseases  and  syphilis. 

— G.  M.  Olson,  M.D. 

hundred  illustrations,  making  a  total  of  over  one 
bExuAL  i'ROBLEMS  OF  'lo-DAY.  By  William  J.  Robin¬ 
son,  M.D.,  President  American  Society  of  Medical 
Sociology,  etc.  Ed.  12,  The  Critic  and  Guide 
Company,  New  York  City.  1923. 

In  this  volume  we  see  the  hand  of  the  iconoclast 
dashing  to  earth  some  of  our  religiously  guarded 
pruderies.  In  a  vitriolic  manner  he  denounces  the 
laws  which  prevent  the  dissemination  of  knowledge 
relative  to  birth  control.  He  presents  a  logical  case 
to  uphold  his  radical  views  on  this  subject.  His 
arguments  in  brief  follow:  1.  Such  knowledge  would 
induce  many  men  to  get  married  much  earlier  than 
they  otherwise  would,  and  thus  diminish  the  number 
of  bachelors  and  old-maids.  (This  ought  to  justify 
his  case  alone.)  2.  Numberless  women  exhaust 
their  vitality  and  become  chronically  invalided  by 
too  freciuent  child-bearing.  3.  Many  women  are 
chronic  invalids  on  account  of  employing  improper 
methods  of  prevention.  4.  Numberless  women  have 
killed  themselves,  have  been  driven  to  premature 
graves  by  abortions  or  attempts  at  abortion.  5. 
Having  too  many  children  blights  the  lives  of  num¬ 
berless  women  and  reduces  their  lot  to  one  of 
drudgery.  6.  Many  women,  due  to  pelvic  deformi¬ 
ties  and  other  physical  ailments,  should  not  be  im¬ 
pregnated.  7.  Children  are  the  ones  to  suffer  due 
to  the  limited  facilities  for  education  in  large  fami¬ 
lies.  8.  Many  parents  have  diseases  or  disease 
tendencies  and  should  not  have  children  to  whom 
to  transmit  these  pathological  conditions. 


475 


THE  JOURNAL-LANCET 


He  claims  a  low  birth  rate  is,  in  general,  not  a 
sign  of  low  morality,  but  of  high  morality,  of  a  high 
intelligence,  a  high  sense  of  responsibility.  China 
and  Russia,  with  their  teeming  millions,  are  com¬ 
pared  to  France,  Germany,  and  the  United  States, 
and  he  asks  the  reader  to  pick  his  residence. 

In  heavy  type  he  emphasizes  the  prophecy  “The 
time  will  come,  and  it  is  not  far  off,  when  the  pre¬ 
vention  of  undesired  pregnancy  will  be  as  proper, 
as  respectable,  and  as  much  the  function  of  the 
medical  practitioner  as  is  now  the  prevention  of 
typhoid  fever,  diphtheria,  or  tuberculosis.” 

He  ends  the  book  in  a  sarcastic  manner  with  four 
infallible  tneans  for  the  prevention  of  conception, 
defying  the  $5,000  fine  and  five  years  at  hard  labor 
sentence  for  giving  out  such  information. 

Here  then  are  the  four  remedies: 

1.  Complete  abstinence  from  any  sexual  relations. 

2.  Marry  a  woman  who  has  passed  the  meno¬ 
pause. 

3.  In  case  of  the  man,  castration. 

4.  In  case  of  the  woman,  oophorectomy. 

— W.  A.  Sawatzky 

Medic.-xl  Clinic  of  North  Americ.x.  (Issued  serially, 

one  number  every  other  month),  Vol.  7,  No.  1. 

May,  1924.  McGill  University  Number.  Octavo 

of  325  pp.,  with  49  illustrations.  Paper,  $12.00  net; 

cloth,  $16.00  net.  Philadelphia  and  London:  W. 

B.  Saunders  Company. 

Diseases  of  the  circulatory  system  are  discussed 
by  C.  F.  Aloffatt,  who  shows  electrocardiograms  and 
patients  with  myocardial  disease;  by  D.  G.  Campbell, 
who  analyses  a  series  of  cases  of  heart  disease  with 
pregnancy;  and  by  F.  G.  Finley,  who  reports  two 
cases  of  mitral  stenosis  with  venous  thrombosis  as 
a  terminal  event. 

Diet  and  insulin  in  diabetes  are  considered  by 
I.  M.  Rabinowitch  and  by  E.  H.  Mason. 

In  the  group  of  endocrine  disturbances  W.  F. 
Hamilton  review's  three  cases  of  diabetes  insipidus, 
and  F.  H.  Mackay  outlines  the  function  and  pathol¬ 
ogy  of  the  pituitary  gland,  with  illustrative  cases. 

Diseases  of  the  nervous  system  are  considered 
in  a  group  of  papers  on  the  various  causes  of  sciatic 
pain  by  J.  A.  Nutter;  on  poliomyelitis  and  its  early 
treatment  by  A.  MacKenzie  Forbes;  on  cord  lesions 
associated  with  spina  bifida  occulta  by  A.  A.  Robert¬ 
son;  on  the  pathology  and  treatment  of  tabes  by 
C.  K.  Russel;  and  on  the  various  causes  of  convul¬ 
sive  seizures  in  a  group  of  cases  considered  as  epi¬ 
leptic. 

Pediatric  subjects  are  considered  by  A.  Goldbloom 
on  the  diagnosis  and  treatment  of  pyloric  stenosis 
in  infancy;  by  L.  M.  Lindsay  on  the  edemas  result¬ 
ing  from  improper  feeding;  by  S.  G.  Ross  on  pneu¬ 
mothorax  in  infancy,  illustrated  by  cases  with  .r-ray 
plates  and  autopsy  reports;  by  H.  B.  Cushing  on 
hemorrhagic  diphtheria,  showing  a  fatal  case  with 
autopsy  report. 

Other  subjects  are  so  varied  as  to  make  it  difficult 
to  classify  them.  C.  F.  Martin  presents  a  group  of 
pernicious  anemias  and  summarizes  indications  for 
transfusion  and  for  splenectomy.  G.  G.  Campbell 
outlines  the  treatment  of  acne  vulgaris.  A.  T.  Hend¬ 
erson  discusses  a  group  of  cases  of  protein  sensiti¬ 
zation  from  his  out-patient  asthma  clinic.  H.  P. 


Wright’s  article  on  therapy  by  light  waves  is  com¬ 
prehensive  and  illustrated  by  diagrams  and  photo¬ 
graphs.  Thirteen  cases  of  sarcoma  of  mediastinum 
and  lungs  are  reported  by  C.  A.  Peters,  with  marked 
response  to  x-ray  therapy  in  one  case.  D.  S.  Lewis 
reports  two  fatal  cases  of  probable  syphilis  of  the 
intestine  but  notes  the  difficulty  of  differentiating 
this  from  tuberculosis  and  carcinoma. 

— Olga  S.  Hansen,  M.D. 

The  Antidiabetic  Functions  of  the  Pancreas  and 

THE  Successful  Isolation  of  the  Antidiabetic 

Hormone-Insulin.  By  J.  J.  R.  MacLeod,  M.D., 

and  F.  G.  Banting,  M.D.,  Cloth.  Series  Number 

Two.  Price  $1.50.  Pages  69  with  illustrations. 

St.  Louis:  C.  V.  Mosby  Co.  1924. 

MacLeod  and  Banting  have  in  these  lectures 
placed  in  a  concise  and  readable  form  a  review  of 
the  antidiabetic  function  of  the  pancreas  and  an  ac¬ 
count  of  the  isolation  of  insulin.  Professor  Mac¬ 
Leod  first  gives  a  historical  review  of  the  work  done 
on  the  pancreas  in  its  relation  to  digestion  and 
metabolism.  The  anatomy  and  comparative  anato¬ 
my  of  the  pancreas  are  discussed  as  well  as  struc- 
mral  changes  after  ligation  of  the  ducts.  The  basis 
is  given  upon  which  Banting  and  Best’s  original  ex¬ 
periments  depended. 

The  experimental  results  from  the  use  of  insulin 
in  experimental  hyperglycemia  after  puncture  of  the 
fourth  Ventricle  and  after  the  use  of  epinephrin  are 
reported.  These  show  the  almost  complete  inhibi¬ 
tion  of  the  usual  hyperglycemia  in  a  rabbit  given 
insulin.  In  the  discussion  of  the  mechanism  of  the 
action  of  insulin  it  is  suggested  that  the  effect  of  in¬ 
sulin  is,  fundamentally,  to  convert  glucose  into  some 
substance  intermediate  in  metabolism,  possibly  a 
highly  reactive  variety  of  glucose,  before  it  can  be 
utilized  by  the  tissue  cells. 

Banting,  in  his  lecture,  briefly  surveys  the  first 
preparation  of  insulin  and  the  results  of  clinical  in¬ 
vestigation  concerning  dosage,  administration,  over¬ 
dosage,  acidosis  and  coma,  and  other  complications 
of  diabetes  mellitus. 

— C.  A.  McKinlay,  M.D., 

The  Circulatory  Distlirbances  of  the  Extremities. 

By  Leo  Buerger,  M.A.,  M.D.,  Philadelphia:  W.  B. 

Saunders  Co.,  1924. 

In  this  treatise  Buerger  has  broadened  the  scope 
of  his  earlier  observations  and  has  produced  what  is 
perhaps  the  most  comprehensive  of  recent  studies  of 
vascular  diseases.  The  histology  is  adequately  pre¬ 
sented  and  embodies  the  recent  work  of  Krogh.  At¬ 
tention  is  paid  to  the  developmental  vascular  changes 
as  previously  reported  by  Aschoff,  Jores,  and  others. 

The  physiology  of  the  vasomotor  apparatus  is 
treated  at  length,  and  the  modern  conceptions  of  cap¬ 
illary  motility  are  fully  discussed. 

Gangrene  in  all  its  phases  is  elaborately  portrayed, 
and  incidentally  is  presented  a  very  interesting  ac¬ 
count  of  its  prodromata. 

The  chapters  relative  to  thrombo-angitis  obliterans, 
as  might  well  be  expected,  are  by  far  the  most  schol¬ 
arly  and  complete.  Of  this  subject  Buerger  speaks 
with  the  authority  gained  from  a  large  clinical  ex¬ 
perience  and  an  adequate  amount  of  pathological  ma¬ 
terial. 

The  chapters  on  the  vascular  neuroses  and  neuro- 
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trophic  disorders  arc  included  and,  while  sufficiently 
elaborate,  arc  necessarily  handicapped  by  the  specu¬ 
lative  value  of  indirect  proof. 

The  book  contains  a  wealth  of  material  and  is  a 
distinct  contribution  to  medical  literature. 

The  arrangement  is  not  always  sequential  or  logi¬ 
cal,  which  is  due  to  an  obvious  attempt  at  reconciling 
brevity  with  thoroughness. 

However,  the  author  has  happily  included  subject 
matter  which  should  be  of  interest  to  all  branches  of 
medicine. 

- A.  A.  ZiEROLD,  M.D. 


NEWS  ITEMS 


Dr.  R.  A.  Scott  has  moved  from  Drayton,  N. 
D.,  to  Crystal,  N.  D. 

Dr.  A.  C.  Dean  has  moved  from  Grand  Forks, 
N.  D.,  to  Hatton,  N.  D. 

Dr.  E.  C.  Gayer  has  gone  to  Europe  for  a  year 
of  study  in  the  hospitals. 

Dr.  L.  H.  Mattson  has  moved  from  Stephen, 
Minn.,  to  New  Rockford,  N.  D. 

The  United  States  Veterans  Hospital  at  St. 
Cloud  will  probably  open  next  week  with  ap¬ 
propriate  ceremonies. 

Dr.  Roger  S.  Countryman,  of  St.  Paul,  was 
married  last  week  to  Miss  Dorothy  Trapp,  of 
New  Westminister,  B.  C. 

The  dispensary  of  the  University  of  Minnesota 
gave  free  treatment  to  between  25,000  and  30,- 
000  patients  during  the  year  ending  July  1. 

The  health  conditions  in  Virginia,  Minn.,  were 
reported  for  August  as  the  best  in  many  months. 
Not  a  single  new  case  of  smallpox  was  reported. 

Dr.  S.  G.  Wright,  of  Minneapolis,  has  returned 
from  Europe  where  he  has  been  engaged  in 
special  study  in  eye,  ear,  nose,  and  throat  work. 

Dr.  Albert  Scabell,  of  Berne,  Switzerland,  who 
has  been  practicing  for  some  time  with  Drs. 
Lewis  and  Kern,  of  St.  Cloud,  will  soon  return 
to  Europe. 

Dr.  L.  H.  Fowler,  who  has  been  on  the  Mayo 
Clinic  staff  at  Rochester  for  a  couple  of  years, 
has  located  in  Minneapolis  with  offices  in  the 
Andrus  Building. 

The  St.  Louis  County  (Minn.)  Trachoma  Hos¬ 
pital  was  opened  for  patients  last  week  at  Ev- 
eleth.  Over  sixty  cases  have  been  selected  for 
immediate  treatment. 

The  physicians  of  Melrose  have  equipped  a 
hospital  in  a  commodious  residence  building  that 


has  been  thoroughly  overhauled.  It  has  eight 
rooms  and  a  large  sunparlor. 

The  annual  meeting  of  the  Grand  Forks  (N. 
D.)  District  Medical  Society  has  been  postponed 
from  September  to  October  because  of  the  meet¬ 
ing  of  the  State  Association  this  month. 

The  Mississippi  Valley  Tuberculosis  Confer¬ 
ence  will  be  held  in  Sioux  Falls,  S.  D.,  on  Sep¬ 
tember  22-24.  Twelve  State  Tuberculosis  Asso¬ 
ciations  will  send  delegates  to  the  Conference. 

The  Minnesota  State  Tuberculosis  Hospital  at 
Deerwood  is  seeking  contributions  to  pay  for  in¬ 
stalling  a  radio  set  at  the  hospital,  which,  with  an 
ear  phone  for  each  patient,  will  cost  about  $900. 

The  South  Dakota  State  Association  of  Grad¬ 
uate  Nurses  held  its  eighth  annual  meeting  in 
Yankton,  S.  D.,  on  August  28-29.  The  attend¬ 
ance  was  good,  and  the  entire  program  was  ad¬ 
mirable. 

Dr.  D.  A.  Gregory,  who  has  had  charge  of 
the  laboratory  of  the  Sioux  Falls  (S.  D.)  Clinic 
since  1920,  has  taken  up  private  practice  in  Sioux 
Falls  with  offices  in  the  First  National  Bank 
building. 

The  Central  Minnesota  Medical  Association 
met  at  Green  Lake  on  August  27  for  its  annual 
vacation  meeting.  Dr.  Gilbert  J.  Thomas,  of 
Minneapolis,  and  Dr.  C.  N.  Hensel,  of  St.  Paul, 
presented  papers. 

Dr.  Einar  W.  Johnson,  of  Bemidji,  has  gone 
to  Europe  for  several  months.  He  will  study 
mainly  in  Edinburgh  and  Vienna.  Dr.  R.  E. 
Mayer,  of  Minneapolis,  will  have  charge  of  Dr. 
Johnson’s  practice  during  his  absence. 

Dr.  G.  C.  Harmon  has  begun  practice  in  St. 
Paul,  with  offices  at  2267  Como  Ave.  West. 
Dr.  Harmon  graduated  from  the  University  of 
Minnesota  with  the  class  of  ’23  and  took  his  in- 
terneship  at  the  Anker  Hospital,  St.  Paul. 

The  new  nurses’  home  of  St.  Luke’s  Hospital, 
Duluth,  will  be  ready  for  occupancy  by  October 
1,  and  the  new  hospital  building  will  be  com¬ 
pleted  in  December.  The  cost  of  the  entire  hos¬ 
pital  plant  will  be  about  one  million  dollars. 

Perhaps  every  physician  in  the  country  has 
received  a  request  for  a  donation  of  $1.00  from 
the  so-called  National  Disabled  Soldiers  League 
of  New  York.  This  League  has  no  connection 
with  the  American  Legion  or  any  other  recog¬ 
nized  organization  of  veterans  of  the  war. 

The  Minnesota  State  Medical  Association  will 
hold  its  1924  annual  meeting  next  month  (Octo- 
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ber  8,  9  and  10)  at  St.  Cloud,  and  the  members 
of  the  Stearns-Benton  County  Society  are  doing 
everything  in  their  power  to  make  the  meeting 
a  successful,  enjoyable,  and  profitable  one. 

The  second  annual  short  course  (two  weeks) 
for  physicians  given  by  the  University  of  Minne¬ 
sota  opens  to-day.  One  section  is  devoted  to 
obstetrics,  gynecology,  and  pediatrics ;  and  one 
section  to  laboratory  diagnosis,  applied  therapeu¬ 
tics,  and  ^-ray  work.  The  work  in  the  second 
section  takes  only  one  week  (Sept.  22-27). 

The  Richland  County  (N.  D.)  Medical  Society 
met  last  month  at  Lidgerwood,  N.  D.  Interesting 
and  practical  talks  on  medical  subjects  made  up 
the  program.  The  officers  of  last  year  were  re¬ 
elected,  as  follows :  President,  Dr.  E.  G.  Sasse, 
Lidgerwood ;  vice-president.  Dr.  J.  C.  J.  Wiig, 
Wahpeton ;  secretary-treasurer.  Dr.  C.  A.  Dur- 
kee,  Lidgerwood. 

Dr.  Robert  Hyndman  Mullin,  formerly  Asso¬ 
ciate  Professor  of  Pathology  and  Bacteriology, 
Medical  School,  Lmiversity  of  Minnesota,  and 
Director,  Laboratory  Division,  Minnesota  State 
Board  of  Health,  died  on  August  24,  in  Vancou¬ 
ver,  British  Columbia.  For  several  years  he  was 
pathologist  for  the  Vancouver  General  Hospital 
and  connected  with  the  University  of  British 
Columbia.  He  was  47  years  of  age. 

At  a  conference  called  by  the  Minnesota  State 
Board  of  Health  last  month,  the  state,  city,  and 
county  health  officers,  hospitals,  etc.,  of  Minne¬ 
sota  took  steps  looking  to  more  efficient  health 
regulations  for  the  control  of  contagious  dis¬ 
eases.  Dr.  Charles  L.  Schofield,  of  Benson,  the 
president  of  the  Board,  was  authorized  to  appoint 
a  committee  of  fifteen  to  consider  proper  regula¬ 
tions  and  report  to  the  Board  next  month. 

At  the  first  fall  meeting  of  the  Hennepin 
County  Medical  Society,  held  last  week,  the  fol¬ 
lowing  new  members  were  elected:  (by  ballot) 
Drs.  L.  L.  Leonard,  Joseph  H.  Taylor,  H.  D. 
Diesner,  Leo  Rigler,  R.  F.  McGandy,  F.  R. 
Hirschfield,  Charles  E.  Merkert,  Henry  O.  Ruud, 
Frank  W.  Stevenson,  and  Francis  E.  Murphy; 
and  (by  transfer)  Dr.  L.  Haynes  Fowler  (Olm¬ 
sted  county),  Dr.  Geo.  E.  Runnerstrom  (Brown- 
Redwood),  and  Dr.  H.  J.  Hanson  (Kandiyohi- 
Swift). 

At  the  annual  meeting  of  the  North  Dakota 
State  Medical  Association,  held  at  Bismarck  last 
week  the  following  officers  were  elected :  Presi¬ 
dent,  Dr.  W.  C.  Fawcett,  Starkweather;  presi¬ 
dent-elect,  Dr.  J.  H.  Rindlaub,  Fargo;  first  vice- 
president,  Dr.  N.  O.  Ramstad,  Bismarck;  second 


vice-president.  Dr.  Thomas  Mulligan,  Grand 
Forks;  treasurer.  Dr.  W.  W.  Wood,  Jamestown; 
secretary.  Dr.  Alex  J.  McCannel,  Minot.  Dr. 
H.  J.  Rowe  retired  as  secretary  after  nineteen 
years  of  service  in  that  position  and  after  his  re¬ 
tirement  from  practice  and  removal  from  the 
state.  The  meeting  is  further  noticed  in  our 
editorial  columns. 

In  a  recent  issue  we  erroneously  located  Dr. 
L.  R.  Critchfield,  of  Kenmare,  N.  D.,  at  St. 
Cloud,  Minn.  Dr.  Critchfield,  who  graduated 
from  the  University  of  Minnesota  in  1909,  prac¬ 
ticed  in  North  Dakota  until  a  year  and  a  half 
ago,  over  six  years  in  Kenmare.  He  has  just 
completed  a  year  and  a  half,  the  past  year  as 
senior  resident  physician,  in  the  Children’s  Me¬ 
morial  Hospital  of  Chicago,  and  has  located  in 
St.  Paul  (936  Lowry  Building),  and  will  con¬ 
fine  his  practice  to  Children’s  diseases. 

The  Inter-State  Postgraduate  Assembly,  di¬ 
rected  by  the  Tri-State  District  Medical  Asso¬ 
ciation,  will  be  held  in  Milwaukee,  Wis.,  on  Octo¬ 
ber  27-31,  giving  five  full  days  of  postgraduate 
work.  The  names  of  many  distinguished  men, 
in  and  outside  of  the  medical  profession,  appear 
upon  the  program,  among  them  being  Dr.  Nicho¬ 
las  Murray  Butler,  President  of  Columbia  Uni¬ 
versity  ;  Sir  Arthur  Willian  Currie,  President  of 
McGill  University,  Faculty  of  Medicine ;  Dr. 
Merritt  W.  Ireland,  Surgeon-General  of  the 
United  States  Army;  Dr.  Edward  E.  Stitt,  Sur¬ 
geon-General  of  the  United  States  Navy;  Mon¬ 
sieur  J.  Jusserand,  French  Ambassador  to  the 
United  States ;  Professor  Theodore  Tuffier,  Pro¬ 
fessor  of  Surgery,  Faculty  of  Medicine,  Paris, 
France. 


Fine  North  Dakota  Practice  for  Sale 

An  established  North  Dakota  practice  in  the  larg¬ 
est  city  in  North  Dakota.  Address  127,  care  of  this 
office. 

X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 
Very  desirable  office  space  at  323  La  Salle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Laboratory  Technician  Wanted 
A  pathologist  or  an  expert  laboratory  technician 
for  a  South  Dakota  clinic  and  hospital.  One  trained 
in  serology  and  blood  chemistry.  Good  salary. 
Address  134,  care  of  this  office. 
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Physician  Wanted  in  North  Dakota 

In  a  town  of  250.  Large  surrounding  territory; 
nearest  town  with  doctor  13  miles.  Located  on  a' 
State  road.  Prefer  man  who  will  carry  his  own 
stock  of  drugs.  Splendid  chance  for  good  man.  Ad¬ 
dress  131,  care  of  this  office. 

A  Good  Opening 

Excellent  opening  in  Southwestern  Minnesota  for 
cost  of  drugs  and  office  furniture.  Good  territory; 
only  physician;  desires  to  locate  on  coast.  Good 
roads;  four-year  high  school;  mixed  community. 
Address  135,  care  of  this  office. 

Position  Wanted 

A  nurse  with  three  years’  office  and  laboratory 
experience  desires  a  position  in  an  office  or  small 
hospital.  Employed  last  year  as  surgical  supervisor 
and  laboratory  nurse  in  large  hospital.  Excellent 
references.  Address  128,  care  of  this  office. 

Position  Wanted 

By  a  middle-aged  woman  who  is  greatly  in  need 
of  work.  Can  do  ordinary  routine  laboratory  work 
and  can  take  full  charge  of  office.  Prefer  work  in 
Minneapolis.  Can  give  the  best  of  references  to 
city  physicians.  Address  132,  care  of  this  office. 

Position  Wanted  by  X-Ray  and  General  Laboratory 
Technician 

A  graduate  of  the  Minneapolis  Hospital  Labora¬ 
tory  in  x-ray  and  general  laboratory  work,  with  ex¬ 
perience  in  St.  Mary’s  and  other  hospitals.  Best  of 
references.  Address  129,  care  of  this  office. 


Practice  for  Sale  in  North  Dakota 
General  practice  for  sale,  with  opportunity  for 
surgery,  in  town  of  1,200  in  the  Red  River  Valley. 
One  other  physician.  Good  roads,  good  schools, 
including  State  Normal,  hospital  owned  and  run  by 
other  lodges.  Reason  for  leaving,  am  going  West. 
Address  126,  care  of  this  office. 

Southern  Minnesota  Practice  for  Sale 
A  $6,000  cash,  unopposed  and  growing  practice  in 
town  of  500.  Four  churches,  high  school,  two  banks, 
creamery,  good  dairying  and  farming  country,  ex¬ 
cellent  roads.  Competition,  25  miles  north,  25  miles 
south,  10  miles  east  and  10  miles  west.  $700  buys 
practice  and  office  furniture.  Address  137,  care  of 
this  office. 

Laboratory  Position  Wanted 
By  a  graduate  nurse  and  college  graduate;  B.S. 
degree;  two  years’  experience  besides  four  years’ 
college  training  in  medical  technology  including  all 
routine  analyses,  bacteriological  work,  Wasser- 
manns,  blood  chemistry  and  basal  metabolism;  best 
of  reference;  available  October  1.  Address  136,  care 
of  this  office. 

Fine  Location  in  South  Dakota 
In  town  of  1,250,  east  central  part  of  state.  Com¬ 
petition  22,  35,  13,  and  13  miles.  Excellent  wards. 
Modern  office  with  dentist.  Complete  office  equip¬ 
ment  and  drugs.  No  real  estate.  Young  man  with 
hospital  experience  would  make  good  here.  Reason 
for  selling:  leaving  state  to  specialize.  Address  139, 
care  of  this  office. 


Post  Graduate  Hospital  and  Medical  School 

OF  CHICAGO 

has  given  SPECIAL  POST  GRADUATE  TRAINING  to 

PHYSICIANS  and  SURGEONS  for  over  THIRTY  YEARS 


General  Course  for  the  General  Practitioner 


INTENSIVE  SPECIAL  COURSES 

as  follows: 

DERMATOLOGY  and  SYPHILOLOGY 
STOMACH  and  RECTAL  DISEASES 

EXTERNE  SURGICAL  ASSISTANTSHIP 
RESIDENT  SURGICAL  ASSISTANTSHIP 

OPERATIVE  SURGERY  on  CADAVER  and  DOG 
BLOOD  CHBIMISTRY  and  WASSERMANN 


PHYSICAL  DIAGNOSIS 
CHILDREN’S  DISEASES 

GYNECOLOGICAL  PATHOLOGY 
GYNECOLOGICAL  DIAGNOSIS 
EYE,  EAR,  NOSE  AND  THROAT 
CYSTOSCOPY  and  ENDOSCOPY 


Graded  Course  in  EYE,  EAR,  NOSE  AND  THROAT 

LABORATORY  AND  X-RAY  TRAINING  for  PHYSICIANS  AND  TECHNICIANS 


SOMETHING  NEW 

A  practical,  comprehensive  Laboratory  Course  on  the  ANATOMY  of  the  HUMAN 
BRAIN  and  CORD  for  Physicians  and  Surgeons  now  available. 

For  further  information  address 

POST  GRADUATE  HOSPITAL  AND  MEDICAL  SCHOOL,  2400  S.  Dearborn  St.,  Chicago,  III. 
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STREPTOCOCCI  IN  THE  ETIOLOGY  OF  EPIDEMIC  ENCEPHALITIS, 
SPASMODIC  TORTICOLLIS,  RESPIRATORY  ARRHYTHMIA, 

AND  CHOREA* 

By  Edward  C.  Rosenow,  M.D. 

Division  of  Experimental  Bacteriologry,  the  Mayo  Foundation 
ROCHESTER,  MINNESOTA 


During  an  extended  study  of  the  infecting 
power  of  bacteria  isolated  in  various  diseases, 
I  have  been  impressed  by  the  extremely  specific 
effects  of  green-producing  streptococci,  especially 
those  isolated  from  infection  atria,  and  from  the 
brain  and  cord  in  diseases  of  the  nervous  system. 
Herpes  zoster,  associated  with  lesions  in  the  in¬ 
tervertebral  ganglions,  was  produced  in  rabbits 
and  dogs  by  intravenous  injection  of  a  green-pro¬ 
ducing  streptococcus  from  infection  atria  in  pa¬ 
tients  at  the  time  of  acute  attacks.  This  was  not 
accomplished  after  recovery,  nor  after  long  culti¬ 
vation  of  the  organism.  A  similar  streptococcus 
from  four  patients  with  intercostal  neuralgia  pro¬ 
duced  marked  lesions  of  the  posterior  or  sensory 
roots,  usually  unassociated  with  herpes,  on  in¬ 
travenous  injection  in  rabbits.  A  green-produc¬ 
ing  streptococcus  obtained  on  two  occasions  from 
the  infected  tonsils  and  teeth  of  a  patient  with 
severe  multiple  neuritis  showed  marked  affinity 
for  nerves,  especially  peripheral  nerves,  in  three 
species  of  animals,  a  finding  corroborated  since 
in  other  cases  of  neuritis  and  in  sciatica;  in  the 
latter,  however,  the  lesions  were  most  marked  in 
the  sheaths  of  large  nerve  trunks.  Intravenous 
injection  of  this  type  of  organism  from  pyor- 
rheal  pockets  and  the  infected  tonsils  in  a  patient 
with  infectious  transverse  myelitis  produced  par- 

•Author’s  abstract  of  a  paper  read  before  the  South 
Dakota  State  Medical  Association,  Mitchell,  S.  D.,  June, 
20  and  21,  1924. 


alysis  with  hemorrhagic  lesions  in  the  cord,  in  a 
series  of  animals.  The  lesions  in  each  of  these 
experiments  were  proved  to  be  due  to  the  strep¬ 
tococcus  injected. 

In  my  earlier  experiments  with  encephalitis, 
intravenous  inoculation  of  a  suspected  strepto¬ 
coccus  sometimes  produced  encephalitis,  but  not 
sufficiently  often  for  routine  analysis.  Owing  to 
previous  observations  of  extremely  specific  ef¬ 
fects  in  this  group  of  organisms  I  thought  that 
perhaps  intracerebral  injection  of  small  amounts 
of  suspensions  of  nasopharyngeal  swabs  and  pus 
from  tonsils  or  cultures  thereof,  might  serve  to 
separate  the  neurotrophic  strains  from  the  sapro¬ 
phytic  organisms,  and  this  assumption  was  cor¬ 
rect.  The  method  has  been  used  in  a  study  of 
various  forms  of  encephalitis,  epidemic  hiccup, 
and  allied  conditions,  including  acute  chorea. 
The  organisms  isolated  in  these  diseases  are  all 
similar  in  morphology,  cultural  characteristics, 
and  general  virulency,  but  they  are  very  different 
in  their  localizing  and  symptom-producing  power. 
With  the  respective  strains  the  main  symptoms 
and  essential  lesions  have  been  reproduced  in 
animals.  From  the  inception  of  this  work  it  was 
realized  that  extraordinary  proof  of  causal  rela¬ 
tionship  would  be  required  in  this  field  as  the 
organism  is  of  quite  ordinary  morphology.  This 
requirement  has  been  fulfilled  as  may  be  seen  in 
the  experiments  of  published  reports  and  has 
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been  verified  in  a  new  series  of  experiments. 
The  specificity  of  the  respective  strains  is  often 
remarkable.  Thus,  in  the  case  of  the  strains 
from  epidemic  hiccup,  spasms  of  the  diaphragm 
were  not  only  produced  with  the  living  strep¬ 
tococcus,  but  with  the  corresponding  dead  organ¬ 
isms  and  with  filtrate  of  actively  growing  cul¬ 
tures.  This  symptom  never  developed  following 
injection  of  the  dead  bacteria  and  filtrates  after 
the  living  streptococcus  had  lost  the  power  to 
incite  spasms  of  the  diaphragm. 

The  results  following  intracerebral  inoculation 
in  the  new  series  of  cases  are  summarized  in 
Table  1.  It  will  be  noted  that  the  high  incidence 


ranged  from  50  per  cent  in  spasmodic  torticollis 
to  100  per  cent  in  myoclonic  encephalitis.  The 
characteristic  streptococcus  was  isolated  from 
the  brain  in  nearly  all  instances.  The  blood 
in  the  Parkinsonian  and  myoclonic  encephalitis, 
in  respiratory  arrhythmia  and  spasmodic  tortic¬ 
ollis  groups  was  nearly  always  sterile,  while  in 
the  case  of  the  acute  chorea  group  the  strepto¬ 
coccus  was  isolated  in  31  per  cent  of  twenty-six 
animals  injected  intracerebrally.  This  relatively 
high  incidence  of  the  isolation  of  the  strepto¬ 
coccus  from  the  blood  following  injection  of  the 
chorea  strains  was  associated  with  a  high  inci¬ 
dence  of  lesions  of  the  heart  valves  and  myo- 


TABLE  I 

PERCENTAGE  INCIDENCE  OF  SYMPTOMS  AND  MORTALITY  FOLLOWING  INTRACEREBRAL 
INOCULATION  OF  THE  STREPTOCOCCUS 


Strepto- 


Source  of  strain 

coccus 

fioni 

C  '0 

3  o 

W  W 

Cases 

Animals 

injected 

Mortality, 
per  cent 

Muscular 
spasms, 
per  cent 

Nystagmus, 

per  cent 

Rhythmic 

movements, 

per  cent 

Tic-like 

movements, 

per  cent 

Ataxia, 

per  cent 

Turning 

of  head, 

per  cent 

Tremor, 

per  cent 

Hyperpnea, 

IJer  cent 

Paralysis, 

per  cent 

Lethargy, 

per  cent 

Parkinsonian  encephalitis 

88 

6 

5 

16 

94 

6 

6 

19 

6 

|69| 

6 

|75| 

6 

13 

0 

Myoclonic  encephalitis 

71 

0 

2 

7 

100 

|86| 

0 

0 

0 

14 

0 

!86I 

43 

0 

0 

Respiratory  arrhythmia 

71 

0 

2 

7 

71 

0 

0 

0 

0 

43 

14 

29 

1861 

14 

0 

Spasmodic  torticollis 

63 

13 

4 

8 

50 

0 

25 

13 

|63 

88 

38| 

13 

13 

13 

0 

Chorea 

69 

31 

3 

26 

85 

12 

8 

!54 

12 

691 

8 

38 

4 

4 

0 

of  certain  symptoms  in  the  animals  corresponds 
suggestively  to  that  of  the  main  symptoms  in  the 
patients  from  whom  the  material  was  obtained. 
Thus  in  the  Parkinsonian  group,  tremor  which 
was  often  marked  was  a  prominent  symptom  in 
75  per  cent,  and  ataxia  in  69  per  cent  of  the  six¬ 
teen  animals  injected,  muscular  spasms  occurred 
in  only  one  (6  per  cent),  whereas  in  the  myo¬ 
clonic  group  muscular  spasms  occurred  in  86  per 
cent  and  tremor  in  86  per  cent  of  the  animals 
injected.  By  far  the  most  striking  symptom  in 
the  respiratory  arrhythmia  group  was  an  undue 
disturbance  of  the  respiratory  center  hyperpnea 
being  noted  in  86  per  cent  of  the  seven  animals 
injected,  an  incidence  much  higher  than  in  any 
of  the  other  groups.  Tic-like  movements,  espec¬ 
ially  of  the  head  (63  per  cent),  ataxia  (88  per 
cent),  and  turning  of  the  head  (38  per  cent) 
were  the  prominent  symptoms  in  the  animals  in¬ 
jected  with  material  from  four  cases  of  spas¬ 
modic  torticollis.  The  relatively  high  incidence 
(25  per  cent)  of  nystagmus  in  this  group  is  also 
noteworthy.  The  experiments  with  the  three 
strains  from  acute  chorea  were  most  striking. 
Rhythmic,  often  choreiform  movements  occurred 
in  54  per  cent  and  ataxia  in  69  per  cent  of  the 
twenty-six  animals  injected. 

The  mortality  rate  in  the  different  groups 


cardium,  which  is  in  sharp  contrast  to  results 
following  injection  of  the  other  strains  in  which 
heart  lesions  rarely  occur.  The  difference  in  the 
behavior  of  the  encephalitis  and  chorea  strains 
was  also  noted  following  intravenous  injection. 
Endocarditis,  resembling  that  noted  clinically  in 
chorea,  developed,  and  myocardial  lesions  re¬ 
sembling  Aschoff  bodies  in  which  the  strepto¬ 
coccus  was  fouild  were  demonstrated  microscop¬ 
ically  following  inoculation  of  the  chorea  strains, 
whereas  following  injection  of  the  streptococcus 
from  encephalitis  and  allied  conditions  in  which 
endocarditis  does  not  occur,  lesions  of  the  heart 
were  extremely  rare. 

Sections  of  the  brain  and  cord  were  made  in 
thirty-seven  rabbits  in  the  new  series.  Of  these 
twenty-five  were  injected  five  days  or  less  before 
death ;  none  showed  lesions  resembling  the  spon¬ 
taneous  encephalitis.  Seven  rabbits  showed  a 
varying  degree  of  leukocytic  and  round-cell  in¬ 
filtration,  the  former  usually  predominating.  The 
remaining  twelve  were  injected  six  or  more  days 
before  death  with  material  containing  the  strep¬ 
tococcus.  Of  these  eleven  (92  per  cent)  revealed 
perivascular  infiltration,  chiefly  by  round  cells, 
resembling  that  of  encephalitis  in  man.  Diplo- 
cocci,  sometimes  in  short  chains,  were  demon¬ 
strated  in  the  lesions  in  most  instances,  but  not 
in  the  tissues  free  from  lesions. 
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The  cellular  infiltration  was  much  alike  in  the 
animals  injected  with  the  streptococcus  from  the 
different  groups,  but  the  location  of  the  lesions 
differed  greatly.  The  basal  ganglia  were  most 
markedly  involved  in  the  Parkinsonian  type  of 
encephalitis  and  in  spasmodic  torticollis.  The 
meninges  over  the  cerebral  cortex,  the  cortical 
and  subcortical  regions  were  markedly  involved  in 
cases  of  myoclonic  encephalitis  and  in  chorea, 
while  the  anterior  aspect  of  the  medulla  was 
most  affected  in  the  respiratory  arrhythymia 
group. 

My  previous  results  as  regards  both  character¬ 
istic  symptoms  and  lesions  were  again  obtained. 
The  nasopharynx  and  other  infection  atria,  such 
as  tonsils  and  teeth  in  cases  of  ancephalitis  and  al¬ 
lied  conditions,  commonly  harbor  a  streptococcus 
having  peculiar  neurotrophic  properties,  even  long 
after  onset  in  patients  in  whom  the  symptoms 
have  been  progressive,  but  not  in  well  persons 
who  have  not  been  in  contact  with  the  disease. 
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nor  inj  the  absence  of  epidemic  encephalitis  in 
the  community. 

The  organism,  contrary  to  current  conceptions, 
has  been  consistently  demonstrated  in  the  lesions 
in  the  brain  in  fatal  cases  of  acute  encephalitis 
in  man  and  in  lesions  produced  experimentally  in 
animals,  and  proved  absent  remote  from  the  le¬ 
sions.  The  organism  varies  greatly  in  size  and 
shape  and  has  been  repeatedly  isolated  from  fil¬ 
trates  of  nasopharyngeal  washings  and  of  emul¬ 
sions  of  the  brain  in  fatal  cases  and  of  animals 
in  which  the  disease  was  induced  experimentally. 
The  respective  strains  have  similar  antigenic  and 
immunologic  properties,  and  specific  agglutinins 
have  been  demonstrated  in  the  blood  of  patients 
recovering  from  acute  attacks.  The  requirements 
for  causal  relationship  of  the  streptococcus  in 
question  to  the  diseases  studied  would  seem  to 
be  fulfilled,  and  a  rational  basis  for  preventive 
and  specific  therapeutic  procedures  in  a  most  de¬ 
plorable  group  of  diseases  is  at  hand. 


PEDIATRIC  CLINIC* 


Cases  I,  II,  and  III :  Rickets 

Case  I. — These  patients  exhibit  trouble  with 
which  you  are  all  familiar.  It  is  rickets.  We 
have  here  a  baby  sixteen  months  old,  which  was 
breast  fed  for  only  a  few  days.  Then  the  mother 
did  not  have  enough  milk,  and  the  baby  was  put 
on  cow’s  milk  and  was  kept  exclusively  on  cow’s 
milk  up  to  the  ninth  month.  It  then  began  to 
have  cereals.  The  child  is  now  sixteen  months 
old,  but  gets  practically  nothing  but  cow’s  milk 
and  very  little  solid  food. 

The  child  has  bronchitis,  but  you  can  see  the 
contour  of  the  head  and  its  peculiar  malforma¬ 
tion, — the  asymmetry  of  the  face,  the  head  not 
excessively  large,  the  fontanel  still  quite  open, 
being  about  4  cm.  across  each  way.  The  baby 
has  eight  teeth,  and  there  is  a  definite  enlarge¬ 
ment  of  the  wrists  and  ankles.  There  are  a  very 
pronounced  rosary,  a  moderately  prominent  ab¬ 
domen,  and  an  umbilical  hernia.  These  are  all 
very  characteristic  evidences  of  rickets. 

The  muscle  tone  is  soft,  and  the  skin  is  moist. 


♦Pre.spnted  at  the  Forty-first  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association,  Mitchell,  S.  D., 
May  21-22,  1924. 


The  tissues  give  the  impression  of  being  hy¬ 
drated  and  lacking  in  mineral  substance. 

We  have  here,  then,  in  this  child  of  sixteen 
months  very  definite  typical  evidence  of  rickets, 
— the  unclosed  fontanel,  the  formation  of  the 
chest,  the  rosary,  and  the  umbilical  hernia.  The 
child  has  not  attempted  to  walk  and  does  not 
creep.  It  has  a  fair  number  of  teeth.  This  is 
the  only  favorable  thing  about  its  condition. 

Case  II. — This  baby  is  one  year  old.  The 
birth  was  normal,  and  it  was  breast  fed  up  to 
nine  months.  Since  then  the  mother  has  been 
giving  cow’s  milk  but  no  solid  food.  This  chikl 
had  convulsions  at  the  sixth  month,  and  they 
have  continued  on  an  average  of  once  every  two 
weeks,  occurring  apparently  out  of  a  clear  sky, 
without  any  connection  with  any  disease,  except 
the  first  time.  The  first  convulsive  seizure  oc¬ 
curred  during  some  acute  febrile  disturbance, 
but  since  then  there  has  been  no  connection  with 
any  disorder. 

There  is  in  this  case  some  evidence  of  rachitic 
manifestations,  but  not  as  much  as  in  the  first 
patient  I  showed  you.  The  head  is  not  enlarged 
and  the  fontanel  is  nearly  closed.  He  has  four 
teeth,  very  slight  enlargement  of  the  wrist  and 
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ankle  bones,  a  rather  prominent  abdomen,  a  very 
moderate  but  quite  definite  rosary,  and  a  slight 
tendency  to  umbilical  hernia. 

The  tissue  tone  is  much  better  than  in  the  first 
case.  The  tissue  is  not  so  hydrated,  there  is  ap¬ 
parently  more  mineral  substance,  and  the  tissues 
in  every  way  are  in  much  better  shape  in  this 
child  than  in  the  other,  but  remember  the  con¬ 
vulsions. 

Case  III. — Here  we  have  the  most  extreme 
type  of  rachitic  manifestations.  This  is  really 
a  case  of  osteomalacia.  This  condition  is  con¬ 
genital,  existing  from  birth.  It  does  not  always 
deform  as  badly  as  is  the  case  in  this  child,  but 
here  the  condition  has  existed  since  birth.  There 
is  an  extreme  deformity  of  all  the  long  bones  and 
of  the  chest  and  back.  The  head  is  rather  large, 
and  the  fontanel  is  now  closed.  This  child  is 
six  years  old.  There  is  extreme  retardation  of 
growth  in  every  way.  There  is  complete  absence 
of  all  muscular  tone,  and  there  is  complete  de¬ 
mineralization.  This  is  the  most  extreme  type 
of  rickets  that  you  will  see,  the  condition  known 
as  osteomalacia. 

This  child  has  had  at  least  one  fracture.  In 
the  A'-ray  plates  you  can  observe  the  extreme 
fragility  of  the  bones,  and  here  (indicating)  is 
an  old  fracture.  These  patients  often  have  as 
many  as  two  dozen  fractures  in  their  long  bones ; 
the  least  injury  is  liable  to  cause  tbem. 

Treatment:  As  to  treatment  of  these  cases,  I 
first  want  to  make  a  differential  diagnosis  in  the 
second  child.  There  are  not  very  definite  rachitic 
symptoms.  It  has  the  symptoms  of  convulsions 
which  began  at  the  sixth  month.  The  question 
is.  Are  we  dealing  here  with  another  condition 
associated  with  the  rickets?  As  you  all  know, 
the  disorder  that  is  commonly  associated  with 
rickets,  and  that  has  a  similar  underlying  meta¬ 
bolic  disturbance,  is  tetany,  both  having  primarily 
disturbance  of  calcium  metabolism.  The  ques¬ 
tion  is.  Is  this  baby  a  spasmophilic  along  with 
the  rickets?  The  two  conditions  are  very  com¬ 
monly  associated,  and,  if  we  find  one,  we  should 
always  look  for  the  other. 

Ihis  child  has  practically  none  of  the  spas¬ 
mophilic  phenomena,  except  the  convulsions.  It 
does  not  have  the  peculiar  reaction  in  the  cheek, — 
the  Chvostek  phenomenon.  I  cannot  take  the 
electrical  reactions  in  this  child  to  determine  the 
so-called  Erb’s  phenomenon.  It  is  necessary  to 
have  a  special  apparatus  for  this  test. 

Erb’s  phenomenon  is  the  absolutely  final  test 
as  to  whether  one  is  dealing  with  spasmophilia 
or  the  other  convulsive  disorders  of  children. 
There  are  only  two  non-febrile  convulsive  dis¬ 


orders  in  children,  spasmophilia  and  epilepsy. 
This  baby  has  no  Trousseau  phenomenon,  and 
I  see  no  Chvostek  phenomenon.  The  convulsions 
occur  out  of  a  clear  sky,  and  the  baby  tends  to 
sleep  for  a  long  time  afterward.  The  condition 
probably  is  epilepsy.  There  is  a  history  that 
rather  confirms  this  opinion.  A  sister  of  the 
mother  is  definitely  epileptic,  and  there  is  prob¬ 
ably  iff  this  case  a  primary  epileptic  condition 
and  a  secondary  condition  of  rickets. 

It  will  be  interesting  to  know  whether  these 
convulsions  will  continue  through  the  summer 
months.  The  spasmophilic  convulsions  always 
tend  to  disappear,  or  become  less  marked,  during 
the  summer  months.  The  epileptic  convulsions 
know  no  time  or  reason:  they  come  on  night  or 
day  at  any  time  of  the  year.  We  have  no  definite 
knowledge  or  history  that  some  of  the  convulsions 
have  occurred  at  night,  but  we  know  they  have 
occurred  in  the  daytime.  These  convulsions  will 
probably  continue  to  occur  unless  we  can  influence 
them  by  treatment.  The  problem  here  would  be  to 
treat  the  rachitic  condition  and  to  treat  the  epi¬ 
lepsy.  This  can  be  accomplished  in  two  ways. 
The  most  improved  treatment  for  the  rachitic 
condition  in  a  child  of  this  age  is  to  give  a  diet 
sufficiently  abundant  in  minerals.  That  means 
green  vegetables,  with  fruit  mixed  with  cereals, 
and  toasted  breads.  The  child  should  be  given 
such  solid  food  constituents  three  time  a  day,  and 
should  have  a  fairly  liberal  milk  feeding.  We 
would  not  do  this  if  it  were  spasmophilia,  but  I 
am  quite  positive  that  we  are  dealing  with  epi¬ 
lepsy,  and  we  want  milk  for  the  calcium  content 
it  has.  A  dietary  high  in  minerals  is  good  in  all 
cases  of  rickets,  also  in  spasmophilia,  and  is  an 
excellent  thing  for  the  epileptic. 

I  would  give  the  child  some  calcium  bromide 
preparation,  giving  a  fairly  good-sized  dose  two 
or  three  times  a  day.  If  that  does  not  control 
the  convulsions  I  would  give  a  small  dose  of 
luminal  twice  a  day.  With  this  one  can  control 
almost  all  the  epileptic  phenomena,  varying  the 
dose  to  suit  the  case. 

The  diet  should  be  quite  salt- free.  I  would 
also  give  oil  of  phosphorus,  1  c.cm.  to  100  c.cm. 
of  cod  liver  oil.  This  is  an  excellent  remedy. 
This  child  needs  it  for  the  rickets,  for  the  epi¬ 
lepsy,  and,  if  it  had  spasmophilia,  it  would  be 
good  for  that.  The  child  otherwise  seems  to  be 
in  good  condition.  It  has  a  good  color,  is  not 
anemic,  and  would  not  require  heliotherapy.  It 
has  only  moderate  manifestations  of  rickets.  The 
treatment  of  the  underlying  condition  is  the  prob¬ 
lem  here. 

The  first  child  is  more  definitely  rachitic.  It  is 
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hydrated,  has  poorly  mineralized  bones  with  a 
very  moderate  calcium  content,  and  the  bones 
are  much  deformed.  Here  I  would  advise,  first 
of  all,  a  radical  change  in  the  diet.  I  would 
limit  the  intake  of  milk  to  probably  a  pint  and  a 
half  a  day.  I  would  place  this  child  on  a  diet 
containing  minerals  and  vitamins.  This  means 
preferably  the  fresh  green  leafy  vegetables. 
They  should  be  very  finely  divided.  It  should 
be  given  a  liberal  feeding  of  cereals  three  times 
a  day.  The  child  should  also  have  a  liberal  feed¬ 
ing  of  vegetables  three  times  a  day,  a  tablespoon¬ 
ful  of  the  mashed  vegetables,  and  then  a  pint 
and  a  half  of  milk.  In  addition  I  would  give 
this  child  a  teaspoonful  of  the  preparation  I 
mentioned,  the  })hosj)horized  cod  liver  oil.  It  is 
an  excellent  remedy  for  rickets. 

This  patient  also  requires  heliotherapy.  I 
usually  expose  the  entire  body  for  five  minutes 
over  the  back  and  front,  and  very  soon  extend 
the  time  of  exposure  to  fifteen  minutes,  so  that 
they  have  half  an  hour  morning  and  afternoon. 
These  three  things, — the  proper  diet,  the  phos- 
phorized  cod  liver  oil,  and  the  heliotherapy, — 
would  absolutely  control  this  condition  within 
a  short  time.  I  think  that  within  two  months 
the  baby  would  be  quite  dififerent,  that  it  would 
have  good  solid  tissue  and  be  a  very  lively  baby 
beginning  to  walk.  There  would  be  regression 
of  all  the  deformities,  and  the  child  could  be 
brought  back  nearly  to  normal. 

In  tbe  third  child  the  condition  is  undoubtedly 
congenital.  There  is  something  that  mysteriously 
afifects  this  child  so  that  there  is  almost  complete 
loss  of  phosphorus,  magnesium,  and  calcium. 
Wdiat  can  be  done  for  a  case  like  this?  So  far 
as  I  know  only  the  things  I  mentioned  for  the 
ether  two  children,  especially  the  second  child, 
most  rigidly  carried  out  and  possibly  intensified. 
The  child  is  six  years  old.  With  such  marked 
retardation  in  growth  I  would  not  feel  very 
ho])eful  that  the  child  could  be  In'ought  back,  as 
can  the  first  child. 

A  great  deal  can  be  done  for  the  child,  how¬ 
ever.  Its  diet  is  very  inadequate.  The  mother 
nursed  the  baby  for  a  year  and  is  giving  it  now' 
an  unusually  large  quantity  of  milk.  When  one 
gives  a  baby  like  this  such  large  quantities  of 
milk  twm  things  that  are  not  good  are  done.  In 
the  first  place,  the  desire  for  other  food  is  dis¬ 
placed.  In  the  second  place,  milk — wonderful 
as  it  is — does  not  contain  enough  calcium,  not 
enough  phosphorus,  or  enough  iron  for  a  child 
of  this  age.  It  is  entirely  inadequate  and  pro¬ 
duces  a  marked  constipation.  What  is  the  thing 
you  must  do?  You  must  produce  the  necessary 


mineral  in  the  tissue.  There  is  no  muscular  tone, 
no  hydration  of  the  tissue,  no  enzyme  function. 
This  all  depends  upon  the  metabolic  action  of 
phosphorus  or  the  action  of  calcium.  This  baby 
has  not  got  these  minerals,  and  its  diet  in¬ 
adequately  supplies  them.  I  do  not  know  how 
much  change  can  be  brought  about.  I  would 
not  be  too  hopeful,  but  the  thing  that  should  be 
done  is  to  put  the  baby  on  the  follow'ing  regime. 
Intensive  heliotherapy,  intensive  phosphorized 
cod  liver  oil  therapy,  and  a  diet  especially  ade¬ 
quate  in  all  the  minerals  should  be  the  treatment, 
but  how  successful  it  would  be  I  cannot  say. 

Case  IV :  Acute  Purulent  Meningitis 
This  baby  has  a  history  of  scarlet  fever  and  of 
an  ear  complication  for  five  weeks  following  the 
attack.  There  has  been  a  discharging  ear  for 
four  w'eeks.  When  it  came  into  the  hospital  it 
had  a  large  red  swelling  back  of  the  ear,  evidently 
due  to  mastoid  inflammation.  On  the  fifth  of 
May  a  mastoid  operation  was  performed.  You 
can  see  the  baby  in  a  position  with  the  head  ex¬ 
tremely  thrown  back,  the  opisthotonos  position. 
The  baby  has  a  Kernig  phenomenon,  some  spas¬ 
ticity  about  the  extremities,  the  pupils  are  widely 
dilated,  and  there  is  every  indication  of  the  fa¬ 
miliar  picture  of  acute  purulent  meningitis.  Lum¬ 
bar  puncture  revealed  a  cell  count  of  1,250. 
There  is  only  one  of  three  things  that  this  could 
be,  either  pneumococcic  meningitis,  epidemic 
meningitis,  or  encephalitis.  The  condition  of  the 
fluid  would  have  ruled  out  the  tuberculous  men¬ 
ingitis,  the  epidemic  meningitis  and  encephalitis. 
We  have  here  a  case  of  pneumococcic  meningitis. 

You  all  know  the  prognosis.  There  is  no  treat¬ 
ment  to  speak  of  here,  and  it  is  only  a  question 
of  keeping  the  child  as  comfortable  as  possible. 
Massive  doses  of  chloral  hydrate  can  be  given 
to  keep  the  child  comfortable.  > 

Cases  V,  VI,  VH,  and  VIII :  Idiocy  W 
This  first  child  is  rather  poorly  developed,  with 
some  fragile  condition  of  the  extremities,  very 
soft  muscular  tone,  a  peculiar  feel  to  the  mus¬ 
cular  tissue — a  doughy  feeling,  as  though  there 
was  edema.  This  child  is  twm  years  and  nine 
months  old,  and  you  can  notice  the  peculiar  psy¬ 
chic  conditions.  The  head  is  a  little  small,  and 
the  fontanel  is  entirely  closed.  The  child  has  a 
very  good  set  of  teeth,  and  there  is  not  much 
decay  or  erosion.  The  extremities  are  very 
slender,  and  the  child  has  never  attempted  to 
walk.  The  upper  part  of  the  body  is  better  de¬ 
veloped  for  all  the  activity  in  this  case  is  above 
the  pelvis.  There  is  no  congenital  disorder  and 
no  history  of  any  constitutional  disorder.  There 
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is  in  the  family  no  history  of  mental  disturbance 
of  any  kind.  The  father  and  mother  are  both 
well.  There  is  no  epilepsy,  but  they  are  rather 
young.  The  mother  was  not  quite  eighteen  when 
the  baby  was  born,  and  the  father  was  just 
eighteen.  The  age  of  the  parents  is  probably 
unimportant  in  this  case.  The  only  factor  of 
importance  Js  that  the  parents  are  first  cousins. 
The  father  is  very  temperate.  He  uses  no  al¬ 
cohol  and  shows  no  elements  of  degeneracy. 

Of  course,  what  we  have  here  is  straight  men¬ 
tal  deficiency,  with  a  faii'ly  high  degree  of  idiocy. 
The  prognosis  is  not  very  hopeful,  but  the  child 
will  probably  improve  somewhat.  The  nutrition 
is  not  good.  The  food  has  not  been  of  the  best, 
and  the  child  probably  has  had  too  much  milk. 
These  children  usually  take  milk  very  readily, 
and  the  parents  give  this,  although  this  mother 
is  giving  some  solid  food. 

You  will  always  have  this  experience  in  cases 
of  idiocy.  If  they  are  fed  in  a  way  that  will 
mineralize  their  tissues  to  the  highest  degree  pos¬ 
sible,  if  their  physical  condition  is  improved  90 
per  cent,  their  mental  condition  will  be  improved 
at  least  50  per  cent.  This  child  can  be  gotten 
into  such  a  condition  that  it  will  take  care  of 
itself  and  attend  to  its  own  personal  wants.  The 
thing  to  do,  if  we  are  to  do  anything  at  all,  is  to 
feed  the  child  properly.  It  must  have  minerals. 
In  this  case  I  would  advise  solid  food.  These 
children  will  take  solid  foods  quite  well  if  they 
are  once  taught  how.  They  will  swallow  it  well. 
I  would  also  advise  phosphorized  cod  liver  oil 
for  this  child.  By  some  of  these  measures  we 
will  improve  the  mental  condition  and  the  child 
will  not  be  a  hopeless  idiot. 

Case  VI. — This  little  baby  is  ten  months  old. 
There  is  a  history  of  a  difficult  labor  with  forceps 
delivery  and  possibly  a  birth  injury.  The  baby 
developed  convulsions  shortly  after  birth,  and 
these  continued  for  four  days,  the  convulsions 
beginning  thirty  hours  after  delivery.  The  blood 
coagulation  time  was  not  taken,  but  that  was 
about  the  time  that  intracranial  hemorrhages 
might  have  occurred  in  this  case.  There  is  a 
definite  suspicion  that  the  convulsions  followed 
intracranial  hemorrhage  as  the  result  of  a  birth 
injury.  No  convulsions  have  occurred  since 
then.  The  father  and  mother  both  have  negative 
Wassermann  reactions,  and  there  is  not  a  single 
instance  in  the  families  of  any  history  of  mental 
deficiency.  The  parents  have  exemplary  habits. 
There  is  no  history  of  epilepsy.  The  baby  is  on 
breast  feeding  at  present,  with  other  food. 

The  baby  is  not  well  developed.  The  muscular 
tissue  is  rather  soft,  the  skin  is  moist,  the  de¬ 


velopment  of  the  body  is  symmetrical,  the  hands 
and  feet  are  quite  normal,  but  there  is  a  peculiar 
condition  about  the  head.  You  notice  how  the 
baby  falls  forward.  There  is  an  inability  to  hold 
itself  up  at  ten  months,  indicating  poor  muscular 
tone  and  inability  to  hold  up  the  spine.  It  is  in¬ 
telligent,  notices  things  around  it  and  apparently 
takes  an  interest  in  things.  It  has  a  peculiar 
condition  about  the  spine,  a  tendency  to  roll  out, 
not  to  be  completely  curved  and  well  formed. 
That  is  the  only  indication  of  some  possible  con¬ 
genital  disturbance.  The  fontanel  is  completely 
closed.  The  baby  has  been  kept  in  a  position  on 
the  right  side  with  the  head  turned  to  the  left. 
There  is  marked  internal  strabismus.  There  is 
no  congenital  heart  lesion. 

The  question  arises.  Has  this  baby  any  mental 
defect  or  is  the  baby  an  epileptic?  I  do  not  think 
it  is  an  epileptic.  I  think  we  have  here  a  case 
of  convulsions  definitely  due  to  birth  injury.  If 
there  is  any  mental  deficiency  it  is  of  such  a  na¬ 
ture  that  proper  treatment  will  entirely  relieve 
the  condition.  This  baby  needs  a  complete  change 
in  its  food,  first  of  all.  It  needs  to  have  more 
minerals  in  its  tissue.  It  is  beginning  to  show 
certain  evidences  of  rachitic  formation.  It  has 
a  slight  rosary,  and  the  tissues  are  entirely  too 
soft,  but  the  condition  is  not  so  bad  as  that  of  the 
other  little  fellow  I  just  showed  you.  This  child 
has  fairly  good  resiliency  to  the  tissues,  but  not 
enough. 

I  would  advise  a  change  of  diet  and  would  give 
enough  minerals  in  the  way  of  leafy  vegetables, 
cereals  with  fruit,  a  milk  mixture  not  too  strong, 
probably  not  stronger  than  two-thirds  milk  and 
some  diluent  with  an  adequate  amount  of  sugar. 
We  should  avoid  constipation  and  should  by  all 
means  avoid  diarrhea.  I  would  want  a  firm  stool 
in  this  case.  The  child  should  also  have  phos¬ 
phorized  cod  liver  oil,  and  heliotherapy  to  a  mod¬ 
erate  extent. 

As  the  child  grows  older  there  should  be  cor¬ 
rection  of  the  squint,  probably  by  glasses,  and 
by  keeping  the  child  off  of  its  back  as  much  as 
possible  the  deformity  about  the  head  will  be 
overcome.  With  the  above  treatment  fine  mus¬ 
cular  tissue  will  develop,  and  everything  that 
seems  to  suggest  a  slight  mental  deficiency  will 
probably  disappear.  I  think  a  good  prognosis 
can  be  given  in  this  case.  If  there  is 
phase  it  probably  will  disappear  entii 

Case  VH  :  Cretinism 

This  is  an  extremely  interesting  case.  The 
little  girl  is  now  ten  years  old.  There  is  a  his¬ 
tory  of  normal  delivery,  the  child  was  breast  fed 
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and  has  had  practically  no  illnesses  except  mea¬ 
sles.  She  has  walked  during  the  last  four  years. 
She  has  had  diphtheria  and  quite  marked  con¬ 
stipation.  The  family  history  is  negative.  The 
mother  has  had  five  normal  children  and  two 
miscarriages. 

As  you  can  see,  the  child  has  massive  develop¬ 
ment  in  breadth  but  very  little  in  length  for  a 
child  of  her  age.  The  skin  is  extremely  dry,  the 
muscular  tone  is  not  very  good,  and  the  tissue 
feels  edematous — it  seems  to  be  almost  hydrated. 
You  can  notice  the  broad  face,  the  large  square 
head ;  the  fontanels  are  closed ;  the  hair  is  rather 
abundant  but  very  coarse.  The  nose  is  very 
broad ;  the  eyes  set  in  rather  straight.  This 
child  is  a  little  more  happy  than  this  type  of 
case  usually  is.  Please  notice  the  teeth.  They 
are  very  large  and  flat  and  very  far  apart. 
The  tongue  is  smooth,  not  deeply  fissured,  not 
very  thick.  You  notice  the  character  of  the 
voice.  It  is  rather  coarse,  and  deep  in  tone  when 
she  speaks  or  occasionally  grunts.  It  is  the 
adult  type  of  voice. 

There  is  nothing  abnormal  about  the  heart. 
There  is  a  moderate  umbilical  hernia,  the  geni¬ 
talia  are  very  small,  very  inadequately  formed, 
the  feet  are  rather  thick  and  pudgy,  there  is  a 
coarse  condition  of  the  nails  and  a  very  massive, 
heavy,  unnatural  thickness  of  the  feet.  There  is 
also  a  square  condition  of  the  fingers,  but  no 
hypermobility  of  the  joints. 

This  is  a  classical  example  of  the  condition 
known  as  cretinism.  It  is  commonly  mistaken  for 
the  condition  we  have  in  the  next  child. 


Case  VIII :  Mongolism 

You  can  notice  the  difference  in  the  mental 
reaction  of  these  two  children.  You  can  see  the 
heavy,  stolid  appearance  of  the  little  girl’s  face 
and  the  quick,  alert  appearance  of  this  child.  He 
is  very  fast,  very  quick,  and  impulsive,  and  you 
can  notice  a  peculiar  physiognomy,  also  the 
peculiar  slant  of  the  eyes,  the  so-called  Mongo¬ 
lian  slant.  The  lower  jaw  is  protruded  beyond 
the  upper,  and  the  lower  teeth  override  the 
upper.  The  teeth  of  this  child  are  fully  devel¬ 
oped  and  very  small  as  compared  with  those  of 
the  other  child.  They  are  somewhat  decayed, 
but  he  has  a  very  complete  set  of  teeth.  The 
other  child,  you  will  remember,  has  the  very 
wide,  flat  teeth,  widely  placed.  This  child’s 
tongue  is  very  red  and  deeply  fissured,  the  so- 
called  “beef”  tongue.  This  little  fellow  tends  to 
manipulate  the  lower  jaw  a  great  deal.  The  de¬ 
velopment  of  this  child  is  entirely  different  from 
the  other.  The  hair  is  fine,  smooth,  and  almost 


silky  as  compared  with  the  other  child’s  hair, 
which  is  very  coarse  in  texture.  There  is  a  nor¬ 
mal  consistency  about  the  hair.  In  this  child  the 
bones  are  rather  small.  This  boy  has  a  better 
formed  ear  than  usually  is  seen  in  this  condition. 
The  development  of  the  body  is  quite  symme¬ 
trical.  The  hands  and  fingers  are  much  more 
slender  than  in  the  little  girl.  The  nails  are  well 
developed,  but  there  is  a  very  marked  flexibility 
and  hypermobility  of  the  extremities.  You  can 
observe  how  we  can  take  the  fingers  and  bend 
them  backward,  practically  a  double- jointed  con¬ 
dition.  There  is  no  heart  condition  in  this  case, 
but  in  many  instances  these  patients  have  con¬ 
genital  heart  lesions.  There  is  no  congenital  her¬ 
nia  here,  although  that  also  occurs  in  many  cases. 
The  genital  development  in  this  case  is  quite 
complete,  the  testicles  are  well  down,  and  the 
penis  is  well  formed.  The  tissue  does  not  have 
a  doughy  feeling,  but  is  moist  to  the  touch. 

In  this  case  the  hair  is  fine,  in  the  other  coarse. 
The  tongue  is  very  grossly  fissured  in  this  case, 
very  smooth  in  the  other.  The  teeth  are  of  the 
canine  type  with  the  lower  jaw  always  protruded 
beyond  the  upper,  slanting  up  a  good  deal,  while 
in  the  other  case  the  lower  jaw  is  rather  reced¬ 
ing.  In  the  first  child  everything  tends  to  massive 
development.  She  is  unusually  happy  this  morn¬ 
ing  but  generally  is  not  so.  The  patient  has  been 
under  treatment  for  some  months  and  is  improv- 
ing. 

The  boy  is  quite  a  favorable  type  of  Mongol, 
and  is  better  behaved  than  they  ordinarily  are. 
You  notice  how  interested  he  is,  how  quickly  he 
sees  everything  that  is  going  on.  The  condition 
of  the  ear-formation  in  the  two  cases  differs. 
The  development  of  the  trunk  is  very  different, 
the  thin  slender  type  in  this  one  and  the  thick, 
heavy  type  of  the  first  child.  The  same  thing  is 
shown  in  the  lower  extremities.  In  the  Mongol 
they  are  symmetrical  and  are  rather  stocky  in  the 
cretin.  The  psychic  reactions  are  very  different 
in  both  children.  In  the  cretin  there  is  a  very 
heavy,  stolid,  massive  mental  phase,  as  if  the 
cares  of  the  world  rested  upon  him.  The  Mongol 
is  the  other  way,  always  rather  excitable,  and 
when  they  cry  or  laugh  they  do  it  very  thor¬ 
oughly  and  everything  they  do  is  done  in  a  quick, 
impulsive  manner. 

We  have  here  two  entirely  different  conditions. 
In  the  one  a  disturbance  of  the  thyroid  and  duct¬ 
less  glands,  and  in  this  child  a  congenital  condi¬ 
tion  which  is  not  quite  so  well  understood.  We 
may  have  disturbance  of  the  ductless  glands 
in  this  case  too,  but  usually  not  of  the  thyroid. 

The  prognosis  in  the  two  cases  is  entirely  dif- 
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ferent.  Strangely  enough,  a  mistake  is  often 
made  in  the  diagnosis.  The  first  child  was  diag¬ 
nosed  as  a  Mongolian  idiot  by  three  or  four  dif¬ 
ferent  men,  but  I  am  sure  it  is  not  a  Mongol. 
The  cretin  is  quite  rare.  The  Mongolian  type  of 
idiocy  is  quite  common.  The  cretin  is  often  mis¬ 
taken  for  the  Mongol,  but  he  really  should  not 
be.  The  two  conditions  are  so  different.  There 
is  not  a  single  phase  that  the  two  conditions  have 
in  common,  except  a  marked  tendency  to  con¬ 
stipation.  In  every  other  way  they  are  different. 
The  condition  of  the  hair,  face,  skin,  their  psy¬ 
chic  reactions,  their  bone  development,  and  the 
muscles  and  tissues  are  entirely  different  in  the 
Mongol  and  the  cretin.  Here  we  have  the  rare 
op])ortunity  of  seeing  the  two  conditions  side  by 
side. 

As  to  the  treatment ;  In  the  cretin  there  is  only 
one  treatment, — the  use  of  thyroid  gland  ex¬ 
tracts.  This  child  is  getting  thyroid  gland  ther¬ 
apy,  but  not  enough.  She  should  have  thyroid 
extract  in  as  large  a  dose  as  the  metabolism  will 
])ermit.  Their  energy  metabolism  is  always  be¬ 
low  normal.  You  can  supply  the  deficiency  by 
giving  thyroid.  This  child  with  massive  treat¬ 
ment  with  thyroid  extract  will  recover  so  rapidly 
that  in  six  months  she  will  not  be  recognized  as 
the  same  child.  She  would  walk  on  the  stage, 
the  body  would  be  more  slender,  there  would  not 
l)e  so  much  of  the  peculiar  pachyderm  type  of 
tissue,  for  that  will  entirely  disappear,  and  prac¬ 
tically  every  abnormality  will  clear  up.  This 
child  can  be  made  practically  normal  by  the  use 
of  thyroid  therapy.  Other  measures  are  neces¬ 
sary,  too,  but  thyroid  extract  is  the  chief  therapy. 

For  the  little  Mongol  we  can  give  the  thyroid 
therapy,  but  if  we  find  the  basal  metabolism  rate 
high  it  is  well  not  to  push  the  thyroid  therapy 
because  the  child  will  get  too  thin.  It  often  helps 
the  constipation.  With  the  Mongol  it  is  a  ques¬ 
tion  of  feeding  and  giving  minerals  in  adequate 
amounts,  also  fats  and  abundant  proteids  to  give 
the  child  good  development  and  growth.  Re¬ 
member  that  if  you  improve  their  development 
and  growth  90  per  cent  the  mental  conditions 
these  children  show  will  improve  at  least  60  per 
cent. 

These  little  Mongols  are  very  interesting.  This 
child  will  always  remain  a  little  abnormal,  even 
with  the  most  intensive  treatment.  He  will  al¬ 
ways  have  the  peculiar  expression  and  he  will 
show  a  little  deficiency  in  regard  to  school  work. 
They  all  require  special  training  in  school  work, 
but  then  they  do  very  well.  They  are  the  high 
type  of  defective  child.  You  can  see  many  ex¬ 


amples  in  the  schools  for  the  feeble-minded. 
They  get  angry  very  easily  but  get  over  their 
fit  in  a  few  moments. 

Proper  diet,  phosphorized  cod  liver  oil  and 
heliotherapy  is  about  all  we  can  do,  plus  mod¬ 
erate  thyroid  gland  therapy  largely  given  to  pre¬ 
vent  the  constipation.  Many  of  the  abnormali¬ 
ties  in  this  Mongol  will  be  somewhat  permanent, 
and  we  cannot  hold  out  as  hopeful  a  prognosis 
as  we  can  for  the  cretin. 

Case  IX 

This  little  boy  is  four  years  old  and  is  sus¬ 
pected  of  being  a  cretin,  but  he  has  nothing  that 
compares  with  this  other  child.  Notice  the  nice, 
symmetrically  shaped  head  and  the  very  good 
features.  He  has  well-developed  hair,  fine,  of 
smooth  texture,  and  abundant  growth.  His  hair 
is  absolutely  normal.  He  has  a  splendid  set  of 
teeth,  very  close  together  and  no  decay  about 
them.  His  nose  is  a  little  bit  broad,  but  not  at 
all  like  the  other  child.  His  voice  is  not  deep, 
but  is  that  of  a  normal  child.  He  has  a  nice 
development  of  the  chest,  the  skin  is  moist,  and 
there  is  excellent  muscular  tone.  There  is  no 
umbilical  hernia,  no  dryness  of  the  skin ;  there 
is  excellent  genital  development,  the  testicles  are 
both  down,  and  he  has  a  well-developed  penis. 
The  extremities  are  well  formed,  and  there  is 
excellent  psychic  reaction.  He  knows  what  he 
wants  and  shows  it  in  a  very  intense  manner. 
This  child  is  not  a  cretin  and  certainly  not  a 
Mongol.  I  do  not  know  enough  about  the  psy¬ 
chic  reaction  to  say  whether  there  is  any  mental 
deficiency,  but  I  think  there  is  nothing  very 
marked.  He  is  probably  slightly  abnormal  and 
probably  needs  a  very  little  correction  of  diet 
and  some  slight  treatment. 

Case  X :  Eczema 

This  child  is  now  eight  months  old.  It  was 
breast  fed  for  four  months  and  is  now  being  fed 
entirely  on  goat’s  milk,  formerly  having  been 
fed  a  mixture  of  two-thirds  cow’s  milk  and  one- 
third  water  with  sugar.  Since  then  the  mother 
has  been  giving  goat’s  milk.  You  see  a  baby 
that  is  rather  overdeveloped,  that  has  a  quite 
abundant  tissue,  the  weight  is  probably  normal 
but  the  tissues  are  soft  and  flabby  an(l  there  is 
a  marked  eczematous  condition  on  the  body  and 
face,  the  weeping  type  of  eczema,  which  itches 
very  intensely. 

We  have  here  undoubtedly  an  organism  that 
has  something  wrong  with  its  water  balance,  the 
tissues  probably  tending  somewhat  to  hydration. 
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Then,  also,  an  organism  which  is  not  properly 
taking  care  of  its  mineral  balance,  and  an  organ¬ 
ism  that  is  extremely  allergic  to  different  forms 
of  protein  sensitization.  We  have  to  contend 
here  with  an  allergic  problem  and  also  wi'ong 
mineral  and  water  balance.  We  have  the  mani¬ 
festation  here  of  an  affection  that  is  very  com¬ 
mon  and  extremely  troublesome.  There  is  noth¬ 
ing  abnormal  about  the  development  of  the  child, 
and  there  are  no  acute  infectious  disorders  of 
any  kind.  As  a  matter  of  fact,  the  allergic  type 
of  organism  is  peculiarly  immune  to  bacterial  in¬ 
fections,  such  as  respiratory  infections,  probably 
on  account  of  a  very  high  degree  of  eosinophilia. 

How  should  these  children  be  fed?  We  do 
not  wish  to  hydrate  the  tissue.  It  is  notorious 
that  tissues  that  are  hydrated  are  sensitive  to 
all  sorts  of  local  infections,  and  the  second  thing 
is  that  it  tends  to  the  weeping  type  of  eczema. 
The  instant  any  abrasion  occurs  the  lymph  begins 
to  pour  out.  Consequently,  we  should  concen¬ 
trate  the  tissue.  We  can  do  this  by  giving  foods 
rich  in  minerals  and  of  low  carbohydrate  con¬ 
tent.  How  do  you  hydrate  the  tissue?  You 
hydrate  it  by  giving  high-salt  and  high-carbohy¬ 
drate  food. 

I  should  say  that  this  case  would  do  well  if 
we  gave  food  fairly  high  in  proteins,  low  in 
sugar,  and  low  in  salts,  such  as  lactic  acid  milk, 
or  the  protein  milk  very  low  in  salt  and  very 
low  in  sugar,  or  possibly  return  to  a  skimmed 
milk  mixture,  or  keep  in  on  the  goat’s  milk  in  a 
little  less  strength,  and  give  in  addition  solid 
food,  making  that  the  chief  element  in  the  diet. 
I  have  seen  very  excellent  results  follow  the  mo¬ 
ment  we  switch  over  to  the  solid  type  of  food. 
We  do  not  need  to  think  of  the  caloric  value  of 
the  food,  for  it  will  get  enough  calories.  I  would 
give  cereals  three  times  a  day,  a  tablespoonful  of 
fine,  mixed  vegetable  puree  and  toast  three  times 
a  day,  and  not  an  excessive  amount  of  milk. 
When  giving  the  solid  food  six  ounces  of  the 
milk,  and  when  not  giving  it  eight  ounces  of  milk 
three  times  a  day  would  be  enough. 

In  addition,  it  is  necessary  to  restrain  the  child 
from  scratching  so  that  it  will  not  injure  the 
skin  and  produce  infection.  It  never  should  be 
kept  too  warm,  but  should  be  kept  as  cool  as 
possible,  and  should  never  have  any  woolen  near 
the  body,  always  fine  silk  or  soft  cotton,  and 
very  little  clothing.  It  is  necessary  to  use  some 
local  treatment.  The  use  of  crude  tar  is  good. 

In  the  older  children,  and  in  this  case,  I  would 
never  omit  the  use  of  the  Schloss  allergic  tests. 
They  are  very  simple.  You  should  test  for  all 
conceivable  things  to  which  an  organism  might 


be  allergic,  and  then  avoid,  if  you  can,  anything 
to  which  the  child  gives  a  very  positive  reaction. 
If  it  should  happen  to  be  eggs,  milk,  or  meat, 
or  anything  of  that  kind,  or  something  like  cat’s 
hair,  change  the  child’s  diet  or  environment. 
While  these  tests  are  not  absolutely  sure  they 
are  of  great  value  and,  I  think,  have  some  sig¬ 
nificance  if  they  are  very  positive. 

There  is  another"  type  of  case  in  which  the 
child  is  thin,  the  muscle  tone  is  almost  gone, 
there  is  no  hydration  of  the  tissues,  and  some¬ 
times  the  most  intense  itching.  This  type  of  ec¬ 
zema  is  the  dry  type,  and  it  is  really  the  most 
difficult  to  treat.  They  are  frequently  allergic. 
Test  them  out  and  after  that  you  must  hydrate 
the  tissues,  mineralize  them,  and  establish  good 
water  balance. 

I  would  give  such  a  patient  cod  liver  oil  in 
liberal  doses,  and  I  would  aim  for  weight  in¬ 
crease,  not  by  carbohydrate  or  salt,  but  by  feed¬ 
ing  of  substances  containing  minerals.  They  do 
better  when  they  gain  weight.  / 

Case  XI :  Vomiting 

Here  is  a  baby  that  is  now  five  months  old  and 
weighs  a  little  more  than  twelve  pounds.  It  has 
never  had  breast  milk,  but  was  fed  Mellin’s  Food 
from  birth  until  very  recently,  and  into  the  Mel¬ 
lin’s  Food  the  mother  put  dextri-maltose.  You 
can  see  that  the  child  has  soft  muscle  tone.  The 
chest  formation  is  good,  the  abdomen  shows 
nothing  abnormal,  and  the  baby  has  a  bright  ex¬ 
pression.  The  bowel  movements  are  now  regular. 

The  principal  thing  the  baby  has  been  troubled 
with  has  been  the  development  of  gas,  no  gain  in 
weight,  and  a  tendency  to  vomit  its  food.  The 
baby  that  has  to  be  fed  artificially  from  birth  does 
best,  we  have  found  in  the  clinic  at  the  Univer¬ 
sity  Hospital,  on  one  of  three  things.  I  will  men¬ 
tion  the  best  one  first,  and  that  is  lactic-acid  milk 
as  devised  by  Dr.  Marriott,  of  St.  Louis.  Next 
to  that  is  Holland  buttermilk,  a  similar  prepara¬ 
tion  but  containing  more  sugar  and  starch ;  and, 
third,  some  diluted  milk  mixture.  Any  one  of 
these  three  food  mixtures  is  better  than  what  this 
baby  got.  The  Mellin’s  Food  is  a  milk  mixture 
containing  dextri-maltose.  I  will  say  that  Mel¬ 
lin’s  Food  is  quite  the  safest  thing  you  can 
use,  better  than  Horlick’s  Malted  Milk  or  con¬ 
densed  milk,  but  I  would  recommend  the  lactic- 
acid  milk  of  Marriott  or  Holland  buttermilk,  and, 
lastly,  dilutions  of  milk  in  one-third  up  to  one- 
half  strength  for  a  child  of  this  age. 

This  baby  is  now  being  fed  a  milk  mixture 
containing  hydrochloric  acid.  This  is  being  used 
not  extensively,  but  is  based  on  a  knowledge  that 
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we  had  gained  experimentally,  that  the  buffer 
value  of  cow’s  milk  is  what  makes  it  indigestible 
and  unattractive  to  the  stomach,  and  what  causes 
all  the  indigestibility  of  the  cow’s  milk.  Marriott 
has  brought  this  out  in  his  work.  If  you  acidify 
the  milk  this  is  overcome.  In  my  own  experience 
it  is  a  food  of  rather  limited  value,  and  I  rarely 
resort  to  it.  I  am  much  impressed  with  the  lactic- 
.acid  milk,  and  I  use  it  to  the  exclusion  of  every¬ 
thing  else  in  the  artificial  feeding  of  infants.  It 
is  peculiarly  acceptable  to  an  irritable  stomach 
where  a  tendency  to  vomiting  is  present,  as  in 
this  case.  This  baby  vomited  its  food,  but  other¬ 
wise  there  was  nothing  abnormal  about  it.  It  is 
not  a  pylorospasm.  Lactic-acid  milk  should  agree 
well  with  this  baby.  Sugar  can  be  added  to  it, 
even  to  20  per  cent,  but  I  hardly  think  so  much 
will  be  necessary  here,  certainly  not  if  the  baby 
is  doing  well.  These  babies  will  sometimes  gain 
as  much  as  100  grams  a  day,  but  I  would  be  con¬ 
tent  with  a  gain  of  40  to  60  grams.  Buttermilk 
would  not  be  so  good  in  this  case  on  account  of 
its  high  carbohydrate  content.  Cow’s  milk  is 
last  on  the  list. 

The  moment  this  baby  is  six  months  old  it 
should  be  put  on  solid  food. 

/  Case  XII :  Pylorospasm 

This  baby  is  nine  months  old,  and  there  is 
nothing  abnormal  about  the  history,  except  that 
from  the  fifth  month  it  has  been  vomiting  its 
food.  The  food  just  seemed  to  roll  out.  The 
mother  was  then  giving  a  milk  mixture,  and  all 
the  food  apparently  was  returned,  not  with  a  pro¬ 
jectile  form  of  vomiting,  but  just  spilling  out. 
One  peculiar  thing  about  the  baby  led  to  a  diag¬ 
nosis  which  we  do  not  ordinarily  make.  It  was 
observed  by  the  mother  that  it  assumed  a  peculiar 
motion,  with  the  head  sunk  down  in  the  neck  just 
before  the  vomiting  occurred.  It  also  sucked  its 
thumb  a  great  deal.  We  know  that  in  cases  of 
pylorospasm  we  must  avoid  the  sucking  reflex 
as  much  as  possible.  If  an  infant  sucks  on  the 
bottle  or  its  thumb  that  sometimes  tends  to  create 
a  whole  string  of  reflexes  which  reach  down  to 
the  stomach  and  cause  the  stomach  to  reject  the 
food.  The  stomach  will  bring  liquid  food  up 
very  easily,  whereas  the  solid  food  is  rejected 
with  difficulty. 

Our  whole  therapy  is  based  upon  this  physio¬ 
logical  fact.  In  periodic  vomiting  in  the  older 
children  it  is  well  to  remember  this  behavior  of 
the  stomach.  If  you  start  in  with  broth  after  the 
child  has  vomited  for  three  or  four  days  the  par¬ 
ents  will  call  you  up  and  tell  you  that  the  child 
has  started  to  vomit  again,  but  if  we  give  it  thick 


Cream  of  Wheat  pap,  with  sugar,  or  any  solid 
food  it  will  stay  down ;  not  a  bit  will  come  back. 

This  baby  had  the  peculiar  phenomenon  which 
I  have  described.  The  question  was  whether  it 
was  a  ])ylorospasm  or  a  pyloric  stenosis,  or  was 
the  child  a  ruminator.  I  have  not  observed  the 
baby  and  do  not  know  how  to  interpret  the  pe¬ 
culiar  phenomenon  described.  The  child  was 
treated  by  some  excellent  men  in  Minneapolis 
and  they  diagnosed  it  as  a  ruminator.  I  do  not 
wish  to  question  their  diagnosis,  but  I  know  that 
ruminators  are  very  rare.  I  have  seen  only  two 
cases  in  sixteen  years.  I  have  not  seen  the  con¬ 
dition  in  one  so  young  as  this  child,  but  I  saw 
it  in  a  child  of  three  who  persisted  in  it  until 
she  was  six,  just  as  she  was  going  to  shed  her 
deciduous  teeth  and  get  her  permanent  ones. 
This  child  was  so  bad  that  even  with  a  guard 
over  her  she  would  escape  in  some  way  and  get 
the  food  up  into  her  mouth  and  chew  her  food 
over  again.  It  was  a  disgusting  affair,  and  she 
comjfletely  denuded  her  teeth  of  all  enamel.  She 
got  into  very  poor  condition  and  was  pale  and 
emaciated.  This  is  just  one  of  those  inconceiva¬ 
ble  things  children  will  sometimes  do.  The  con¬ 
dition  is  difficult  to  correct.  I  tried  all  sorts  of 
things  with  the  child.  I  dieted  her,  giving  nothing 
but  solid  food,  and  I  tried  in  every  way  to  over¬ 
come  it,  tied  up  her  jaw  and  tried  every  form  of 
correction  and  punishment.  Then  suddenly,  as 
out  of  a  clear  sky,  she  stopped  it  and  is  now  a 
well-developed  girl  of  fifteen.  Such  cases  are 
exceedingly  rare. 

I  am  a  little  hit  dubious  about  the  correctness 
of  the  diagnosis  in  this  case.  Cases  of  pyloro¬ 
spasm  or  stenosis  are  quite  common.  In  a  case 
of  persistent  vomiting  we  always  hope  to  have 
a  pylorospasm,  and  not  a  stenosis,  to  deal  with, 
because  pyloric  stenosis  is  very  difificult  to  treat. 
A  case  of  pyloric  stenosis  should  be  brought  to 
operation  as  quickly  as  possible,  and  no  time 
should  be  wasted  in  trying  to  treat  it  otherwise. 
The  condition  in  pylorospasm  is  quite  different. 
We  can  accomplish  everything  by  feeding  and 
should  not  think  of  operation. 

The  treatment  in  this  case  was  the  one  usually 
given  a  baby  with  pylorospasm.  First,  the  lactic- 
acid  milk.  This  child  got  this  milk  by  tube, 
which  was  a  good  procedure  as  it  cut  out  the 
sucking  reflex.  The  moment  the  milk  stayed 
down  quite  well  an  attempt  was  made  to  feed 
solid  food.  I  should  have  been  inclined  to  at¬ 
tempt  that  from  the  beginning  along  with  the 
lactic-acid  milk.  I  should  have  given  the  lactic- 
acid  milk  one  time,  and  at  the  next  feeding  some 
solid  food  in  high  concentration,  preferably  the 
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cereals,  but  anything  in  the  way  of  solid  food, 
if  finely  enough  divided,  will  do.  One  should 
also  give  massive  doses  of  atropin.  Always  use 
atropin  in  any  abdominal  case  where  there  is 
vomiting  and  a  suspicion  of  pylorospasm  or  py¬ 
loric  stenosis.  Always  use  atrophin  up  to  the 
physiological  effect.  I  have  sometimes  used 
cocain  hydrochlorid,  but  it  is  not  as  useful  as 
atropin. 

This  baby  was  restrained  so  that  it  could  not 
make  the  movement  and  the  men  in  charge  were 
impressed  with  the  fact  that  the  baby  stopped 
making  the  peculiar  head  movement.  I  am  in¬ 
clined  to  think  that  the  improvement  was  due  to 
the  change  in  food,  for  it  was  getting  the  acidified 
milk  and  solid  food.  Had  this  baby  not  reacted 
to  that  treatment  my  next  move  would  have  been 
to  use  the  thick  cereal  food  of  Sauer,  the  mixing 
and  cooking  of  a  cereal,  such  as  Cream  of  Wheat, 
with  breast  milk  or  with  cow’s  milk.  This  is 
very  effective  feeding  in  cases  where  there  is 
persistent  and  continual  vomiting.  It  is  the  most 
successful  type  of  feeding  in  a  medical  way  with 
pyloric  stenosis,  although,  as  I  have  said  before, 
I  should  not  waste  much  time  in  feeding  cases 
of  pyloric  stenosis  but  would  proceed  quickly  to 
operation. 

The  baby  is  now  in  excellent  condition,  takes 
a  large  amount  of  solid  food,  a  liberal  amount 
of  lactic-acid  food,  and  is  in  every  way  normal. 


Case  XIII:  Bed-wetting  (Enuresis) 


This  little  boy  is  four  years  old,  and  the  mother 
brings  him  in  because  of  bed-wetting.  Other¬ 
wise,  the  history  is  quite  uneventful.  There  has 
been  no  severe  illness,  although  the  boy  has  had 
rather  frequent  attacks  of  tonsillitis  and  head 
colds,  but,  aside  from  that,  he  has  had  no  other 
acute  illness.  He  is  a  nice  little  fellow,  very 
bright  and  intelligent-looking,  but  you  can  ob¬ 
serve  that  he  has  a  very  marked  Harrison  groove, 
a  rather  long,  barrel-shaped  chest,  but  is  not 
rachitic.  He  has  very  large  tonsils  and  consid¬ 
erable  adenoid  tissue,  although  he  is  not  a  mouth- 
breather.  The  muscle  tone  is  soft.  His  urine 
was  absolutely  negative  in  two  examinations. 

In  these  bed-wetters  there  are  three  things  to 
determine  immediately :  first,  the  physical  con¬ 
dition  ;  second,  make  sure  that  they  do  not  have 
a  pyelocystitis.  Bed-wetting  is  a  very  common 
symptom  of  pyelocystitis.  One  should  make  at 
least  a  dozen  urinary  examinations  and  be  sure 
that  this  condition  is  not  present.  Third,  make 
sure  that  there  is  no  tuberculous  trouble,  par¬ 
ticularly  if  the  child  is  very  asthenic  in  type.  I 
am  sure  this  child  has  not  that  infection.  The 


family  history  is  negative.  We  are  very  proba¬ 
bly  dealing  with  a  neurotic  disorder  in  this  case. 

There  is  no  Chvostek  phenomenon,  no  spas¬ 
mophilia,  and  the  deformity  of  the  chest  is  un¬ 
questionably  due  to  tbe  throat  infections.  The 
mother  has  always  noticed  that  there  is  much 
more  urination  and  more  tendency  for  the  child 
to  wet  himself  during  the  day  and  to  wet  the  bed 
at  night  when  he  has  a  head  cold  or  tonsillitis. 

These  neuroses  at  times  are  rather  troublesome, 
but  I  have  had  some  excellent  results  with  the 
following  line  of  treatment :  Immediately  clear 
up  the  infection  in  the  nose  and  throat.  The  boy 
should  have  a  tonsillectomy  and  adenectomy 
without  delay,  and  then  one  should  pay  attention 
to  his  diet.  He  should  not  have  much  liquid,  but 
should  have  a  solid  diet.  His  diet  should  be  con¬ 
centrated  during  the  entire  day,  not  from  four 
o’clock  on.  Then  I  would  have  the  mother  ex¬ 
ercise  a  certain  course  of  training  with  him.  His 
mother  should  be  with  him  when  he  passes  his 
urine  and  should  have  him  start  and  stop  the 
flow.  This  exercises  the  sphincter  muscle  of  the 
bladder  and  is  excellent,  and  a  third  measure 
which  I  think  is  of  much  value  is  hydrotherapy. 
I  would  give  him  a  hot  sitz  bath  for  ten  minutes 
and  then  have  him  stand  up  and  dash  cold  water 
against  the  back.  A  fourtb  measure  in  obstinate 
cases  is  the  use  of  the  faradic  current  passed  over 
the  back.  That  is  suggestive  therapy,  and  it 
works  exceedingly  well  in  these  cases.  I  have 
never  been  able  to  secure  the  results  Hamburger 
gets  by  the  use  of  coercive  measures,  but  the 
four  or  five  measures  I  mentioned  are  always 
helpful. 

The  next  thing  is  the  medical  treatment.  If 
the  case  has  a  pyelocystitis  we  must,  of  course, 
always  treat  that  condition  first.  I  use  a  bella¬ 
donna  preparation.  Hyoscyamus  happens  to  be 
my  favorite,  with  hexamethylenamin  and  sodium 
benzoate.  This  mixture  gives  very  good  results. 
If  it  does  not  control  the  condition  I  add  to  it 
atropin  sulphate  in  massive  doses.  With  those 
two  remedies  and  the  five  other  somewhat  sug¬ 
gestive  agencies,  I  believe  we  can  improve  or 
control  practically  every  enuresis  case,  unless 
there  is  a  spina  bifida  present.  / 

Case  XIV :  Congenital  Heart  i/ 

This  child  is  four  years  old,  and  there  is  a 
history  of  a  normal  delivery,  but  it  was  a  blue 
baby.  The  child  walked  just  about  one  month 
ago.  It  has  talked  for  several  years  and  has 
played  with  other  children  and  is  in  every  way 
bright.  The  child  has  a  congenital  heart,  but  of 
a  favorable  type.  It  is  not  a  severe  case  and  has 
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]:)robal)ly  only  a  moderate  amount  of  trouble.  I 
think  there  is  no  abnormality  about  the  insertion 
of  the  pulmonary  artery,  and  it  is  a  type  of  con¬ 
genital  lesion,  which,  with  proper  feeding  and 
careful  guarding  against  infections,  particularly 
of  the  u])])er  respiratory  tract,  will  give  little 
trouble.  The  underdevelopment  is  entirely  due 
to  the  inadecpiate  heart  circulation.  The  develop¬ 
ment  of  the  child’s  organism  has  adjusted  itself 
to  the  heart  condition.  The  fact  that  there  has 
been  no  cyanosis  since  birth  is  very  favorable, 
and  I  would  give  a  favorable  prognosis.  It  is 
simply  a  question  of  proper  feeding  and  getting 
better  development. 

I  dare  say  this  child  is  not  getting  sufficient 
solid  food,  not  enough  minerals  and  the  things 
that  produce  more  growth.  It  is  not  a  ({uestion 
of  treating  the  heart  in  these  cases,  but  rather 
a  question  of  ade([uate  feeding.  The  child  must 
he  fed  more  quantity  and  more  concentrated  food. 
Case  XVI :  Diphtheritic  Paralysis 

This  child  had  a  very  severe  dijilitheritic  infec¬ 
tion,  and  the  ]iaralysis  developed  three  weeks 
afterwards.  It  first  developed  paralysis  of  the 
soft  palate  and  inability  to  speak,  and  then  there 
were  paralytic  manifestations  in  the  legs,  with 
difficulty  in  walking.  That  is  the  usual  sequence 


of  postdiphtheritic  paralysis.  We  see  it  in  a  se¬ 
vere  type,  as  a  rule,  but  it  can  occur  in  a  mild 
type.  It  first  produces  paralysis  around  the  soft 
])alate,  then  the  limhs  are  attacked,  and  there  is 
a  gait  very  similar  to  the  tabetic  or  ataxic  gait, 
which  this  girl  has.  There  is  the  peculiar  tend¬ 
ency  to  stamp  the  foot  down.  The  trouble  is  an 
infection  of  the  nerve  sheaths  and  if  it  is  very 
severe  we  have  degeneration  of  the  axis  cylinders. 
It  next  affects  the  chest  muscles,  then  the  larynx, 
and,  finally,  the  diaphragm  and  heart. 

The  treatment  in  these  cases  is  large  doses  of 
antitoxin.  Nothing  short  of  50,000  to  60,000 
units,  and  I  would  repeat  this  and  give  100,000 
or  200,000  if  necessary.  The  child  must  he  con¬ 
stantly  watched,  not  alone  because  of  the  pro¬ 
gressive  tendency  of  the  disorder,  but  because  it 
is  threatened  with  involvement  of  the  vagus 
nerves  and  the  resulting  consequences.  One 
should  give  strychnin  sulphate  in  fairly  generous 
doses,  and,  if  there  should  be  sudden  heart  fail¬ 
ure,  I  would  inject  into  the  heart  cavity  itself 
15  c.c.  of  adrenalin  chlorid  solution.  It  has  at 
times  saved  life. 

The  prognosis  is  favorable  in  this  case.  The 
child  will  regain  a  normal  gait  and  will  doubtless 
regain  the  normal  use  of  her  limbs. 


ORTHOPEDICS:  A  CLINIC* 

By  Wallace  Cole,  M.D. 

Chief  Surgeon  Shriners  Hospital 
ST.  PAUL,  MINNESOTA 


Mr.  President  and  Members  of  the  South  Da¬ 
kota  State  Medical  Association : 

I  have  been  able  to  find  a  number  of  good  old- 
fashioned  orthopedic  cases  of  the  type  we  see 
right  along,  and  which  are  frequently  untreated 
or  maltreated,  and  these  cases  will  give  us  a 
chance  to  go  over  some  of  the  points  that  I  feel 
are  ve?y  important. 

Case  I :  Congenital  Club-foot 

This  baby  is  eight  months  old  and  was  born 
with  a  very  definite  congenital  club-foot  on  the 
right  side.  The  mother  states  that  it  was  present 
at  birth.  We  can  also  see  other  congenital  ano¬ 
malies.  There  are  only  four  toes,  and  the  x-ray 
shows  that  there  are  only  four  metatarsal  bones. 
The  child  is  so  small  that  it  is  impossible  to  tell 
about  the  tarsus  because  the  centers  of  ossifica¬ 

*Presente(l  at  tlie  Forty-first  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association,  Mitchell,  S.  D., 
May  21-22,  1924. 


tion  are  not  yet  formed.  On  the  right  we  can 
see  an  appendage  rather  than  a  toe,  and,  although 
the  A'-ray  shows  five  metatarsal  bones,  it  is  ab¬ 
normal. 

The  cause  of  the  club-foot  is  not  due  to  any 
anomaly  in  the  tibia  and  fibula,  which  sometimes 
happens  where  there  is  mal-development.  This 
child  has  been  treated  with  plaster-of-Paris 
dressings,  and  the  varus  deformity  has  been  over¬ 
come  so  far  as  the  heel  is  concerned,  but  there 
are  still  marked  deformity  of  the  sole  and  the 
front  of  the  foot  and  marked  abduction  of  the 
front  of  the  foot.  The  treatment  was  just  what 
was  indicated,  but  it  was  not  started  soon  enough. 
Some  men  will  tell  parents  that  they  should  wait 
until  the  child  is  a  year  or  eighteen  months  old, 
and  then  have  operative  treatment.  The  treat¬ 
ment  of  congenital  club-foot  should  start  the  day 
the  child  is  born,  for  the  best  results  are  secured 
in  this  way.  I  have  had  half  a  dozen  cases  which 
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I  have  seen  on  the  day  of  birth  where  the  results 
have  been  absolutely  perfect,  as  we  would  ex¬ 
pect.  During  the  first  few  days  after  birth  we 
do  nothing  but  have  the  nurse  or  the  mother 
hold  the  foot  around  in  as  straight  a  position  as 
possible,  as  often  as  possible.  After  a  week  or 
ten  days  we  make  a  light  plaster-of-Paris  splint 
and  hold  the  foot  around  in  as  much  correction 
as  we  can  obtain.  We  continue  to  have  the 
mother  hold  the  foot  around  as  much  as  possible 
every  day  and  have  the  child  wear  the  splint  all 
the  time  between.  When  the  splint  no  longer 
holds  it  in  the  corrected  position  a  new  one  should 
be  made,  and  at  the  end  of  six  weeks  or  two 
months  you  will  find  that  you  can  start  in  with 
circular  plasters.  Even  if  you  correct  the  de¬ 
formity  of  the  foot  entirely  you  will  frequently 
find  that  the  foot  and  leg  are  internally  rotated 
below  the  knee.  To  correct  this,  the  plaster 
should  be  run  above  the  knee  with  the  knee  at 
a  right  angle  so  as  to  get  a  fixed  point  upon  which 
to  rotate.  After  several  months  I  think  it  is  well 
to  remove  the  plasters  for  two  or  three  weeks. 
Get  the  parents  to  massage  the  leg  or,  if  possible, 
if  you  have  someone  doing  massage  and  physio¬ 
therapy  get  her  to  do  it. 

The  plaster  has  been  removed  on  this  child  to¬ 
day,  after  six  months,  and  the  mother  has  been 
instructed  how  to  manipulate  the  foot  at  home. 
After  three  weeks  the  child  will  be  brought  back, 
and  the  correction  will  be  continued. 

The  biggest  group  of  cases  we  have  here  to-day 
is  a  group  of  children  suffering  from  residual 
infantile  paralysis.  They  will  demonstrate  sev¬ 
eral  things,  and  I  think  will  outline  briefly  the 
therapy  of  infantile  paralysis,  because  almost 
everyone  sees  them  in  the  acute  stage,  and  if  they 
are  properly  treated  at  that  time  the  treatment  of 
the  final  stage  is  much  simpler.  We  have,  in  the 
Twin  Cities,  acute  cases  which  occur  every  sum¬ 
mer.  In  the  hospital  work,  where  the  more 
chronic  cases  are  seen,  such  as  the  ones  we  have 
here  to-day,  the  thing  that  is  particularly  notice¬ 
able  is  that  most  of  the  patients  w’hen  they  come 
in  have  some  deformity  already  developed. 

The  point  I  wish  to  bring  out  emphatically  is 
that  if  these  patients  are  treated  properly  from 
the  beginning  the  deformity  can  be  prevented, 
and  the  work  we  have  to  do  to  cure  the  defor¬ 
mity  will  not  be  necessary.  The  treatment  must 
start  as  soon  as  the  paralysis  sets  in,  and  that 
treatment  is  rest  of  the  paralyzed  muscles.  By 
rest  I  mean  keeping  them  relaxed  so  that  they 
are  not  stretched.  If,  for  example,  the  bed¬ 
clothes  rest  on  top  of  the  foot  when  we  have 
paralysis  of  the  anterior  muscles  of  the  leg  and 


foot  we  get  a  stretching  of  the  paralyzed  mus¬ 
cles.  The  foot  should  be  held  at  right  angles 
with  a  light  splint  so  as  to  keep  the  muscles  at 
rest.  You  also  accomplish  by  this  prevention  of 
deformity.  These  paralyzed  feet,  and  this  is  true 
of  paralyzed  parts  all  over  the  body,  tend  to  be¬ 
come  deformed.  If  the  foot  is  allowed  to  stay 
in  a  deformed  position  for  many  months  the  mus¬ 
cles  and  ligamentous  structures  become  contrac¬ 
ted,  bone  malformation  takes  place,  and  there 
is  a  resulting  fixed  deformity  for  which  it  is  nec¬ 
essary  to  do  much  surgery  before  one  can  get 
the  foot  into  good  position.  All  this  can  be  pre¬ 
vented  by  keeping  the  muscles  relaxed  and  at 
rest.  There  is  a  point  which  is  frequently  over¬ 
looked  in  paralysis,  and  that  is  that  one  can  get 
paralysis  of  a  muscle  by  stretching  it.  We  often 
find  muscles  paralyzed  from  becoming  stretched, 
from  poor  position  of  the  parts  during  the  acute 
stage  of  the  disease,  and  it  is  only  when  the  over 
stretching  is  corrected,  sometimes  after  many 
years,  that  power  returns. 

Case  II :  Infantile  Paralysis 

This  girl  is  eleven  years  old,  and  she  had  an 
attack  of  infantile  paralysis  at  three  years  of 
age.  You  can  see  that  it  has  left  her  with  para¬ 
lysis  and  deformity  which  involves  the  left  lower 
extremity.  She  is  also  said  to  have  a  slight  de¬ 
formity  of  the  spine  as  a  result  of  the  paralysis. 

When  a  case  of  this  type  comes  in,  the  first 
thing  we  want  to  know  is  whether  there  is  any 
fixed  deformity  and  what  muscles  are  paralyzed. 
She  walks  very  well,  and  we  can  see  that  the  hip 
is  not  involved.  We  can  see  that  the  quadriceps 
is  good  and  that  her  inner  hamstrings  are  good, 
although  the  biceps  is  very  weak.  As  she  walks 
and  as  she  lifts  the  foot  we  see  that  it  goes  into 
valgus.  We  know  that  when  the  foot  is  pulled 
out  of  shape  into  this  everted  position,  the  an¬ 
terior  tibial  muscle  and  the  whole  posterior  tibial 
group  of  muscles  are  probably  paralyzed.  Ex¬ 
amination  of  the  individual  muscles  bears  this 
out.  The  other  muscles  are  all  active  and  in  good 
condition. 

What  is  the  treatment  indicated  for  a  foot  like 
this  ?  She  has  developed  some  actual,  permanent 
deformity.  When  she  steps  on  the  foot  she  has 
a  marked  static  deformity,  but  this  has  not  be¬ 
come  a  fixed  deformity.  The  foot  under  strong 
pressure  can  be  brought  just  to  a  right  angle. 
She  walks  on  the  heads  of  the  metatarsals,  es¬ 
pecially  the  head  of  the  first  metatarsal,  and  op¬ 
erative  treatment  is  indicated. 

Operative  treatment  of  infantile  paralysis  has 
run  wild  during  the  last  ten  or  fifteen  years.  At 
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first  many  tendon  transplantations  were  done, 
but  at  present  we  know  there  are  only  three  or 
four  that  are  of  use.  In  doing  tendon  transplan¬ 
tation  we  have  to  have  a  foot  with  so  little  para¬ 
lysis  that  we  have  plenty  of  material  to  work 
with.  In  a  foot  of  this  type  with  the  posterior 
and  anterior  tibial  muscles  gone  it  cannot  be 
treated  with  tendon  transplantation  satisfactorily. 
We  can  always  make  a  tendon  transplantation 
work  for  a  while,  but  when  the  patients  get  up 
and  Avalk  around  and  put  strain  upon  the  foot 
the  deformity  recurs  except  in  a  small  group  of 
properly  selected  cases.  We  see  cases  all  the 
time  that  have  been  operated  on  and  are  worse 
than  before  because  there  is  less  to  work  with 
at  the  present  time. 

The  inversion  and  eversion  of  the  foot  takes 
place  mostly  in  the  subastragalar  joint;  that  is, 
it  takes  place  between  the  astragalus  and  the  os 
calcis  and  the  astragalus  and  scaphoid  bone,  so 
that  the  treatment  that  is  accepted  almost  uni¬ 
versally  in  feet  that  tend  to  roll  out  or  in  is  ar¬ 
throdesis,  or  stiffening  of  the  joints  beneath  the 
astragalus,  so  that  when  the  patient  steps  on  the 
foot  there  is  no  lateral  motion,  but  only  the  hinge 
motion  of  the  ankle  joint  proper.  In  this  case 
we  also  have  the  dropping  of  the  heads  of  the 
metatarsals  and  the  hyperextension  of  the  great 
toe,  and  to  a  lesser  extent  the  other  toes.  Dr. 
Hoke,  of  Atlanta,  has  devised  an  operation  for 
arthrodesing  the  subastragalar  joints,  which  also 
allows  a  partial  posterior  dislocation  of  the  foot 
so  that  the  tendency  to  foot  drop  is  minimized. 
It  is  the  general  consensus  of  opinion  that  chil¬ 
dren  should  be  nine  or  ten  years  old,  or  older, 
before  any  arthrodesis  is  performed,  as  it  is  not 
until  then  that  enough  bone  is  formed  to  guar¬ 
antee  an  ankylosis.  I  understand,  however,  that 
Dr.  Hoke  is  performing  his  operation  on  children 
as  young  as  five  years. 

In  a  girl  of  eleven,  well  developed  like  this 
girl,  such  an  arthrodesis  is  absolutely  indicated. 
Here  we  must  stretch  the  foot  into  position  first. 
She  has  so  little  fixed  deformity  that  I  believe 
we  can  get  the  foot  in  good  position  without  any 
tenotomy  of  the  Achilles.  This  can  be  done  by 
stretching  in  plaster  of  Paris  and  with  physio¬ 
therapy.  We  never  have  too  much  good  muscle 
in  a  paralyzed  foot  anyway,  and  if  we  unneces¬ 
sarily  weaken  our  Achilles  by  tenotomy  we  shall 
not  have  the  strength  in  the  foot  that  we  should 
have. 

Case  HI:  Congenital  Club-foot;  In¬ 
fantile  Paralysis 

This  child  has  a  rather  interesting  history  in 


that  it  is  stated  that  the  child  was  born  with  what 
was  apparently  a  congenital  club-foot,  and  then 
the  history  seems  to  show  that  when  she  was  six 
weeks  old  she  had  an  attack  of  what  was  diag¬ 
nosed  as  infantile  paralysis.  Of  course,  the  same 
patient  can  have  both.  I  had  a  very  interesting 
case  last  year  of  a  boy  with  progressive  muscular 
atrophy  who  had  an  attack  of  infantile  paralysis 
when  he  was  six  years  old,  and  who  had  the 
progressive  muscular  atrophy  and  the  infantile 
paralysis,  a  combination  which  is  very  rare  but 
entirely  possible. 

You  saw  as  this  patient  walked  that  she  has 
very  marked  flat-foot.  The  arch  is  absolutely 
down  and  flat,  and  she  walks  with  the  foot  in 
valgus.  The  .r-ray  picture  shows  the  condition 
with  the  tarsal  bones  down  flat  on  the  floor,  as 
you  would  expect  from  seeing  the  foot.  I  do 
not  know  whether  there  is  any  definite  paralysis 
here  or  not,  but  I  believe  I  get  power  in  all  of 
the  muscles,  except  the  posterior  tibial.  The  an¬ 
terior  tibial  is  certainly  strong;  it  is  diflicult  to 
make  sure  of  the  posterior  tibial,  but  I  think  it 
is  gone  and  probably  that  is  the  reason  we  have 
the  marked  eversion  of  the  foot,  with  flattening 
of  the  arch.  As  yet  the  foot  is  fairly  flexible. 
She  has,  aside  from  the  paralysis,  a  condition 
which  we  sometimes  see  in  cases  with  congenital 
club-foot  which  has  been  over-treated,  a  flat-foot. 

The  indications  here  are  to  try  to  cure  the  de¬ 
formity  first.  It  is  a  rather  flexible  foot.  I  can 
feel  the  bones  slide  and  a  little  grating  as  I  push 
the  arch  up.  I  feel  that  with  proper  support 
under  the  arch,  in  the  form  of  a  pad,  the  foot 
can  be  pushed  up  and  kept  in  position,  and  when 
it  has  developed  a  little  more  it  may  not  be  nec¬ 
essary  to  do  anything  more  than  to  keep  the  shoe 
built  up  a  little  on  the  edge  to  prevent  eversion. 
wShe  is  being  treated  at  present  with  an  outside 
iron.  I  do  not  know  whether  she  has  an  inside 
T-strap  or  not,  but  that  would  be  the  indication. 
With  the  inner  edge  of  the  shoe  raised  one-quar¬ 
ter  inch,  with  an  outside  iron  and  an  inside  T- 
strap  and  a  pad  in  the  shoe  under  the  arch  to 
keep  the  arch  in  position,  we  should  be  able  to 
keep  this  foot  in  good  position,  and  later  we  can 
decide  whether  or  not  it  is  necessary  to  do  any 
operating.  I  think  we  can  get  a  good  foot  here 
merely  by  conservative  treatment. 

Case  IV :  Infantile  Paralysis 

This  boy  is  twelve  years  old  and  had  infantile 
paralysis  when  he  was  five  years  old,  without 
any  apparent  bad  results  until  recently,  when  he 
noticed  that  his  back  had  started  to  curve,  and 
he  has  been  getting  into  the  position  you  see. 
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with  one  shoulder  higher  than  the  other.  He  has 
developed  a  curvature  of  the  spine  which  is  said 
to  be  due  to  infantile  paralysis,  but  which  we 
cannot  confirm  without  making  muscle  tests. 

These  back  cases  are  important  because  the 
worst  deformity  we  get  in  the  hospitals  is  scoli¬ 
osis,  or  curvature  of  the  spine.  These  curvatures 
in  infantile  paralysis  are  due  to  the  fact  that  the 
muscles  on  one  side  of  the  back  are  involved 
while  the  others  are  not,  or  because  one  side  is 
more  involved  than  the  other.  The  mechanism 
of  the  spine  is  such  that  we  cannot  have  a  simple 
curvature  for  a  long  period.  A  complicated  cur¬ 
vature  must  develop  with  rotation  of  the  verte¬ 
brae.  Although  the  scoliosis  is  due,  in  infantile 
paralysis,  principally  to  paralysis  of  the  muscles 
of  the  back  a  contributory  factor  is  frequently 
a  shortened  leg. 

Infantile  paralysis,  when  it  involves  an  ex¬ 
tremity,  causes  certain  trophic  changes,  which 
cause  a  retardation  in  growth.  A  child  walking 
with  a  shortened  leg  will  have  a  tendency  toward 
scoliosis  due  to  the  fact  that  the  leg  is  shortened 
and  the  spine  has  to  bend  to  conform  to  this. 
We  have  in  this  case  about  two  inches  of  short¬ 
ening  of  the  left  leg.  You  can  see  that  the  pelvis 
is  tilted  as  the  boy  stands,  due  partially  to  the 
shortening  and  partially  to  the  curvature.  You 
can  notice  that  I  can  partially  overcome  his  curve 
when  I  change  his  balance  by  lifting  up  his 
shortened  leg  and  getting  the  correction.  The 
deformity  of  scoliosis  is  so  complicated  that  it  is 
impossible  to  go  into  it  here,  but  you  can  see 
the  S-shaped  curve,  and  that,  as  he  bends  for¬ 
ward,  one  side  is  more  prominent  than  the  other 
because  of  the  bodies  of  the  vertebrae  toward 
that  side.  The  treatment  will  be  brought  out 
in  the  discussion  of  the  following  cases. 

Ca.se  V  ;  Infantile  Paralysis 

This  boy  is  twelve  years  old  and  at  one  and  a 
half  years  of  age  he  had  what  was  probably  an 
acute  infantile  paralysis.  He  had  an  acute  febrile 
attack  which  left  him  with  involvement  of  the 
left  lower  extremity.  As  he  walks  you  can  observe 
that  he  limps,  from  the  shortened  leg,  and  you  can 
see  that  the  left  leg  is  much  smaller  than  the 
right,  due  to  the  paralysis  and  atrophy  of  the 
muscles.  The  quadriceps  and  hamstrings  are 
active  and  strong,  but  the  thigh  is  not  as  strong 
as  on  the  opposite  side.  In  the  foot  we  have  a 
very  typical  deformity  which,  when  he  walks, 
makes  him  bear  his  weight  on  his  heel.  You  can 
see  from  the  dirt  on  his  heel  that  all  the  weight 
is  there,  and  he  wears  the  heels  of  his  shoes  oflf. 
This  is  known  as  the  calcaneovalgus  deformity. 


which  is  due  principally  to  paralysis  of  the  mus¬ 
cles  of  the  calf.  He  also  has  a  paralysis  of  the 
posterior  and  anterior  tibial  muscles.  He  has  a 
very  definite  shortening,  and  you  can  see  from  his 
gait  and  the  way  the  foot  hangs  that  the  leg  is 
shorter  than  the  other. 

We  also  see  the  underdevelopment  of  the  foot, 
the  right  foot  being  much  longer  and  larger  than 
the  left.  This  is  the  foot  for  which  Whitman 
devised  his  astragalectomy.  Through  a  lateral 
incision  the  astragalus  is  completely  removed,  and 
then  the  foot  is  dislocated  backward  so  that  the 
malleoli  grab  the  metatarsal  region  of  the  foot. 
When  this  is  properly  done  there  is  no  lateral 
motion  of  the  foot  in  eversion  or  inversion  and 
only  a  small  amount  of  motion  in  extension  and 
flexion.  I  believe  this  operation  is  still  the  best 
for  a  foot  of  this  type  if  it  is  done  on  both  sides. 
We  cannot  help  increasing  the  shortening  by 
taking  out  the  astragalus,  and  I  believe  there  are 
operations  which  are  better  for  feet  of  this  kind 
where  only  one  side  is  affected.  For  both  sides 
I  know  of  nothing  better  than  the  astragalectomy, 
when  well  done.  The  malleoli  are  ordinarily 
placed  toward  the  back  of  the  foot,  but,  if  they 
can  be  brought  up  here  (indicating),  we  can  get 
a  stabilization  which  we  cannot  get  with  them  in 
the  usual  position. 

In  this  particular  case  the  subastragalar  arthro¬ 
desis  of  Hoke  is  indicated ;  with  the  stiffening 
of  the  joints  and  sliding  back  of  the  os  calcis 
and  foot  to  get  the  parts  stabilized,  the  weight 
comes  more  oveb  the  center  of  the  foot,  and 
therefore  also  tends  to  flatten  out  the  arch. 

Case  VI :  Cerebrospastic  Hemiplagia 


This  boy  is  seven  years  old  and  complains  of 
a  short  right  leg,  inability  to  use  the  right  hand 
and  arm,  and  inability  to  button  his  clothes  with 
the  right  hand.  When  he  was  three  years  old 
he  had  the  “flue.”  Nothing  in  particular  was 
noted  until  his  first  year  in  school.  We  have 
here  a  condition  which  is  not  infrec^uently  con¬ 
fused  with  infantile  paralysis.  The  latter  is 
strictly  a  motor  paralysis  in  its  final  stage,  al¬ 
though  in  the  acute  stage  it  sometimes  spreads 
to  other  regions  of  the  central  nervous  system. 
The  end-result  is  that  some  of  the  cells  in  the 
anterior  horns  of  the  spinal  cord  are  destroyed, 
and  we  have  a  flaccid  paralysis,  with  the  reflexes 
gone.  In  the  condition  that  we  see  in  this  pa¬ 
tient  the  lesion  is  in  the  brain,  and,  therefore, 
the  reflexes  are  exaggerated  and  the  muscles  are 
tight  and  spastic  and  not  flaccid  as  in  infantile 
paralysis.  In  the  questionnaire  which  is  sent  out 
from  the  Shriners  Hospital  this  question  is  asked ; 
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“Are  the  reflexes  normal,  increased,  or  dimin¬ 
ished?”  Many  times  the  answer  comes  back  that 
the  reflexes  are  increased  although  a  diagnosis 
of  infantile  paralysis  is  made.  This  immediately 
tells  us  the  diagnosis  and  the  history  in  this  case 
shows  that  the  same  mistake  was  apparently  made 
as  the  child  was  thought  to  have  infantile  para¬ 
lysis. 

First,  we  have  a  normal  boy  up  to  a  certain 
age,  then  there  is  a  history  of  infection,  and  then 
inability  to  use  the  arm  or  leg.  We  can  see  the 
position  in  which  the  hand  is  held  and  note  that 
it  is  not  flaccid  as  in  infantile  paralysis,  but  is 
stiff,  spastic,  and  tight. 

You  notice  that  the  hand  is  held  in  pronation. 
It  is  difficult  to  demonstrate  the  stiffness  to  you, 
but  one  can  feel  the  resistance  always.  The  re¬ 
flexes  here  are  exaggerated,  and  the  same  is  true 
in  the  lower  extremity.  It  is  a  spastic  condition 
due,  undoubtedly,  on  account  of  its  distribution, 
to  a  lesion  in  the  cortex  or  in  the  corticospinal 
tracts.  There  are  no  permanent  contractures, 
such  as  we  often  get,  and  the  muscles  are  not 
paralyzed  in  the  ordinary  sense  of  the  word,  but 
there  is  lack  of  normal  control  of  the  muscles 
from  the  higher  centers. 

It  is  a  very  mild  case  of  cerebrospastic  hemi¬ 
plegia,  and  one  in  which  very  little  treatment  is 
indicated.  The  only  treatment  that  could  be 
given  with  any  hope  of  improvement  is  intensive 
muscle  training  to  develop  the  supinators  and 
weaken  somewhat  the  flexors  and  pronators.  This 
cannot  be  done  at  home;  successfully,  and  can 
be  accomplished  only  by  trained  workers.  In  a 
mild  case  such  as  this,  with  no  contractures,  I 
think  there  is  no  use  in  attempting  treatment  at 
this  time. 

Case  VII :  Paralysis  of  the  Knee  ;  Foot-Drop 

This  boy  is  eight  years  old  and  complains  of 
shortness  of  the  left  leg  and  a  foot-drop.  He 
has  had  two  operations  on  the  foot.  I  am  not 
sure  what  was  done  at  one  of  the  operations, 
but  we  can  tell  something  by  the  incisions.  The 
knee  is  paralyzed,  so  far  as  extension  goes.  He 
has  some  power  in  the  internal  hamstrings,  but 
the  biceps  is  gone.  It  is  a  question  whether  any¬ 
thing  should  be  done  to  a  foot  where  the  knee 
is  paralyzed.  In  order  to  support  the  knee  we 
have  to  put  on  a  long  leg  brace.  Otherwise, 
these  patients  walk  with  their  hand  on  the  knee, 
or  later  the  knee  becomes  hyperextended.  Where 
there  is  deformity  of  the  foot  so  that  it  will  not 
stay  straight  in  the  shoe  one  has  to  do  something 
to  stabilize  it,  but  I  think  where  a  patient  has  to 
wear  a  brace  on  the  knee  there  is  no  use  in  trying 


to  do  anything  to  the  foot  if  the  brace  will  hold 
it  in  good  position. 

In  this  case  the  first  operation  was  apparently 
a  tendon  fixation,  an  operation  which  has  been 
popularized  by  Gallie,  of  Toronto.  Probably  the 
tibialis  anticus  and  the  extensor  longus  digitorum 
tendons  were  buried  in  the  tibia  so  as  to  act 
as  ligaments  or  guy  ropes  holding  the  foot  at  a 
right  angle.  A  great  many  of  these  cases  have 
a  recurrence  of  the  deformity  probably  because 
the  tendon  slides  in  its  new  attachment  to  the 
bone.  This  foot  apparently  was  at  a  right  angle 
to  start  with,  and  now  we  see  it  is  far  below 
that  point. 

The  second  operation  was  an  astragalectomy, 
but  the  foot  was  not  dislocated  back  far  enough, 
so  we  have  a  foot  that  still  has  some  lateral  mo¬ 
tion.  You  can  see  the  normal  foot  and  the  foot 
with  the  astragalus  removed.  It  is  not  difficult 
to  get  these  feet  into  good  position  by  astrag¬ 
alectomy  if  we  remember  that  the  dislocation  is 
the  big  thing.  This  foot  at  present  is,  however, 
in  a  surprisingly  good  condition,  and  when  the 
weight  is  put  upon  it  we  see  a  fairly  good  weight¬ 
bearing  line,  and  it  does  not  tend  toward  any 
great  eversion.  It  can  be  held  well  in  the  brace 
and  in  this  case  I  would  advise  not  doing  any¬ 
thing  more  with  it  in  the  way  of  operation,  for 
the  boy  will  have  to  wear  a  knee  brace  anyway. 
The  biceps  is  gone.  If  it  were  strong  it  could 
be  transplanted  to  the  patella  partially  to  make 
up  for  the  paralyzed  quadriceps.  This  is  one  of 
the  most  satisfactory  tendon  transplantations  that 
is  done,  but,  of  course,  it  is  not  indicated  in  this 
case. 

Case  VIH  :  Infantile  Paralysis  Scoliosis 

This  little  girl  is  ten  years  old  and  had  in¬ 
fantile  paralysis  at  the  age  of  two.  You  can  see 
the  marked  deformity  which  has  occurred.  The 
most  marked  deformities  we  have  following  in¬ 
fantile  are  in  the  spine,  and  I  think  you  can  see 
in  this  case  that  this  is  true.  As  I  have  men¬ 
tioned  before,  the  very  marked  scoliosis  and  de¬ 
viation  of  the  spine  is  mainly  due  to  paralysis 
of  the  muscles  of  the  trunk.  Apparently  in  this 
case  the  lower  extremities  are  in  good  condition. 

What  can  we  do  for  a  case  like  this?  It  is 
impossible,  of  course,  to  completely  cure  the  de¬ 
formity.  It  is  possible  if  we  see  the  case  at  the 
beginning  of  the  disease  to  hold  the  back  straight 
and  prevent  deformity  of  this  kind,  but,  unfor¬ 
tunately,  it  is  very  hard  always  to  keep  such  cases 
under  observation,  and  they  frequently  get  away 
from  us.  In  this  case  the  first  thing  we  have  to 
do  is  to  limber  up  the  spine  and  get  as  much 
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movement  as  possible.  This  child  has  a  marked 
deformity  of  the  thorax  as  the  result  of  the  ribs 
being  attached  to  the  spine,  and  she  is  sure  to 
have  trouble  with  her  vital  organs  later  unless 
we  can  get  them  into  better  position.  She  can 
be  greatly  improved  as  an  institutional  case,  but 
very  little  can  be  accomplished  by  office  treat¬ 
ment. 

The  first  thing  we  do  is  to  use  suspension  daily 
until  the  children  can  stand  it  for  twenty  min¬ 
utes.  During  the  same  time  they  are  given  mas¬ 
sage  and  manipulation  and  stretching  of  the  con¬ 
tracted  parts  in  an  effort  to  get  them  as  straight 
as  possible.  Of  course,  in  these  cases  we  must 
get  rid  of  gravity,  for  it  is  pulling  them  down 
all  the  time.  Recumbency  is  absolutely  essential. 
Until  the  last  few  years  these  cases  w'ere  always 
treated  with  jackets.  They  were  made  as  straight 
as  possible  and  then  a  jacket  of  leather  or  cellu¬ 
loid  that  held  them  in  the  corrected  position  w'as 
applied,  but  at  present  I  think  the  best  thing  to 
do  is  to  ankylose  the  spine  after  the  maximum 
degree  of  correction  has  been  obtained.  The 
operation  is  the  same  as  that  performed  for  tu¬ 
berculosis  of  the  spine,  and  the  fusion  of  the 
spine  by  the  method  of  Hibbs  is,  I  think,  the  best 
procedure.  This  child  should  remain  in  a  hos¬ 
pital  for  several  months  and  then,  after  the  pre¬ 
liminary  loosening  up,  have  a  fusion  performed. 

Case  IX ;  Scoliosis 

This  girl  is  sixteen  years  old,  and  the  curva¬ 
ture  of  the  spine  dates  from  the  age  of  nine. 
At  that  time  she  had  scarlet  fever,  was  in  bed 
for  one  month,  and  the  curvature  was  noticed 
after  she  got  up.  I  doubt  if  the  scarlet  fever 
had  much  to  do  wdth  the  condition.  I  think  the 
trouble  is  due  to  some  congenital  deviation, 
which  was  almost  unnoticeable  but  wLich  grad¬ 
ually  made  the  spine  assume  the  curved  position. 
You  see  here  the  very  marked  lateral  deformity 
and  the  marked  rotation.  The  spinous  processes 
are  down  in  here  (indicating),  and  this  prom¬ 
inence  is  a  sharp  angulation  of  the  ribs  on  the 
side  of  the  deformity.  The  bodies  of  the  ver¬ 
tebrae  always  rotate  toward  the  side  of  the  curve 
and,  therefore,  make  the  ribs  or  spinous  processes 
more  prominent  on  that  side. 

What  can  we  do  with  a  deformity  of  this  kind? 
These  cases  are  very  unsatisfactory  from  the 
therapeutic  standpoint,  but  I  think  we  could  im¬ 
prove  this  curve  a  great  deal  by  means  of  cor¬ 
rective  measures.  The  method  which  was  started 
by  Mackenzie  Forbes,  of  Montreal,  probably  is 
the  most  satisfactory,  although  you  will  find  a 
wide  difference  of  opinion  regarding  it.  It  con¬ 


sists,  briefly,  of  repeated  plaster-of-Paris  jackets 
applied  with  rotation  of  the  body  toward  the  side 
of  the  deformity,  so  the  pressure  on  the  ribs  will 
tend  to  push  the  spine  around  into  a  better  posi¬ 
tion.  The  jacket  is  put  on  with  the  child  in 
flexion,  on  a  hammock,  with  the  pelvis  held  fixed 
and  the  shoulders  rotated  toward  the  side  of  the 
deformity  as  far  as  possible.  Sometimes  they 
rotate  for  90  degrees.  Then  with  a  big  window 
cut  over  the  hollow  side,  with  pressure  over  the 
convex  side,  every  breath  that  is  taken  tends  to 
push  the  hollow  side  out  through  the  opening. 

A  thing  to  remember  in  treating  scoliosis  is 
that  we  must  constantly  work  on  the  muscles. 
A  definite  system  of  exercises  is  carried  out  even 
when  the  plaster  jackets  are  on  and  when  the 
maximum  correction  is  obtained  a  permanent 
jacket  is  applied  and  worn  until  the  patients 
reach  their  growth.  Ankylosing  the  spine  by  op¬ 
eration  is  also  used  by  some  men  in  these  cases 
instead  of  permanent  jackets. 

Case  X :  Tuberculous  Hip  Joint 

I  am  making  a  collection  of  cases  that  have 
come  into  the  Minnesota  State  Hospital  for 
Crippled  Children  and  into  the  Shriners  Hospital, 
where  the  patients  have  had  previous  treatment 
that  has  been  of  no  value.  Many  of  these  cases 
of  infantile  paralysis  have  had  recurrence  of  de¬ 
formity  from  some  cause,  and,  therefore,  all  the 
hospitalization  and  the  work  done  was  an  ab¬ 
solute  waste.  The  same  is  true  of  tuberculosis 
of  the  joints.  We  have  a  lot  of  cases  of  that 
condition,  of  which  this  boy  is  an  example.  Pa¬ 
tients  are  seen  right  along  with  tuberculosis  of 
the  hip  who  have  been  under  treatment  in  a  hos¬ 
pital  for  many  months  or  even  years  and  have 
been  discharged  with  the  hip  in  a  straight  posi¬ 
tion,  but  who  come  back  later  with  the  thigh 
flexed  and  adducted  again.  Practically  every¬ 
thing  done  has  been  wasted.  I  feel  very  strongly 
that  where  one  has  a  tuberculous  joint  and  there 
is  already  destruction  of  that  joint  and  we  know 
that  ankylosis  is  going  to  occur,  the  quicker  you 
get  that  ankylosis  the  better  it  is  for  the  patient 
and  the  better  for  the  disease.  The  ideal  treat¬ 
ment,  however,  for  the  tuberculous  hip  joint  in 
the  early  stage,  without  much  destruction,  is 
mainly  light  traction  by  means  of  a  weight  and 
pulley,  absolute  recumbency  and,  of  course,  the 
heliotherapy  of  which  you  have  heard  so  much 
the  last  two  days.  It  is  not  necessary  to  discuss 
heliotherapy  again,  except  to  emphasize  the  point 
that  it  is  a  very  indispensable  thing  in  the  treat¬ 
ment  of  a  tuberculous  joint. 

Active  tuberculous  joints  always  show  a  marked 
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absorption  of  mineral  salts,  or,  in  other  words, 
atrophy  of  bone,  in  the  ;r-ray  which  you  can  see 
in  the  picture  (indicating)  of  this  case.  It  has 
been  shown  by  many  observers,  by  Rollier  in  par¬ 
ticular,  that  as  these  cases  progress  toward  cure 
and  pick  up  in  body  weight  and  in  general  nu¬ 
trition,  the  mineral  salts  are  redeposited  in  the 
bones  making  up  the  diseased  joint,  and  the  pro¬ 
gress  of  cure  can  be  followed  thereafter  by  the 
.r-ray.  The  early  pictures  of  this  case  are  rather 
indefinite,  but  the  process  apparently  started  in 
the  acetabulum,  and  at  present  we  see  the  dis¬ 
eased  hip  with  the  head  of  the  femur  pushed  up 
on  the  ilium  and  with  destruction  of  the  ace¬ 
tabulum. 

As  I  understand  it,  this  is  a  case  where  the 
hip  was  straightened,  the  patient  was  sent  home, 
but  returned  later  with  the  hip  flexed  again.  We 
have  joint  destruction,  and  the  cartilage  is  gone. 
We  know  we  shall  get  a  stiff  joint.  We  know 
the  disease  is  active  because  it  has  been  only 
within  the  last  year  that  the  marked  destruction 
has  taken  place.  What  is  the  ideal  treatment  to 
pursue  in  this  type  of  case?  In  the  first  place, 
heliotherapy ;  in  the  second  place,  traction  on  the 
joint.  Fixation  is  also  used  to  a  certain  extent 
in  these  cases,  but  we  cannot  use  heliotherapy 
with  the  body  covered  with  plaster,  so  traction 
by  weight  and  pulley  is  to  be  preferred. 

In  these  cases  I  think  we  are  coming  to  the 
surgical  treatment  very  rapidly,  especially  where 
the  financial  condition  ofi  the  parents  is  such 
that  the  patients  cannot  be  kept  in  the  hospital 
for  several  years.  Where  the  destruction  is  al¬ 
ready  as  marked  as  in  this  case  we  know  the 
joint  will  be  stiff.  Why  not,  therefore,  open  up 
the  joint,  clean  it  out  enough  to  get  the  bare  bone 
of  the  head  of  the  femur  against  bare  bone  of 
the  acetabulum,  and  thus  get  ankylosis  quickly 
and  save  many  months  of  hospitalization.  The 
good  position  for  ankylosis  in  a  hip  joint  is,  of 
course,  abduction  to  make  up  for  the  actual 
shortening,  which  usually  takes  place,  as  it  has 
already  in  this  case.  In  a  case  where  we  still 
have  good  cartilages  the  treatment  of  choice  at 
the  present  time  is  recumbency,  traction,  and 
heliotherapy. 

It  is  surprising  how  many  tuberculous  joints 
come  into  the  hospitals  that  have  had  long  peri¬ 
ods  of  previous  treatment.  Cases  that  have  been 
sent  home  at  the  end  of  two,  three,  or  four  years 
of  hospitalization  with  apparent  cures  and  with 
apparent  ankylosis,  come  back  later  with  marked 
deformities,  due  to  the  fact  that  the  ankylosis 
is  fibrous  and  the  pull  of  the  muscles  makes  this 
fibrous  ankylosis  change  position.  We  must  get 


an  absolute  bone  ankylosis  to  get  the  best  pos¬ 
sible  results. 

Case  XI :  Compound  Fracture  with 
Non-union 

This  man,  four  months  ago,  sustained  a  com¬ 
pound  fracture  of  the  tibia  and  fibula  about  the 
junction  of  the  middle  and  upper  thirds.  The 
wound  cleaned  up  but  did  not  heal  and  has  re¬ 
mained  open  until  at  present  there  is  just  a  slight 
amount  of  discharge.  The  soft  parts  have  prac¬ 
tically  healed  at  the  end  of  four  months,  but  the 
bones  are  still  ununited.  This  x-rzy  picture  (in¬ 
dicating)  is  the  one  taken  originally  and  this  one 
(indicating)  is  the  one  taken  to-day,  showing 
that  there  is  non-union  and  atrophy  of  bone,  but 
that  the  bones  are  in  fairly  good  position.  The 
case  then  is  one  of  compound  fracture  of  four 
months  duration  with  non-union  and  with  a  dis¬ 
charging  wound  which  has  almost  healed,  but 
which  is  still  open. 

What  is  the  treatment  to  be  ?  In  the  first  place 
we  must  get  rid  of  the  infection.  This  wound  is 
drying  up,  and  I  feel  that  it  will  entirely  heal, 
although  a  small  piece  of  bone  may  come  out. 
The  picture  taken  to-day  shows  a  small  piece  of 
bone  which  is  denser  than  the  rest  of  the  bone 
and  is  apparently,  therefore,  dead.  This  may  be 
extruded  or  may  have  to  be  lifted  out.  After 
the  open  wound  is  healed  and  after  we  know 
we  have  an  ununited  fracture,  for  as  yet  this  can 
only  be  called  delayed  union  and  not  non-union, 
the  tendency  to  do  something  right  away  should 
be  discouraged.  The  routine  in  war  hospitals  in 
such  cases  is  to  wait  at  least  six  months  after  the 
infection  has  stopped  before  going  in.  Some  of 
these  cases  will,  in  that  time,  have  healed  in  good 
position  or  will  have  united  without  doing  any¬ 
thing  further.  A  certain  percentage,  especially 
in  the  tibia,  will  not  unite,  and  it  is  then  neces¬ 
sary  to  do  bone  grafting.  If  during  the  six 
months  we  can  give  massage  and  induce  hyper¬ 
emia  we  shall  get  a  bigger  percentage  of  results 
from  bone  grafts  as  the  infection  will  be  more 
surely  obliterated.  If  there  is  a  great  deal  of 
scar  tissue  it  is  best  to  dissect  that  out  at  a  pre¬ 
liminary  operation  and  then  do  the  bone  graft 
later. 

This  case  is  in  good  position  except  for  a  slight 
bowing  which  can  be  easily  corrected  by  the 
next  plaster.  The  future  treatment  should  be 
support  in  plaster  and,  if  possible,  to  get  the  man 
to  walk  on  it  and  thus  stimulate  bone  growth  and 
union.  Then  at  the  end  of  six  months  a  bone 
graft  should  be  done  if  union  has  not  taken  place 
before  that  time.  I  feel  that  in  this  case  we 
probably  will  get  union. 
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THE  CHILD’S  GUIDANCE  CLINIC 

The  Child’s  Guidance  Clinic  which  has  been 
established  in  Minneapolis  with  a  branch  in  St. 
Paul,  is  one  of  the  few  clinics  of  its  kind  in  the 
United  States.  In  some  sections  of  the  country 
such  a  clinic  is  known  as  a  “psychiatric  clinic,” 
but  it  was  felt  in  Minneapolis  that  here  the  above 
name  would  be  more  appropriate.  With  Dr. 
Lawson  G.  Lowrey  at  the  head  of  it,  it  has  pros¬ 
pered  amazingly.  Dr.  Lowrey  has  organized  one 
or  two  other  clinics  in  the  country,  and  is  to 
leave  about  November  first  to  go  elsewhere,  as  he 
is  looked  upon  by  the  Commonwealth  Fund  as  an 
organizer  of  unusual  ability.  He  has  certainly 
made  the  people  of  Minneapolis  and  probably  of 
the  entire  Northwest  interested  in  the  subject  of 
the  careful  history-taking  of  families  with  a  study 
of  their  social,  economic,  and  more  or  less  spirit¬ 
ual  problems,  and  it  is  interesting  to  note  that  the 
Minneapolis  Journal  has  been  publishing  for 
some  time  a  column  devoted  to  the  character  of 
the  work  under  Dr.  Lowrey’s  supervision. 

In  spite  of  the  fact  that  many  of  these  people, 
mothers  and  children,  who  come  to  the  Clinic 
for  advice  are  known  to  be  among  the  almost 
hopeless  type, — that  is,  they  belong  to  the  low 
average  in  mental  rating,- — much  good  has  been 
accomplished  by  an  analysis  of  their  physical 
methods  of  living  and  of  the  parents’  method  of 
dealing  with  their  children.  Dr.  Lowrey  has 
demonstrated  to  the  parents  the  urgency  of  a  com¬ 
plete  physical  and  mental  examination,  including 
a  study  of  environment,  heredity,  and  the  child’s 


attitude  toward  life,  and  lays  stress  on  the  neces¬ 
sity  of  obedience,  proper  and  regular  methods  of 
living,  of  food  supply,  and  the  correct  idea  of 
discipline.  This  discipline  does  not  extend  alone 
to  the  children,  but  to  the  fathers  and  mothers. 
It  is  very  generally  known  now  that  the  parents 
are  mostly  at  fault  for  the  incorrigibility  of  the 
family;  the  father  and  mother  have  no  self-dis¬ 
cipline,  doing  as  they  please,  and  they  often 
please  to  do  things  they  should  not  do,  and 
these  self-indulgences  are  exposed  to  the  full 
view  of  children  who  are  impressionable.  No 
one  can  expect  children  to  grow  up  with  a  proper 
sense  of  responsibility  or  right  thinking  where  un¬ 
disciplined  parents  are  in  control.  The  fact  is 
that  most  of  the  faults  of  the  children,  even 
among  the  partially  defective  classes,  are  due  to 
the  indifference  and  irresponsibility  of  the  par¬ 
ents.  But  this  has  been  proved  true  among  fam¬ 
ilies  that  are  supposed  to  have  greater  intelligence 
and  better  ideas  of  their  living  surroundings,  so 
that  even  among  the  rich  the  parents  are  virtually 
responsible  for  the  conduct  of  their  children. 

The  old  term  “psychology”  has  taken  on  a  new 
light,  and  is  interpreted  by  the  Clinic  as  “the  sci¬ 
ence  of  behavior.”  Whatever  is  done  for  the 
correction  of  a  child  includes  the  sincere  and 
hearty  co-operation  of  the  father  and  mother ; 
and  Dr.  Lowrey  and  his  associates  have  been  in¬ 
strumental  in  giving  the  child,  as  well  as  its 
parents,  an  entirely  different  outlook  on  life. 
The  Clinic  finds  that  many  of  the  children  com¬ 
ing  under  observation  are  bad  or  undisciplined 
because  of  ignorance  on  the  part  of  the  heads  of 
the  family,  and  as  soon  as  that  is  explained,  and 
they  appreciate  the  necessity  of  carrying  out 
forcefully  a  line  of  conduct  and  a  line  of  living 
that  is  suitable,  an  improvement  in  the  children 
in  many  cases  is  noted  at  once. 

The  Clinic,  too,  has  to  deal  with  a  great  number 
of  perverts,  which  means  that  these  people  have 
turned  from  the  right  way;  and  it  further  in¬ 
cludes  a  large  number  of  cases  of  sexual  per¬ 
version,  which  is  growing  more  and  more  com¬ 
mon  among  children.  And  if  these  perverted 
states  can  be  treated  early,  corrections  applied, 
and  perhaps  the  child  placed  in  better  surround¬ 
ings,  the  outlook  for  the  child  is  unquestionably 
improved.  Incidentally,  the  Clinic  must  have  to 
do  a  good  deal  with  poverty.  It  has  been  said 
recently  that  poverty  has  been  decreasing,  and 
this  will  be  demonstrated  if  the  establishment  of 
such  clinics  can  be  aintained  through  various 
parts  of  the  country.  In  1880  there  were  in 
county  almshouses  and  other  charitable  institu¬ 
tions  132  paupers  to  every  100,000  population; 
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in  1910  this  number  had  decreased  to  91.5,  and  at 
the  present  time  is  71.5.  That  covers  the  war 
period.  The  Kansas  City  Star,  in  commenting 
on  this,  shows  tliat  it  reflects  several  things.  No 
doubt  the  country’s  wealth  and  the  extent  of  its 
diffusion  have  gained  much  in  the  period  cov¬ 
ered  by  the  extreme  dates. 

Another  factor  of  importance  is  the  more  in¬ 
telligent  handling  of  ])overty  through  organized 
bodies,  however  much  one  may  cpiestion  this 
statement.  No  doubt  many  cases  that  formerly 
would  have  been  permanent  charges  now  are 
cured  by  investigation,  supervision,  and  the  meth¬ 
ods  of  rehabilitation  employed  through  workers. 
We  shall  hope  to  hear  from  the  Child’s  Guidance 
Clinic  of  Minneapolis,  through  a  i)ublished  re¬ 
port,  as  to  the  work  it  has  already  accomplished 
and  the  number  of  cases  that  have  been  investi¬ 
gated. 

THE  ST.  CLOUD  MEETING  OF  THE 
MINNESOTA  STATE  MEDICAL 
ASSOCIATION 

The  annual  meeting  of  the  Minnesota  State 
Medical  Association  will  take  place  in  St.  Cloud 
on  Wednesday,  Thursday,  and  Friday,  of  next 
week  (October  8,  9,  and  10).  The  meeting  on 
Wednesday  will  be  a  meeting  of  the  House  of 
Delegates  in  the  afternoon;  and  Thursday  and 
hh'iday  will  be  for  meetings  of  a  scientific  nature. 
It  is  well  to  remember  that  the  Medical  Section 
will  meet  in  the  Knights  of  Columbus  Hall,  while 
the  Surgical  Section  will  meet  in  the  Sherman 
Theater ;  and  when  the  two  Sections  combine, 
they  will  meet  in  the  theater. 

The  meeting  in  St.  Cloud  will  be  presided  over 
by  Dr.  E.  T.  Sanderson,  the  first  vice-president 
of  the  Association,  as  the  president.  Dr.  Archi¬ 
bald  MacLaren,  is  not  sufficiently  recovered  to 
be  present  at  the  meeting.  Thursday  morning 
will  be  devoted  to  papers  on  medical  and  surgical 
topics  at  the  two  above-named  meeting-places, 
while  the  general  sessions  will  take  place  Thurs¬ 
day  afternoon,  a  combined  session,  and  a  large 
part  of  it  will  be  given  up  to  a  cancer  symposium. 
Dr.  Wm.  J.  Mayo,  of  Rochester,  will  speak  on 
“The  Relative  Value  of  Surgery  and  Radio-Ther¬ 
apy  ;’’  Dr.  Harry  P.  Ritchie,  of  St.  Paul,  on  “The 
Destructive  and  Constructive  Surgery  of  Malig¬ 
nancy  Dr.  Harold  Robertson,  of  Rochester,  on 
“Some  Unusual  Pathological  Features  Concern¬ 
ing  Cancer.”  Dr.  Margaret  Warwick,  of  St. 
Paul,  will  speak  on  “Carcinomata  as  Shown  by 
Paper  Models  Reconstructed  from  Serial  Sec¬ 


tion  and  Dr.  Wm.  A.  O’Brien,  of  Minneapolis, 
will  tell  “What  the  Laity  Should  Know  about 
Cancer.” 

The  program  is  made  up  largely  of  men  from 
the  Twin  Cities  and  Rochester,  and  includes  five 
men  from  the  country  at  large.  The  local  Com¬ 
mittee  on  Arrangements  is  headed  by  Dr.  C.  B. 
Lewis,  of  St.  Cloud,  and  the  committees  on  ex¬ 
hibits,  reception,  entertainment,  lantern-slides, 
telephone  service,  meeting-places,  signs,  and  golf 
are  variously  distributed  through  the  membership 
of  the  Stearns-Benton  County  Medical  Associa¬ 
tion.  The  Committee  on  Hotel  Accommodations 
is  important,  and  consists  of  Drs.  J.  H.  Beaty, 

J.  C.  Boehm,  and  George  D.  Rice.  It  will  be 
well  for  all  to  make  reservations  early.  The  com¬ 
mittee  in  St.  Cloud  has  also  looked  after  the  en¬ 
tertainment  for  the  wives  of  medical  men,  which 
will  include  drives,  luncheon,  and  a  band  concert 
at  the  Reformatory.  On  Thursday  evening  the 

K.  of  C.  Hall  will  be  tbe  meeting-place  for  an 
entertainment  given  by  local  talent,  followed  by 
dancing  and  progressive  card  parties. 

MAKING  LIFE  WORTH  WHILE 

The  real  joy  in  living  is  in  extracting  something 
that  is  worth  while  out  of  the  daily  work.  One 
of  the  elements  in  joyousness  is  mental  relaxa¬ 
tion,  and  one  of  the  greatest  methods  of  obtain¬ 
ing  it  is  music.  Music  has  been  for  many  years 
a  source  of  joy  and  comfort  to  fifty  per  cent  of 
the  world ;  perhaps  the  percentage  is  larger — it 
certainly  is  among  the  European  classes,  where 
they  are  instinctively  brought  in  close  touch  with 
music,  and  good  music  at  that.  Music  has  a 
soothing  effect,  a  quieting  effect,  and  is  useful 
among  the  sick.  It  is  one  of  the  methods  of  ex¬ 
pression  among  those  who  are  well.  There  are 
but  few  people  who  can  resist  a  parade  in  which 
there  are  bands  playing;  they  are  instinctively 
drawn  to  it,  they  are  attracted  by  it,  and  it  moves 
the  spirit  within  them.  One  of  the  musical  feat¬ 
ures  in  many  of  our  larger  cities  has  been  com¬ 
munity  singing,  where  great  crowds  of  people 
gather  in  parks  or  open  spaces,  and  under  good 
leadership  give  tongue  to  their  voices;  they  join 
in  whether  they  can  sing  or  not.  The  effect  is 
the  same ;  it  produces  an  emotional  satisfaction, 
and  is  an  effort  in  the  colonization  of  power. 
Crowds  are  swayed  by  something  that  is  stirring, 
and  they  feel  a  change  in  their  attitude  of  mind 
toward  one  another. 

Community  singing  has  been  a  great  pastime  in 
Minneapolis,  and  sometimes  thousands  of  people 
get  together  and  shout  themselves  hoarse.  So 
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it  is  with  organizations,  some  organizations  at 
least  that  get  together  for  a  mid-day  luncheon ; 
and  they  have  introduced  a  new  method  of  for¬ 
getting  their  troubles  in  vocal  music.  Unless 
one  has  been  brought  into  contact  with  it,  the  in¬ 
spiration  is  not  felt,  but  even  the  greatest  dullard 
is  more  or  less  influenced  by  music  because  it  ap- 
jjeals  to  something  that  is  pent  up,  tightened  up 
within  him,  and  he  soon  finds  himself  in  a  differ¬ 
ent  mood.  Many  of  the  men’s  organizations  have 
introduced  this  as  the  opening  expression  of  their 
feelings  before  the  business  of  the  meeting  is 
conducted. 

Notwithstanding  the  fact  that  music  should  be 
looked  upon  as  one  of  the  higher  functions  of 
man,  yet  when  it  comes  down  to  an  actual  ex¬ 
pression  of  music  the  men  like  something  with 
which  they  are  familiar.  Hence  they  sing  popu¬ 
lar  songs,  old  songs  they  have  known  in  boyhood ; 
and  it  arouses  in  them  a  different  spirit. 

A\’hile  dictating  this  article  the  writer  is  won¬ 
dering  why  something  of  this  kind  cannot  be  in¬ 
troduced  into  our  medical  organizations, — not 
that  he  is  a  singer,  but  just  for  the  joy  of  it, 
rather  than  have  the  president  of  a  medical  or¬ 
ganization  get  up  and  pound  with  a  gavel  and 
announce  that  “the  meeting  will  please  come  to 
order,”  then  announce  that  the  secretary  will 
read  the  minutes  of  the  last  meeting,  and  so  on ; 
a  commonplace  thing  is  made  to  appear  a  very 
serious  and  important  problem.  Instead  of  that 
the  writer  would  suggest  that  the  medical  meet¬ 
ing  room  should  be  equipped  with  a  piano,  and  a 
pianist  who  has  at  his  finger-ends  the  popular 
songs  of  the  day  and  that  by  his  enthusiasm  and 
perhaps  with  the  assistance  of  one  or  two  leaders 
the  whole  audience  can  be  moved  to  sing  with  its 
director.  As  they  have  already  introduced  golf 
tournaments  at  medical  meetings  and  whist  tour¬ 
naments,  why  not  introduce  some  music  tourna¬ 
ments  and  get  some  of  this  old  stale  medical  at¬ 
mosphere  out  of  the  air  and  out  of  the  chests  of 
medical  men.  We  are  a  serious,  solemn  lot  at 
best,  or  worst ;  and  we  forget  that  some  of  the 
simpler  things  of  life  are  just  as  important  as 
those  which  demand  our  serious  attention.  In¬ 
stead  of  having  our  association  meetings  opened 
with  prayer  or  an  address  by  some  high  official, 
why  not  open  it  with  song  and  close  it  with 
prayer.  1'he  entire  community  would  profit  by 
a  little  more  joyousness  in  the  heart  of  the  doc¬ 
tor.  There  are  so  many  pessimists  among  us,  and 
so  few  optimists,  that  perhaps  music,  hilarious 
music,  too,  would  change  our  viewpoints.  This 
is  merely  a  suggestion,  fostered  by  the  fact  that 


a  recent  experience  in  the  writer’s  day  showed 
that  music  opens  up  the  hearts  and  minds  of  the 
man  much  better  than  an  address. 


BOOK  NOTICES 


The  An.atomy  of  the  Nervous  System  from  the 
Standpoint  of  Development  and  Function.  By 
Stephen  W.  Ranson,  M.D.,  Ph.D.,  ITofcssor  of 
Anatomy  in  Northwestern  University  Aleclical 
School,  Chicago.  Second  edition,  revised.  Octavo 
volume  of  421  pages  with  284  illustrations,  some 
of  them  in  colors.  Philadelphia  and  I.ondon:  W. 
B.  Saunders  Company,  1923.  Cloth,  $6.50  net. 
The  second  edition  of  this  book  resembles  very 
closely  its  predecessor,  which  appeared  in  1921.  A 
few  additions  have  been  made  to  the  laboratory  out¬ 
line  and  a  series  of  twelve  typical  clinical  cases  are 
reported  for  purposes  of  illustration. 

Few  subjects  cause  the  medical  student  so  much 
perplexity  as  structure  and  function  of  the  nervous 
system.  The  text  should  have  first  of  alt  the  merit 
of  not  including  excessive  and  ponderous  detail  and 
at  the  same  time  not  lacking  in  adequate  description. 
This,  we  believe.  Dr.  Ranson  has  achieved  in  his 
work. 

The  illustrations  are  clearly  intelligible  and  the 
subject  matter  is  carefully  outlined.  Throughout 
the  text  functional  significance  is  frequently  stressed. 
This  phase  stimulates  interest,  which  cannot  be  at¬ 
tained  by  limiting  attention  to  structural  detail  only. 

The  fact  that  a  second  edition  was  made  necessary 
so  early  speaks  well  for  its  demand. 

— J.  C.  Michael,  M.D. 

Geriatrics.  A  treatise  on  the  prevention  and  treat¬ 
ment  of  diseases  of  old  age  and  the  care  of  the 
aged.  Bv  Malford  W.  Thewlis,  M.D.,  editor. 
Medical  Review  of  Reviews;  associate  editor,  the 
Therapeutic  and  Dietetic  Age.  With  introductions 
by  A.  Jacobi,  M.D.,  LL.D.,  and  I.  L.  Nascher, 
M.D.,  second  edition,  revised  and  enlarged.  .St. 
Louis:  C.  V.  Mosby  Company.  1924.  $4.50. 

Dr.  Thewlis,  in  the  second  edition  of  his  book  on 
Geriatrics,  has  collected  material  which  gives  a  bet¬ 
ter  understanding  of  the  prevention  and  treatment 
of  diseases  of  the  aged.  From  the  principles  that 
“Senility  is  a  physiologic  entity  like  childhood,” 
“Diseases  in  senility  are  pathologic  conditions  in  a 
normally  degenerating  body,”  “The  object  of  treat¬ 
ment  of  disease  in  senility  is  to  restore  the  diseased 
organ  or  tissue  to  the  state  normal  in  senilitv,” 
valuable  practical  applications  are  made.  Included 
also  is  a  comprehensive  bibliography. 

— C.  A.  McKinlay,  M.D. 

Medical  Clinics  of  North  America.  (Issued  serially, 
one  number  every  other  month),  Vol.  7,  No.  5. 
Per  clinic  year  (July,  1923  to  May,  1924),  paper, 
$12.00  net:  cloth,  $16.00  net.  Philadelphia  and 
London:  W.  B.  Saunders  Company. 

1.  Dr.  Wm.  Engelbach  discusses  carefully  and 
comprehensively  a  series  of  thirteen  cases  of  pituit- 
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ary  tumor  occurring  in  375  cases  of  uncomplicj  ed 
pituitary  disturbance. 

2.  J3r.  R.  A.  Kinsella  discusses  hypertension  md 
nephritis  on  the  basis  of  Vollhard  and  Fahr’s  classi¬ 
fication  with  illustrative  cases. 

3.  Two  cases  of  kidney  involvement  due  to  in¬ 
fections  of  the  respiratory  tract  are  reported  by  Dr. 
McKim  Harriot. 

4.  Dr.  Borden  S.  Veeder  outlines  the  differential 
diagnosis  and  the  complications  of  lobar  pneumonia 
in  children  and  reports  a  mortality  of  only  3  per 
cent. 

5.  A  group  of  diphtheria  cases  in  which  anti¬ 
toxin  had  not  been  administered  early  enough  or 
in  large  enough  doses,  is  shown  in  the  wards  by 
Dr.  Philip  C.  Jeans. 

6.  Dr.  John  Zahorsky  presents  a  small  group 
of  varied  cases  and  demonstrates  a  phenomenon 
found  in  healthy  children  known  as  the  mouth-and- 
hand  synkinesia. 

7.  Spinal  puncture  and  puncture  of  the  cisterna 
cerebcllomedullaris  in  the  intracranial  hemorrhage 
of  the  new-born  is  discussed  by  Jules  M.  Brady  who 
shows  several  successful  cases. 

8.  Dr.  Sidney  I.  Schwab  presents  a  group  of  pa¬ 
tients  with  incapacitating  cardiovascular  symptoms 
due  to  psychoneurotic  causes  rather  than  to  organic 
conditions. 

9.  Hysteria  is  the  diagnosis  in  a  group  of  five 
cases  shown  by  Dr.  Francis  M.  Barnes,  Jr.,  with  a 
wide  variation  in  histories  and  signs. 

10.  Dr.  John  L.  Tierney  differentiates  the  various 
types  of  headache  with  the  causes  and  treatments 
of  each.  He  divides  them  roughly  into  intracranial 
and  extracranial  according  to  origin. 

11.  Cases  of  “renal  glycosuria”  and  of  prediabetic 
glycosuria  arc  compared  concisely  and  interestingly 
by  Dr.  Albert  E.  Taussig. 

12.  Dr.  George  W.  Wilson  summarizes  the  pres¬ 
ent  knowledge  on  influenza  with  a  generous  bibli¬ 
ography  appended. 

13.  A  case  of  metastatic  carcinoma  of  the  brain, 
one  of  embolism  of  the  superior  mesenteric  artery, 
and  one  of  perforating  gastric  ulcer,  illustrated  by 
jr-ray  plates,  arc  discussed  by  Dr.  J.  Curtis  Lyter. 

14.  Dr.  Drew  Imten  shows  a  well-chosen  series 
of  cardiac  cases  after  digitalis  therapy  and  outlines 
reasons  for  giving  or  not  giving  the  drug  in  each. 

15.  The  results  of  operation  on  a  group  of  nine 
elderly  people  with  benign  stenosis  of  the  pylorus 
are  reported  by  Dr.  Horace  W.  Soper. 

16.  Dr.  William  H.  Olmsted  emphasizes  the  im¬ 
portance  of  clinical  history  in  diabetes,  observing 
that  diabetes  is  much  more  a  clinical  disease  than 
a  laboratory  one. 

17.  Several  severe  cases  of  purpura  with  differ¬ 
ential  diagnosis  and  treatment  are  discussed  by  Dr. 
Alphonse  McMahon. 

18.  A  case  of  Mikulicz’s  disease  with  death  about 
eight  months  after  the  onset  of  symptoms  is  pre¬ 
sented  by  Dr.  Louis  H.  Hempelman. 

19.  Dr.  Charles  Hugh  Nelson  comments  on  the 
difficulty  in  making  a  diagnosis  of  focal  infection 
and  points  out  the  fact  that  the  prostate  is  often 
neglected  as  a  possible  focus. 

— Olga  S.  Hansen,  M.D. 


NEWS  ITEMS 


Dr.  F.  W.  Behmler  has  moved  from  Lafayette 
to  Appleton. 

Dr.  H.  Van  de  Erve  has  resumed  practice  at 
Carrington,  N.  D. 

Dr.  Paul  Langan  has  moved  from  Webster, 
S.  D.,  to  Akron,  Ohio. 

Dr.  F.  A.  Moore  has  moved  from  Lesterville, 
S.  D.,  to  Yankton,  S.  D. 

Dr.  A.  P.  Platen  has  moved  from  Grand  Forks, 
N.  D.,  to  Edinburg,  N.  D. 

Dr.  William  Davis,  of  St.  Paul,  has  returned 
from  his  summer  home  on  Cape  Cod. 

’  Dr.  Amos  Bratrude,  a  recent  graduate,  has 
entered  into  partnership  with  Dr.  C.  J.  Christen¬ 
sen  of  Starbuck. 

Dr.  G.  M.  Oberg,  of  Minneapolis,  has  returned 
from  Europe  where  he  went  in  May  for  special 
study,  mainly  in  Vienna. 

Dr.  C.  V.  Lynde  has  moved  from  Chokio  to 
Medford.  Dr.  Lynde  has  practiced  in  Minne¬ 
apolis  nearly  forty  years. 

Dr.  R.  S.  Vivian,  wdio  succeeded  Dr.  Edwards 
as  school  physician  of  Hibbing,  has  begun  an  ex¬ 
amination  of  all  school  children  in  the  district. 

The  physicians  of  Austin  have  offered  their 
services  free  in  a  medical  survey  of  the  schools 
of  the  city.  Every  child  will  be  given  a  thor¬ 
ough  physical  examination. 

Dr.  Paul  M.  Gamble,  of  Albert  Lea,  was  mar¬ 
ried  last  month  to  Miss  Jeanette  B.  Northam,  of 
Minneapolis.  Dr.  Gamble  is  a  graduate  of  the 
University  of  Minnesota,  class  of  ’23. 

Dr.  Arthur  Margot,  formerly  Pathologist  and 
Director  in  Charge  of  the  Milwaukee  County 
Laboratories,  Milwaukee,  Wis.,  has  recently  ac¬ 
cepted  the  position  of  Pathologist  and  Director 
of  the  Clinical  Laboratory  with  the  Sioux  Falls 
Clinic,  Sioux  Falls,  S.  D. 

The  newspapers  of  North  Dakota  gave  ex¬ 
tended  notices  to  the  meeting  of  the  State  Med¬ 
ical  Association  last  month  at  Bismarck.  They 
especially  commented  upon  the  president’s  ad¬ 
dress  by  Dr.  James  Grassick  on  “The  Passing 
of  the  Old  Family  Doctor.” 


501 


THE  JOURN:  i.- LANCET 


The  Medical  School  of  the  University  of 
Minnesota  is  to-day  laying  the  cornerstones  of 
The  Todd  Memorial  Clinic  and  the  Cancer  In¬ 
stitute  buildings.  Addresses  are  to  be  given  by 
Dr.  Arthur  Dean  Bevan,  of  Chicago,  and  Dr. 
Edward  L.  Tuohy,  of  Duluth. 

At  the  October  meeting  of  the  staff  of  the 
Lymanhurst  School  and  Hospital,  Minneapolis, 
Oct.  28,  papers  will  be  presented  by  Dr.  David 
M.  Siperstein,  Dr.  C.  A.  Stewart,  Dr.  Cecile 
Moriarity,  and  Drs.  R.  W.  Morse  and  H.  Lep- 
man.  All  physicians  are  invited  to  attend  the 
meeting. 

Programs  of  the  Inter-State  Post  Graduate 
Assembly,  which  is  to  meet  in  Milw'aukee  on 
October  22-31,  may  be  obtained  from  Dr.  W. 
G.  Peck,  Freeport,  Ill.  Dr.  E.  Starr  Judd,  of 
the  Mayo  Clinic,  is  a  member  of  the  Program 
Committee,  and  Dr.  W.  J.  Mayo  is  President  of 
the  Clinics. 

Dr.  R.  C.  Farrish  and  his  wife,  of  Sherburn, 
entertained  the  members  of  the  Blue  Earth  Med¬ 
ical  Society  and  their  wives  at  Dr.  Farrish’s 
summer  home  last  month.  An  elaborate  lunch¬ 
eon  was  followed  by  talks  by  the  men  and  a  re¬ 
markable  dramatic  and  musical  program  by  the 
ladies,  both  by  “local  talent.” 

The  North  Dakota  Itye  and  Ear  Academy  held 
its  annual  meeting  in  Bismarck  during  the  meet¬ 
ing  of  the  State  Medical  Association.  The  fol¬ 
lowing  officers  were  elected  for  the  current  year ; 
President,  Dr.  M.  P.  Rindlaub,  Fargo;  vice- 
president,  Dr.  L.  A.  Schipfer,  Bismarck;  secre¬ 
tary-treasurer,  Dr.  M.  B.  Ruud,  Grand  Forks. 

The  North  Dakota  State  Medical  Association 
will  meet  next  year  in  Fargo,  N.  D.  The  meet¬ 
ing  should  be  the  best  in  the  history  of  the  Asso¬ 
ciation  because  the  Association  is  progressing 
and,  further,  because  Fargo  is  an  excellent  place 
in  which  to  meet.  One  of  the  best  meetings  in 
the  history  of  the  Association  was  that  held  at 
Bismarck  last  month. 

The  Red  River  Valley  Medical  Society  met  at 
Warren  last  month,  when  papers  were  read  by 
Dr.  Edward  Bratrud,  Warren;  Dr.  Verne  C. 
Hunt,  Rochester;  Dr.  O.  N.  Meland,  Warren; 
Dr.  George  Meland,  Warren;  and  Dr.  F.  J. 
Hirschboeck,  Duluth.  Dr.  H.  M.  Blegen,  War¬ 
ren,  was  elected  delegate  to  the  State  Associa¬ 
tion,  in  addition  to  Dr.  G.  S.  Wattam,  who  was 
elected  at  the  annual  meeting. 

Dr.  Edward  J.  Hotz,  for  some  time  a  member 
of  the  faculty  of  Creighton  Medical  College,  of 


Oi  Gha,  has  joined  the  Stutsman  County  Clinic  of 
Jai  .estown,  North  Dakota.  Dr.  Hotz  is  a  grad¬ 
uate  of  the  State  University  of  Iowa,  collegiate 
and  medical  schools,  and  pursued  advanced 
studies  at  the  Roosevelt  Memorial  and  Bellevue 
Hospitals  of  New  York.  His  special  work  in  the 
Clinic  will  be  general  practice,  cystoscopic  ex¬ 
aminations,  and  treatment  of  urinary  diseases. 

The  United  States  Public  Health  Service,  in  a 
recent  bulletin,  gives  “some  interesting  side-lights 
on  the  recent  epidemic  of  smallpox  in  Minne¬ 
sota,”  the  figures  in  which  were  furnished  by  the 
Minnesota  State  Board  of  Health.  There  were 
182  cases.  Of  139  cases  who  had  never  been  suc¬ 
cessfully  vaccinated,  34  died.  Of  the  remaining 
43  who  had  the  disease,  39  had  not  been  success¬ 
fully  vaccinated  within  seven  years,  and  6  of 
them  died.  Of  the  remaining  4,  2  had  been  vac¬ 
cinated  and  2  had  had  the  disease  in  childhood, 
and  none  of  the  four  died. 

The  twenty-ninth  annual  meeting  of  the  Amer¬ 
ican  Academy  of  Ophthalmology  and  Otolaryng¬ 
ology  was  held  at  Montreal,  Canada,  last  montli 
with  a  large  attendance.  The  Northwest  was 
represented  by  the  following  men ;  Dr.  R.  D. 
Alway,  Aberdeen,  S.  D.  ,•  Dr.  A.  E.  Johnson, 
Watertown,  S.  D. ;  Dr.  W.  L.  Morsman,  Flib- 
bing,  Minn. ;  Drs.  W.  L.  Benedict  and  Burt  E. 
Hemstead,  Rochester,  Minn. ;  Dr.  H.  W.  Grant, 
St.  Paul ;  and  Drs.  H.  S.  Clark,  Horace  New- 
hart,  Wm.  R.  Murray,  J.  A.  Pratt,  and  J.  S. 
Reynolds,  Minneapolis.  Dr.  Carl  C.  Wold,  of 
St.  Paul,  was  elected  a  fellow;  and  Dr.  E.  J. 
Brown,  of  Minneapolis,  was  elected  one  of  four 
fife  member's  of  the  A.cad"my.  D*  Horp^'']Si'^ 
hart,  of  Minneapolis,  was  elected  president  of 
the  Academy  for  the  current  year.  The  next 
meeting  will  be  held  in  Chicago.  The  member¬ 
ship  of  the  Academy  is  now  1,500;  and  hereafter 
applicants  for  membership  must  pass  an  exam¬ 
ination  in  ophthalmology  or  otolaryngology  to  be 
admitted.  Eighty  new  members  were  received 
at  the  last  meeting. 

The  Minnesota  Academy  of  Medicine 
Meeting  of  September  10,  1924 

The  Minnesota  Academy  of  Medicine  held  its 
annual  meeting  at  the  Town  &  Country  Club  on 
Wednesday  evening,  September  10,  at  8  p.  m. 
The  meeting  was  called  to  order  by  the  Presi¬ 
dent,  Dr.  A.  S.  Hamilton.  There  were  27  mem¬ 
bers  present. 

The  minutes  of  the  May  meeting  were  read 
and  approved. 
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The  annual  reports  of  the  Secretary  and 
urer  were  read  and  accepted.  V 

The  annual  election  was  held  and  the  follbuJi/v6 
officers  were  elected  :  \ 

President,  Harry  P.  Ritchie,  M.D.,  St.  Paul ; 
vice-president,  Henry  L.  Ulrich,  M.D.,  Minne¬ 
apolis;  secretary-treasurer,  John  Eldon  Hynes, 
M.T^.,  Minneapolis,  (re-elected.) 

Dr.  John  F.  Fulton,  first  ])resident  of  the 
Academy,  and  Dr.  S.  Marx  White,  escorted  the 
newly  elected  president  to  the  chair. 

The  retiring  president.  Dr.  Hamilton,  then  read 
his  President’s  Address,  entitled  “Historical  Sur¬ 
vey  of  the  Academy  of  Medicine.’’ 

John  E.  Hynes,  M.D. 

Secretary 


Record  Clerk  Wanted 

By  the  Winona  (Minn.)  General  Hospital.  Pref¬ 
erably  a  graduate  nurse.  Address  Superintendent, 
Winona  General  Hospital,  Winona,  Minn. 

Office  Equipment  Wanted 
I  desire  to  purchase  an  examining  table,  an  electric 
sterilizer,  a  small  cabinet,  some  instruments,  and  a 
desk.  Must  be  cheap.  Address  147,  care  of  this 
office. 

X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 
Very  desirable  office  space  at  323  La  Salle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Laboratory  Technician  Wanted 
A  pathologist  or  an  expert  laboratory  technician 
for  a  South  Dakota  clinic  and  hospital.  One  trained 
in  serology  and  blood  chemistry.  Good  salary. 
Address  134,  care  of  this  office. 

Technician  Desires  Position 

A  technician  who  has  had  six  months  experience 
in  a  hospital  laboratory  seeks  work.  Can  also  do 
office  and  stenographic  work.  Moderate  salary  will 
be  accepted.  Address  146,  care  of  this  office. 

Assistant  Wanted 

As  soon  as  possible,  to  do  general  work  in  clinic. 
New  modern  hospital  and  w’ell-equipped  office.  Will 
pay  $200  per  month  and  all  expenses  pertaining  to 
practice.  Address  Kittson  County  Clinic,  Hallock, 
Minnesota. 

Technician  Wants  Position 
A  young  woman  with  three  years  experience 
wants  a  temporary  or  permanent  position.  Can  do 
all  routine  work  and  blood  chemistry.  Now  taking 


Abasal  metabolism  in  a  city  laboratory.  Address  140, 
:are  of  this  office. 

i  Physician  Wanted 

*  To  locate  in  Hosmer,  Edmunds  County,  South  Da¬ 
kota.  A  good  business  town  surrounded  by  a  large 
territory.  Offices  furnished  free  of  charge  in  the 
rear  of  the  drug  store.  lOease  inquire  of  A.  D. 
Pietz,  Hosmer,  S.  D. 

Physician  Wanted  in  North  Dakota 

In  a  town  of  250.  Large  surrounding  territory; 
nearest  town  with  doctor  13  miles.  Located  on  a 
State  road.  Prefer  man  who  will  carry  his  own 
stock  of  drugs.  Splendid  chance  for  good  man.  Ad¬ 
dress  131,  care  of  this  office. 

A  Good  Opening 

Excellent  opening  in  Southwestern  Minnesota  for 
cost  of  drugs  and  office  furniture.  Good  territory; 
only  physician;  desires  to  locate  on  coast.  Good 
roads;  four-year  high  school;  mixed  community. 
Address  135,  care  of  this  office. 

Position  Wanted 

By  a  middle-aged  woman  who  is  greatly  in  need 
of  work.  Can  do  ordinary  routine  laboratory  work 
and  can  take  full  charge  of  office.  Prefer  work  in 
Minneapolis.  Can  give  the  best  of  references  to 
city  physicians.  Address  132,  care  of  this  office. 

Southern  Minnesota  Practice  for  Sale 

A  $6,000  cash,  unopposed  and  growing  practice  in 
town  of  500.  Four  churches,  high  school,  two  banks, 
creamery,  good  dairying  and  farming  country,  ex¬ 
cellent  roads.  Competition,  25  miles  north,  25  miles 
south,  10  miles  east  and  10  miles  west.  $700  buys 
practice  and  office  furniture.  Address  137,  care  of 
this  office. 

Fine  Location  in  South  Dakota 

In  town  of  1,250,  east  central  part  of  state.  Com¬ 
petition  22,  35,  13,  and  13  miles.  Excellent  wards. 
Modern  office  with  dentist.  Complete  office  equip¬ 
ment  and  drugs.  No  real  estate.  Young  man  with 
hospital  experience  would  make  good  here.  Reason 
for  selling:  leaving  state  to  specialize.  Address  139, 
care  of  this  office. 

Operating  Table  and  Instrument  Case  for  Sale 

I  have  for  sale  one  large-sized  steel  and  plate- 
glass  instrument  case,  suitable  for  either  physician’s 
office  or  hospital  operating  room;  has  combination 
lock  and  is  enameled  white;  a  bargain.  Also  one 
Allison  office  operating  table,  golden  oak,  in  fair 
condition.  Write  or  call  upon  Dr.  Hugh  J.  Tunstead, 
1126  Alctropolitan  Bank  Bldg.,  Minneapolis. 

Physician  Wanted 

In  a  central  Minnesota  town  of  300;  splendid  farm¬ 
ing  community;  collections  always  nearly  100  per 
cent;  Scandinavian  and  German  community.  Good 
high  school;  two  churches;  two  banks;  creamery; 
etc.  Competition  15,  8,  16,  and  15  miles.  A  house 
can  be  rented  for  $20  a  month.  Good  man  can 
make  money  from  the  start.  Address  142,  care  of 
this  office. 
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Presentation  of  Cases: 

Case  I :  Hydrocephalus  and  Spina  BifidaV 

The  first  specimen  is  that  of  a  baby  born  to 
a  multipara  twenty-three  years  old.  The  family 
history  is  unimportant,  and  the  Wassermann  re¬ 
action  of  the  mother  and  child  is  negative.  Three 
previous  pregnancies  have  occurred,  with  normal 
labors.  All  the  children  are  living  and  well. 
The  pregnancy  which  resulted  in  the  birth  of 
this  child  was  thought  to  have  taken  place  in 
June,  1923.  The  pregnancy  was  normal  until 
about  the  11th  of  May,  1923,  when  the  patient  be¬ 
gan  to  have  labor  pains.  There  was  rupture  of  the 
membranes  about  the  15th,  without  apparent  ex¬ 
cess  of  amniotic  fluid.  The  physical  examination 
show^ed  rupture  of  the  membranes,  and  there 
was  discolored  amniotic  fluid,  very  little  cervical 
dilatation,  and  the  fetal  heart  tones  were  normal. 

A  diagnosis  of  hydrocephalus  was  made.  The 
cervix  was  dilated  manually,  and  a  craniotomy 
was  performed  in  order  to  deliver  the  child.  The 
head  held  about  1,800  c.c.  of  fluid  and  the  cir¬ 
cumference  was  estimated  at  twenty-three  inches. 

The  child,  in  addition  to  having  this  large 
hydrocephalic  head,  also  has  a  spina  bifida,  which, 

I  think,  you  can  see.  It  is  located  in  the  upper 
spinal  region. 

The  point  of  interest  in  connection  with  mon¬ 
strosities  is,  What  causes  them?  In  the  past 

♦Clinic  before  the  South  Dakota  State  Medical  Associa¬ 
tion,  Mitchell,  S.  D.,  May  21,  1924. 


^syphilis  has  been  held  responsible  for  the  de¬ 
velopment  of  some  of  these,  but  there  is  very 
little  clinical  or  pathologic  evidence  to  support 
this  view.  Monstrosities  do  not  occur  with 
greater  freciuency  in  syphilitics  than  in  other  in¬ 
dividuals.  They  occur  with  parents  perfectly 
healthy  and  normal  and  with  no  evidence  of 
syphilis,  and  most  of  the  monstrosities  give  no 
pathologic  evidence  which  could  be  considered 
pathognomonic  of  syphilis.  There  is  no  reason 
why  people  who  are  syphilitic  should  not  have 
monstrosities,  but  syphilis  is  apparently  not  a 
cause  of  the  maldevelopment. 

We  have  two  theories.  One  theory,  advocated 
by  Mall,  of  Johns  Hopkins,  was  that  it  was  en¬ 
vironmental,  that  certain  maternal  conditions  af¬ 
fected  the  ovum  in  its  growth  and  caused  the 
formation  of  the  monstrosity.  The  other  view¬ 
point,  advocated  particularly  by  Huber,  of  Michi¬ 
gan,  is  that  it  is  not  so  much  environmental  as 
it  is  instrinsically  a  germ  cell  affair  and  that  any¬ 
thing  that  has  a  detrimental  effect  on  these  germ 
cells  may  affect  their  development.  So  much  for 
the  theory  of  causation. 

The  main  obstetric  importance  of  these  mon¬ 
strosities  is  the  way  they  affect  the  course  of 
labor.  So  far  as  the  dangers  from  the  malfor¬ 
mation  are  concerned,  we  are  not  very  solicitous 
about  the  offspring.  They  cannot  lead  useful 
lives  and  are  not  particularly  desirable  citizens 
even  should  they  survive.  This  viewpoint,  there- 
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fore,  modifies  our  procedure  in  obstetric  work. 
We  might  have  a  fetus  with  a  high  floating  head 
which  would  not  engage,  and  might  be  led  to 
consider  a  Cesarean  section,  hut,  if  we  could 
make  a  definite  diagnosis  of  a  hydrocephalic  in¬ 
fant,  we  would  decide  differently,  and  definitely 
against  a  Cesarean  section,  because  the  reason 
for  doing  a  Cesarean  section  would  be  princi¬ 
pally  on  account  of  the  child.  We  can  deliver 
such  a  child  by  certain  mutilating  operations 
with  less  danger  to  the  mother,  and  there  is  no 
particular  use  in  saving  the  lives  of  these  chil¬ 
dren.  In  this  instance  the  doctor,  having  made 
a  diagnosis  of  hydrocephalus,  was  right  in  doing 
a  craniotomy  and  delivering  the  fetus  through 
the  pelvis.  It  was  a  perfectly  justifiable  pro¬ 
cedure.  We  have  demonstrated  this  specimen  in 
order  to  bring  out  some  of  these  points. 

Case  II :  Toxemia  of  Pregnancy  with 
Convulsions 

This  case  is  interesting  because  it  presents  a 
very  frequent  complication  in  which  we  are  all 
interested.  The  patient  is  a  married  woman, 
thirty-two  years  old,  whose  family  history  is  un¬ 
important.  There  have  been  no  previous  preg¬ 
nancies.  The  present  pregnancy,  or  illness,  dates 
from  September  12,  1923.  She  came  under  ob¬ 
servation  in  April,  1924,  at  which  time  there  was 
considerable  albumin  in  the  urine.  She  also  had 
a  rather  marked  generalized  edema  of  about 
three  weeks  duration,  a  slight  headache  but  no 
visual  disturbances.  The  blood  pressure  was  190 
systolic  and  110  diastolic.  There  was  marked 
edema,  and  she  also  had  a  mitral  regurgitation 
and  a  slightly  dilated  heart. 

The  diagnosis  of  pregnancy  was  made,  and  the 
fetal  heart  was  found  to  be  good.  On  April  10, 
1924,  her  blood  pressure  was  215-110.  On  April 
11  she  had  one  convulsion.  On  April  12  the 
blood  pressure  was  205-110;  on  April  15  it  was 
220-120.  On  April  16  she  had  severe  convul¬ 
sions,  four  or  five  of  which  occurred  in  rapid 
succession.  On  that  date  she  was  delivered  by 
manual  dilatation,  version,  and  the  extraction  of 
a  living,  premature  infant.  Since  delivery  she 
has  had  no  convulsions.  The  blood  pressure  on 
May  14  was  130-85.  The  urine  was  clear.  The 
general  condition  was  good,  except  for  some 
anemia  due  to  some  hemorrhage  during  the  de¬ 
livery.  The  hemoglobin  on  April  17  was  about 
50  per  cent,  but  on  May  16  had  reached  75  per 
cent. 

This  brings  up  for  discussion  the  very  interest¬ 
ing  obstetric  complication  referred  to  as  the 


toxemia  of  pregnancy.  We  recognize  two  main 
types,  the  so-called  early  and  the  late  toxemia. 
The  early  usually  is  characterized  by  the  ex¬ 
cessive  vomiting,  the  pernicious  vomiting  of 
pregnancy,  whereas  the  late  is  characterized  by 
hypertension,  albuminuria,  edema,  and,  not  in¬ 
frequently,  convulsions.  It  is  w^ell  enough  to  say 
that  we  can  prevent  these  toxemias,  but  literally 
we  cannot  prevent  them.  We  do  not  know  what 
causes  them,  and  the  only  thing  we  can  do  is  to 
detect  them  early  in  their  course.  We  cannot 
prevent  nor  control  them  except  in  so  far  as  we 
control  the  termination  of  pregnancy.  In  that 
way  we  may  perhaps  prevent  the  rapid  develop¬ 
ment  of  toxemia  in  an  acute  form,  and  yet  we 
see  cases  of  a  fulminant  type  in  which  we  are 
incapable  of  preventing  the  very  serious  results 
of  this  toxemia. 

Case  III :  Toxemia  of  Pregnancy  with 
Convulsions 

We  also  have  another  type  of  toxemia,  and 
this  patient  illustrates  some  of  its  features.  This 
patient  had  scarlet  fever  at  eight  years  of  age 
and  has  had  repeated  attacks  of  tonsillitis.  She 
had  a  tonsillectomy  in  1922.  There  have  been  no 
previous  pregnancies.  Her  last  menstrual  period 
was  about  the  third  week  of  October,  1923.  She 
consulted  a  doctor  at  her  former  home  during 
December,  but  was  not  examined.  There  was  no 
nausea  or  disturbances,  such  as  frequently  occur 
with  pregnancies.  She  had  no  trouble  until  Feb¬ 
ruary,  1924,  when  she  noticed  marked  edema  of 
the  hands  and  feet.  The  edema  increased,  and  a 
doctor  was  called  on  April  22,  but  he  made  no 
examination.  Following  this  a  second  doctor  was 
called,  and  on  the  same  day  a  third  doctor  was 
called  who  saw  her  in  a  convulsion  on  the  occa¬ 
sion  of  his  first  visit.  She  was  sent  to  the  hos¬ 
pital  and  had  four  more  convulsions  before  she 
arrived. 

Physical  examination  at  the  hospital  showed 
a  very  marked  generalized  edema.  The  tongue 
was  swollen  and  bleeding  as  a  result  of  the 
trauma  incident  to  the  convulsive  attack.  She 
was  comatose.  The  abdomen  showed  the  exist¬ 
ence  of  a  pregnancy  of  about  seven  months,  but 
she  was  not  in  labor.  The  genitalia  showed  tre¬ 
mendous  edema.  The  blood  pressure  at  that 
time  was  130-90.  The  urine  showed  a  marked 
amount  of  albumin,  estimated  to  be  50  per  cent 
by  volume.  Casts  were  also  present.  A  Cesa¬ 
rean  section  was  performed  on  the  same  day  she 
arrived,  and  she  was  delivered  of  a  premature 
infant,  which  died  twenty-four  hours  later.  The 
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reason  for  doing  this  Cesarean  section  was  be¬ 
cause  of  the  tremendous  edema  of  the  external 
genitalia  and  the  birth  canal. 

On  April  23  she  had  marked  pulmonary  edema, 
and  the  pulse  was  180.  On  the  24th  she  had 
improved  somewhat,  but  she  had  no  memory 
for  events  which  had  transpired  from  April  22 
until  April  24,  which  is  a  rather  common  con¬ 
dition  in  eclampsia.  She  had  no  recollection  of 
seeing  either  of  the  two  doctors  at  her  home,  or 
of  being  transported  to  the  hospital,  and  was  in 
total  ignorance  of  what  had  occurred  between 
the  time  of  her  leaving  home  and  the  events  that 
had  happened  before  she  came  to  herself  in  the 
hospital,  and  was  ignorant  of  her  location.  Her 
blood  pressure  was  160-110.  On  the  28th  of 
April  she  had  four  severe  convulsions,  six  days 
postpartum.  The  phenolsulphonephthalein  test 
showed  a  practically  normal  output,  75  per  cent 
in  two  hours. 

On  April  29  she  was  in  a  rather  serious  con¬ 
dition,  but  since  then  has  improved.  The  blood 
pressure  is  now'  normal,  and  the  urine  is  clear. 

We  have  here  another  case  of  toxemia  which 
I  might  present  w'hile  the  patient  is  on  the  plat¬ 
form.  There  are  some  other  symptoms  which  I 
wish  to  talk  about  later  in  connection  with  this 
case. 

Case  IV :  Toxemia  of  Pregnancy  without 
Convulsions 

This  patient  is  twenty-six  years  old,  and  her 
general  health  has  been  good.  There  is  a  history 
of  frequent,  painful  urination,  wdth  severe  ten¬ 
esmus  prior  to  the  first  pregnancy.  She  has  had 
one  normal  pregnancy  in  which  she  went  to  term. 
It  terminated  in  a  high  forceps  delivery,  which 
was  done  at  home,  and  the  child  died  in  the  early 
days  of  its  life.  Her  convalescence  during  the 
puerperium  was  normal. 

Her  last  menstrual  period  was  in  August,  1923. 
She  had  rather  marked  nausea  and  vomiting 
early  in  the  pregnancy,  and  she  consulted  a  phy¬ 
sician  early  on  account  of  some  edema  and  scanty 
urination.  Examination  of  the  urine  showed  a 
specific  gravity  of  1034,  albumin  5  per  cent,  with 
some  hyalin  and  granular  casts  and  also  a  small 
amount  of  pus  in  the  urine,  w'hich  I  wish  to  men¬ 
tion  in  connection  w'ith  some  bladder  symptoms 
which  she  had  some  years  before.  Her  blood 
pressure  was  190-90.  Upon  percussion  over  the 
kidney  region  there  was  tenderness,  with  marked 
edema,  but  so  far  as  is  known  there  were  no 
chills  or  fever.  She  was  in  the  hospital  for  two 
weeks  and  was  placed  on  Fisher’s  solution.  The 


blood  pressure  varied  from  normal  to  190-90,  and 
the  albumin  varied  from  a  slight  amount  to  8 
per  cent.  The  amount  of  edema  also  varied. 

She  went  on  to  term  after  improvement  from 
rest,  and  dietetic  and  other  treatment  in  the  hos¬ 
pital,  and  was  delivered  spontaneously  of  a  living 
child  without  having  had  any  convulsions. 

We  have  shown  here  some  different  types  of 
toxemias  of  pregnancy. 

Case  V :  Pyelitis  and  Thrombophlebitis  of 
Iliac  Vessels 

This  woman  is  twenty-five  years  of  age.  Her 
family  history  is  perhaps  of  no  particular  im¬ 
portance,  but  it  may  have  a  bearing  on  the  in¬ 
fection  from  which  she  suffered.  The  patient 
has  no  evidence  of  diabetes,  but  her  father  had 
diabetes,  and  this  may  have  some  relation  to  her 
lack  of  proper  immunity  to  infection.  She  has 
never  been  strong  or  healthy,  but  has  had  no 
previous  pregnancies,  this  one  being  a  normal 
pregnancy  during  which  her  health  improved. 
She  had  a  normal  labor,  lasting  about  nine  and 
a  half  hours,  on  December  24,  1923.  The  child 
was  delivered  spontaneously.  There  was  a  slight 
laceration,  which  was  repaired.  The  placenta 
and  the  membranes  were  complete,  and  delivered 
entirely,  and  no  vaginal  examination  was  made. 
Postpartum  she  had  a  temperature  of  100°  F., 
pulse  56,  and  respirations  16.  Two  days  later, 
on  the  26th  of  December,  she  complained  of 
rather  severe  pain  extending  from  the  lumbo¬ 
costal  angle  to  Poupart’s  ligament,  along  the 
course  of  the  ureter.  Associated  with  this  there 
was  marked  tenderness  of  the  right  rectus  mus¬ 
cle.  The  white  blood  count  was  14,400,  and 
there  was  84  per  cent  polymorphonuclears. 

On  the  27th  and  28th  she  was  somewhat  im¬ 
proved,  but  on  the  29th  the  pain  and  muscle 
spasm  returned,  with  considerable  muscular  re¬ 
sistance,  and  a  mass  was  palpable  through  the 
abdominal  wall.  She  was  thought  to  have  an 
attack  of  appendicitis,  and  operation  was  per¬ 
formed,  but,  instead  of  finding  a  diseased  appen¬ 
dix,  a  rather  large,  sausage-shaped  tumor  was 
found  in  the  posterior  part  of  the  pelvis.  The 
appendix  appeared  normal,  as  did  the  adenexa. 
The  abdomen  was  closed,  with  a  diagnosis  of 
thrombophlebitis. 

This  raises  the  question  of  a  possible  pye¬ 
litis,  and  this  case  will  be  considered  later  in 
connection  with  the  preceding  one,  which  also 
brings  up  the  question  of  pyelitis  in  association 
with  pregnancy  and  puerperium.  We  also  have 
here  a  thrombophlebitis,  which  has  cleared  up, 
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and  the  patient  is  now  well,  as  you  can  see,  hav¬ 
ing  recovered  from  the  infection  of  the  pelvic 
veins. 

Case  VI:  Puerperal  Thrombophlebitis 

This  case  is  also  one  of  thrombophlebitis.  The 
patient  is  eighteen  years  old.  Her  family  history 
is  unimportant.  She  has  had  a  mitral  regurgi¬ 
tation  for  some  years.  There  have  been  no  pre¬ 
vious  pregnancies.  Her  present  illness,  or  the 
one  in  which  we  are  interested,  was  a  pregnancy 
which  resulted  in  a  rather  prolonged  labor  at 
term.  The  cervix  became  fully  dilated,  the  head 
lying  rather  low  in  the  pelvis,  at  which  point  it 
became  fixed.  Examination  through  the  rectum 
and  vagina  showed  the  head  resting  against  the 
coccyx,  which  was  crooked  and  impinging  on  the 
outlet,  thus  shortening  the  posterior  sagittal  di¬ 
ameter  of  the  pelvis.  The  head  did  not  progress 
satisfactorily,  and  in  the  process  of  delivery  the 
coccyx  was  fractured  and  the  head  delivered. 
Episiotomy  was  done,  and  a  normal,  living  child 
was  obtained.  The  membranes  and  placenta 
were  complete.  The  puerperium  was  afebrile 
and  uneventful  for  several  days.  On  the  twelfth 
day  the  patient  had  a  chill,  with  some  increase 
in  temperature,  about  104°  F.,  and,  following 
this,  there  was  a  slight  swelling,  induration,  and 
tenderness  in  the  region  of  Scarpa’s  triangle. 
She,  undoubtedly,  had  a  thrombophlebitis,  which 
obstructed  the  return  flow  of  blood  from  this 
region.  After  two  weeks  she  has  returned  to 
normal  and  is  now  convalescing  nicely  and  un¬ 
doubtedly  will  have  no  complications  as  a  result 
of  the  thrombophlebitis. 

These  cases  represent  two  different  types  of 
thrombophlebitis,  one  which  develops  rather  rap¬ 
idly  and  acutely  early  in  the  puerperium,  the 
other  late  in  the  puerperium  following  after 
practically  an  afebrile  course.  There  was  a  sud¬ 
den  rise  in  temperature  with  a  chill,  and  then  the 
localized  tenderness  and  swelling  of  the  whole 
extremity,  indicating  that  we  were  dealing  with 
some  thrombosis  of  the  vessels.  My  own  ex¬ 
perience  with  these  so-called  afebrile  cases  has 
been  that,  if  the  temperature  is  taken  and  re¬ 
corded  regularly  throughout  the  puerperium,  one 
always  finds  fever,  not  necessarily  marked  but 
always  some  evidence  of  infection.  It  may  not 
rise  over  100°  or  100.6°  F.,  but  there  is  always 
some  rise,  and  when  the  patient  is  about  ready 
to  go  home  the  disappointment  is  keen  when  she 
is  suddenly  seized  with  symptoms  and  signs  of 
thrombojihlebitis.  The  doctors  are  also  disap¬ 
pointed,  but  this  is  not  so  important  as  the  con¬ 


dition  develops  in  the  patient,  who  bears  the 
burden.  This  is  one  argument  for  keeping  these 
patients  in  bed  somewhat  longer,  until  we  are 
sure  that  they  will  not  have  any  trouble  with 
thrombophlebitis. 

The  next  two  cases  are  not  associated  with  the 
puerperium  or  childbearing,  although  there  is  a 
very  important  relationship  to  this  condition. 

Ca.se  VII :  Bilateral  Salpingitis  ;  Pulmonary 
Tuberculosis 

This  patient  presents  a  number  of  points  of 
considerable  importance.  She  is  twenty-three 
years  old  and  a  widow.  In  childhood  she  had 
chorea  with  rheumatic  fever.  In  1918  she  had 
an  influenzal  infection,  followed  by  pulmonary 
tuberculosis.  She  had  had  two  previous  preg¬ 
nancies,  and  has  one  healthy  child,  three  and  a 
half  years  of  age.  She  had  one  miscarriage,  in 
1919.  In  February,  1922,  she  was  taken  with 
an  acute  attack  of  pain  in  the  lower  abdomen, 
the  origin  of  which  is  not  exactly  clear.  She 
had  gone  about  two  weeks  over  her  expected 
menstrual  period  when  she  was  seized  with  this 
pain.  Her  husband  apparently  had  had  a  Neis- 
serian  infection.  There  is  but  little  evidence  to 
make  one  think  that  she  was  pregnant  at  this 
time.  There  is  no  really  positive  evidence  of  a 
Neisserian  infection,  and  yet,  following  this  at¬ 
tack  of  acute  pain  in  the  left  lower  part  of  the 
abdomen,  she  developed  a  mass  in  the  pelvis,  a 
diagnosis  of  abscess  was  made  and  she  had  a 
vaginal  drainage  by  a  physician  in  Kansas  City. 
After  that  she  returned  to  this  city  and  the  cul- 
de-sac  was  again  drained  on  March  3  and  again 
on  April  15,  1922.  There  was  also  a  positive 
demonstration  of  tubercle  bacilli  in  the  sputum. 

The  patient  was  removed  to  the  hospital  and 
again  had  a  vaginal  drainage  in  May,  1922,  the 
drainage  continuing  for  seventy-three  days.  She 
left  the  hospital  August  2,  but  returned  in  Octo¬ 
ber,  remaining  for  one  hundred  and  four  days 
at  that  time.  The  drainage  was  profuse  from  the 
posterior  vaginal  wall.  From  March,  1923,  to 
May,  1923,  she  was  in  the  hospital  because  of  a 
pleuritis  of  tuberculous  origin.  In  February, 
1924,  she  had  an  abdominal  operation,  with  a 
bilateral  salpingectomy,  at  which  time  massive 
adhesions  and  also  inflammatory  cysts  were 
found.  The  tubes  were  examined  for  tubercu¬ 
losis,  but  there  was  nothing  found  microscopic¬ 
ally  which  indicated  this  infection.  She  still  has 
a  positive  pulmonary  tuberculosis,  but  the  lung 
condition  is  gradually  improving  with  the  better¬ 
ment  of  the  pelvic  condition. 
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This  case  might  bring  up  for  discussion  the 
relationship  between  tuberculosis  and  pregnancy, 
between  miscarriage  and  infection,  between  pel¬ 
vic  and  pulmonary  tuberculosis,  and  also  the  pos¬ 
sibility  of  a  Neisserian  infection  being  respon¬ 
sible  for  the  pelvic  abscess.  It  also  brings  up 
the  very  important  question  of  the  management 
of  these  acute  inflammatory  conditions  of  the 
pelvis  no  matter  what  the  origin  may  be. 

Case  VIII :  Gonorrheal  Salpingitis;  Puer¬ 
peral  Infection 

This  young  woman  presents  a  condition  which 
is  similar.  She  is  nineteen  years  old,  and  her 
family  history  also  is  unimportant.  She  has  a 
history  of  tonsillitis,  influenza,  and  erysipelas. 
She  had  a  tonsillectomy  performed  in  1921,  and 
an  appendectomy.  I  shall  refer  again  to  this 
appendectomy  in  1923.  Her  menstrual  history 
is  unimportant  except  for  the  fact  that  she  has 
had  marked  dysmenorrhea  with  some  irregularity 
of  flow. 

In  October,  1923,  she  was  seized  with  a  severe 
attack  of  pain  in  the  right  lower  portion  of  the 
abdomen,  for  which  she  had  the  appendectomy. 
However,  she  was  not  relieved  and  was  seen 
again  on  April  22,  1924,  when  she  complained 
of  pain  in  both  lower  quadrants  of  the  abdomen, 
with  considerable  tenderness.  She  also  had  some 
nausea  and  vomiting,  with  pain  and  dizziness. 
These  attacks  of  pain  have  been  periodic  and 
frequently  have  been  severe  enough  to  confine 
her  to  bed.  Physical  examination  showed  evi¬ 
dence  of  gonorrhea,  and  the  microscope  gave 
proof  of  the  Neisserian  organism.  On  April  22 
her  temperature  was  102.6°  F.,  pulse  100,  and 
respirations  24.  Examination  of  the  abdomen 
showed  marked  tenderness,  rather  marked  dis¬ 
tention,  and. rigidity.  Bimanual  examination  re¬ 
vealed  a  profuse  vaginal  discharge,  from  which 
smears  were  taken,  and  also  a  tender  mass  was 
found  in  the  adnexal  regions. 

She  was  operated  on  the  same  day.  Both  tubes 
were  removed,  drainage  was  instituted,  and  the 
patient  has  made  a  rather  uneventful  recovery. 
Her  temperature  has  been  normal  since  the  fourth 
of  May,  and  she  has  been  doing  well  in  every 
way. 

This  case  is  not  at  all  an  unusual  type  of  in¬ 
fection  of  the  tubes  due  to  extension  upward 
from  a  genital  infection  with  the  diplococcus  of 
Neisser. 

We  will  now  have  the  slides  which  illustrate 
some  of  the  points  I  wish  to  bring  out  about  these 
cases. 


Slide  1. — The  first  group  are  those  from  the 
so-called  toxemias  of  pregnancy.  This  slide 
shows  the  case  of  a  woman,  about  thirty-five 
years  old,  who  came  under  observation  for  the 
first  time  at  about  the  fifth  month  of  pregnancy. 
She  was  watched  through  the  pregnancy  and  at 
about  the  eighth  month  began  to  have  a  slight 
increase  in  blood  pressure,  not  enough  to  cause 
any  great  concern  but  higher  than  it  previously 
had  been.  This  was  manifested  both  in  the  sys¬ 
tolic  and  diastolic  curves.  A  little  later  this  pres¬ 
sure  dropped,  but  in  the  last  month  it  mounted 
to  a  somewhat  higher  level.  This  patient  went 
into  labor,  and  the  blood  pressure  mounted  still 
higher,  to  between  150  and  160,  the  diastolic  be¬ 
ing  relatively  higher,  mounting  to  110.  She  also 
had  a  moderate  amount  of  albumin.  The  edema 
was  not  marked.  She  had  some  fibromyomata 
of  the  uterus  and  was  a  rather  elderly  primi- 
para.  She  had  one  convulsion,  which  came  on 
rather  suddenly  during  labor  and  because  of  the 
fact  that  she  had  some  rather  large  myomata 
and  was  a  rather  elderly  primipara,  we  deemed 
it  wise  to  do  a  Cesarean  section.  This  was  done, 
with  the  result  that  we  immediately  had  a  drop 
in  the  pressure,  with  a  secondary  rise  some  hours 
after  the  delivery.  After  this  the  pressure  dropped 
again  and  regained  its  normal  level.  This,  un¬ 
doubtedly,  was  a  case  of  true  eclamptic  toxemia 
developing  abruptly  in  the  later  months  of  preg¬ 
nancy. 

Slide  2. — The  next  case  is  that  of  a  woman 
who  came  under  observation  in  the  second  month 
of  pregnancy,  with  a  blood  pressure  which  would 
hardly  be  regarded  as  normal,  and,  if  taken  into 
consideration  with  her  toxemia,  it  is  fairly  high. 
It  remained  fairly  normal  until  the  seventh 
month,  when  it  mounted  rapidly  to  a  high  level. 
She  was  placed  under  supervision  in  the  hospital, 
following  which  it  dropped  somewhat,  to  rise 
again  in  the  eighth  month.  At  this  time  we  in¬ 
duced  labor,  and  she  had,  subsequent  to  this, 
some  convulsions,  and  was  delivered  of  twins. 
Following  this  delivery  the  blood  pressure  dropped 
one  hour  after  delivery,  but  sixteen  hours  after 
labor  it  had  again  risen  to  a  somewhat  higher 
point.  This  pressure,  from  1915  to  the  present, 
has  remained  persistently  normal,  and  it  undoubt¬ 
edly  was  a  case  of  eclampsia. 

Slide  2. — This  woman  first  came  under  ob¬ 
servation  in  1916,  when  she  was  four  months 
pregnant.  She  gave  a  history  of  two  previous 
pregnancies,  one  ending  in  labor  at  term  with 
definite  eclamptic  symptoms.  The  blood  pres¬ 
sure  was  not  taken  at  that  time  by  the  physician 
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who  looked  after  her,  but  she  had  some  con¬ 
vulsive  attacks.  She  had  a  forceps  delivery, 
which  resulted  in  the  loss  of  her  child.  She 
then  came  to  me  in  this  pregnancy  and  was  very 
desirous  of  having  a  living  child. 

At  first  her  blood  pressure  was  160.  The 
urinary  findings  were  not  particularly  marked. 
There  was  a  trace  of  albumin  but  not  enough 
to  be  alarming.  She  was  watched  through  the 
fifth  and  sixth  months,  and  then  the  blood  pres¬ 
sure  dropped  and  went  up  to  160  again,  and  here 
(indicating),  at  about  six  and  a  half  to  seven 
months,  there  is  a  rather  marked  increase  in  the 
pressure,  following  which  she  was  placed  on 
proper  treatment,  with  a  decided  drop.  The 
blood  pressure  went  up  in  the  eighth  month  to 
a  higher  level,  and  she  developed  more  albumin, 
marked  edema,  some  disturbance  of  vision.  These 
things  made  us  anxious  about  the  case,  so  we 
induced  labor  prematurely.  We  obtained  a  liv¬ 
ing  infant,  which  is  still  alive,  and  following  that 
the  blood  pressure  rose  again,  with  another  drop. 
The  pressure  has  just  about  obtained  the  level 
which  preceded  the  pregnancy,  or  which  was 
present  in  the  early  stages,  and  she  was  under 
observation  until  1922.  I  saw  her  recently,  and 
the  pressure  is  still  160  to  170.  Her  pressure 
was  not  normal  prior  to  her  last  pregnancy,  it 
was  certainly  not  normal  during  the  pregnancy 
and  has  not  been  normal  since.  The  urine  shows 
only  a  moderate  amount  of  albumin.  The  func¬ 
tional  tests  indicate  glomerular  nephritis,  which 
she  probably  has  had  somewhat  masked  since 
childhood,  when  she  had  scarlet  fever.  Preg¬ 
nancy  makes  her  worse. 

This,  I  think,  is  not  eclampsia,  but  a  case  of 
a  woman  with  impaired  kidneys,  which  resulted 
from  scarlet  fever  in  childhood.  She  has  glo¬ 
merular  nephritis,  not  of  high  grade,  but  suf¬ 
ficiently  severe  so  that  when  pregnancy  makes 
an  added  strain  she  is  unable  to  stand  it,  and  we 
get  the  results  which  we  see  in  the  chart. 

Slide  4. — This  next  case  is  somewhat  similar, 
in  a  multipara  of  about  forty-two,  who  came  in 
early  in  pregnancy  with  a  blood  pressure  of 
150-90,  which  gradually  rose  to  210-130.  We 
thought  it  was  not  wise  to  let  her  go  on  and  only 
did  so  under  protest.  She  was  extremely  anx¬ 
ious  to  have  a  child  because  she  had  recently 
lost  one.  We  carried  her  on  as  long  as  ])Ossible, 
and  she  was  delivered  of  a  premature  infant, 
which  is  getting  along  nicely.  The  blood  pres¬ 
sure  curve  has  dropped  down  to  the  former 
level.  I  think  this  is  not  a  true  case  of  eclamp¬ 
sia. 


Slide  5. — This  case  I  had  under  observation 
for  about  three  years,  at  various  periods.  She 
was  under  observation  by  another  physician,  and 
we  have  a  fairly  good  chart  of  her  blood  pres¬ 
sure  running  over  a  period  of  at  least  four  years. 
She  first  came  under  observation  when  she  was 
not  pregnant,  desired  to  be  pregnant,  but  did  not 
consider  it  entirely  safe  to  be  so.  That  was  in 
1915.  The  blood  pressure  was  160-120,  an  un¬ 
usually  high  diastolic.  At  the  sixth  month  of 
pregnancy  it  reached  210-160. 

This  woman  was  placed  in  the  hospital  under 
observation,  and  the  fetus  died  in  utero.  She 
was  delivered  of  a  six  months  fetus  which  was 
macerated  and  had  died  as  the  result  of  the  con¬ 
dition  which  was  giving  the  mother  this  disturb¬ 
ance.  Her  blood  pressure  dropped,  and  she 
was  not  seen  again  until  she  was  again  pregnant, 
when  the  blood  pressure  went  up  to  240,  and  she 
again  had  the  same  experience  of  having  a  dead 
fetus,  and  again  the  blood  pressure  receded, 
gradually  dropping  down  to  the  same  previous 
level.  You  will  notice  on  the  chart  that  the  blood 
pressure  went  higher  in  this  than  during  the 
preceding  pregnancy.  She  went  along  with  this 
high  pressure  and  evidence  of  disturbed  kidney 
function  until  1919,  when  the  pressure  mounted 
very  rapidly,  the  kidney  function  was  much  dis¬ 
turbed,  and  she  died  in  uremic  coma.  We  se¬ 
cured  one  of  the  kidneys,  and  it  is  classed  as  an 
arteriosclerotic  kidney.  This  case  had  some  of 
the  earmarks  of  eclampsia,  but  it  was  not  a  true 
eclampsia. 

The  point  I  wish  to  make  particularly  is  that 
v/e  are  not  always  dealing  with  the  same  condi¬ 
tion,  although  many  of  the  symptoms  are  the 
same, — the  hypertension  and  the  edema, — in 
many  of  them. 

I  shall  not  dwell  on  these  next  slides  par¬ 
ticularly  except  to  say  that  we  do  have  in  preg¬ 
nancy  kidney  infections  which  we  group  under 
the  general  term  of  pyelitis,  or  infected  kidney 
pelvis.  I  hope  to  demonstrate  that  we  have  in 
many  of  these  cases  other  factors  than  simply  a 
pyelitis. 

Slide  6. — This  woman  is  pregnant.  You  will 
notice  the  position  of  the  ureter  and  the  passage 
of  the  catheter  upward  until  it  reached  a  posi¬ 
tion  where  it  curled  back  on  itself. 

Slide  7. — The  next  one  is  from  the  same  case 
and  will  illustrate  a  little  better.  This  shows  the 
catheter  passing  up  and  also  back  again,  and  you 
can  see  the  catheter  here  (indicating).  There 
is  evidently  some  obstruction  with  dilatation,  or 
hydro-ureter  with  dilatation  of  this  kidney  pelvis. 
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Slide  8. — This  is  from  a  somewhat  different 
case.  All  of  these  cases  are  associated  with  more 
or  less  fever  and  some  definite  evidence  of  kid¬ 
ney  infection  with  pus  in  the  urine.  This  shows 
the  fetal  head  in  the  pelvis,  the  catheter  running 
in  here  (indicating),  showing  a  dilated  ureter 
and  also  the  outlines  of  the  pelvis  of  the  kidney 
which  is  somewhat  enlarged. 

Slide  9. — This  is  from  a  different  case  with  a 
markedly  dilated  ureter  and  a  dilated  kidney 
pelvis  here,  whereas  on  this  side  we  have  a  fairly 
normal  ureter.  They  are  all  associated  with  pus 
and  show  a  febrile  reaction,  and  usually  positive 
cultures  are  obtained  from  the  urine. 

Slide  10. — The  next  case  shows  the  fetal  head 
in  the  pelvis,  the  ureter  somewhat  dilated,  and 
you  can  see  the  catheter  makes  a  complete  turn, 
the  opaque  fluid  here  is  the  dilated  pelvis. 

Slide  11. — This  is  from  the  case  of  a  woman 
with  a  dilated  ureter  on  both  sides,  and  with  an 
enormously  dilated  kidney  pelvis  on  this  side 
(indicating). 

Apparently  these  cases  of  kidney  infection 
either  have  some  obstruction  in  the  ureter  or 
else  an  inflammatory  condition  of  the  ureter  pro¬ 
duces  some  obstruction,  which  interferes  with 
proper  drainage  from  the  kidney,  leading  to  di¬ 
lated  ureters.  Natui'ally,  any  infection  tends  to 
cause  trouble.  Pregnancy  evidently  acts  in  some 
way  to  prevent  proper  drainage,  and  I  wish  to 
call  your  attention  particularly  to  the  two  cases 
I  presented.  We  not  infrequently  have  hydro¬ 
ureter  and  pyelitis  both  in  association  with  preg¬ 
nancy  and  the  puerperium.  We  have  infection 
of  the  kidney  pelvis  which,  unless  considered 
very  carefully  as  a  possibility,  may  lead  to  faulty 
diagnosis.  We  should  remember  that  we  may 
have  an  acute  infection  of  the  kidneys  which 
may  light  up  any  time  during  the  puerperium, 
during  the  early  days  or  later  on,  and  we  have 
during  this  period  a  definite  damming  back  of 
the  urine,  producing  a  hydro-ureter  and  hydro¬ 
nephrosis,  which  may  cause  a  pyonephrosis, 
which  may  result  in  destruction  of  the  kidney 
with  a  perinephritic  abscess.  These  conditions 
should  be  kept  in  mind  and  picked  up  as  early 
in  the  course  of  the  case  as  possible. 

Slide  12. — I  am  throwing  on  the  screen  a  tem¬ 
perature  curve  of  a  patient  with  cellulitis,  the 
infection  starting  at  about  the  third  day.  The 
fever  continued  until  the  10th  or  12th,  when  she 
had  an  abscess  in  the  pelvis  opened  and  drained, 
with  a  drop  in  the  temperature.  Here  is  a  simple 
form  of  puerperal  infection  where  the  tissues  be¬ 
come  infected  with  the  staphylococcus,  and  ab¬ 


scess  forms  which,  when  drained,  is  followed  by 
prompt  recovery.  This  usually  results  in  com¬ 
plete  and  rather  prompt  cure  if  properly  handled. 

Slid^  13. — This  is  a  puerperal  septicemia  with 
eventually  a  thrombophlebitis.  This  woman  had 
a  premature  birth  with  retained  placenta,  and 
following  this  she  developed  pelvic  infection 
which  resulted  in  her  death  from  embolism.  On 
the  fourth  day  she  had  a  rise  in  temperature  with 
marked  rigor,  and,  as  you  see,  her  pulse  follows 
the  temperature  curve  up  to  160.  Here  (indi¬ 
cating)  is  a  fifteen-day  interim  with  temperature 
of  101.5°  F.,  and  again  an  exacerbation  of  the 
trouble  which  apparently  is  a  reinfection,  and 
this  time  it  became  a  septic  thrombophlebitis 
with  rigor  and  temperature  and  the  formation 
of  the  embolus  which  resulted  in  her  death. 
This  was  undoubtedly  due  to  the  streptococcus, 
and  the  septic  thrombus  became  broken  down 
and  led  to  death  from  embolic  processes. 

Slide  14. — This  slide  simply  illustrates  the  cir¬ 
culation  of  the  female  genital  tract,  showing  the 
arteries  of  the  uterus  and  the  veins  which  ac¬ 
company  them.  It  is  easy  to  see  from  this  how 
any  infectious  process  which  originates  in  any 
portion  of  the  vaginal  tract  may  extend.  It  is 
also  easy  to  see  how  any  infection  which  involves 
the  upper  portion  of  the  vagina  and  so  forth  may 
travel  along  the  veins  and  go  out  into  the  pelvis, 
involving  the  iliac  veins  and  going  into  the  vena 
cava. 

Slide  15. — This  one  shows  the  lymphatics.  We 
must  remember  the  three  courses  of  infection, 
one  along  tl^2  qiucous  membrane,  which  is  best 
illustrated  by  the  Neisserian,  which  is  a  surface 
infection  spreading  along  the  glands  of  the  mu¬ 
cosa,  out  through  the  tubes  and  their  fimbriated 
ends,  and  setting  up  a  peritonitis.  This  is  the 
way  that  gonorrhea  usually  spreads,  and  we  not 
infrequently  have  this  lighting  up  following  an 
abortion  or  following  delivery  at  term,  and  it 
spreads  along  the  mucous  surface  of  the  uterus 
and  tubes.  Then  we  have  the  infection  spread¬ 
ing  along  the  blood  vessels,  along  the  vascular 
channels,  which  is  best  defined  by  the  strep¬ 
tococcus.  Usually  when  we  have  a  phlebitis  it 
is  due  to  the  streptococcus.  The  staphylococcus 
and  streptococcus  also  travel  along  the  lympha¬ 
tics,  but,  whether  they  travel  through  the  blood 
or  lymph  channels,  they  may  reach  the  circula¬ 
tion,  and  this  shows  how  they  may  pass  up 
through  the  lymphatic  ducts  and  gain  access  to 
the  general  circulation,  or  through  the  blood 
vessels  and  produce  a  blood-stream  infection,  or 
septicemia.  This  is  a  rather  graphic  illustration 
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and  more  or  less  diagramatic,  showing  the  spread 
of  the  infection  from  the  lower  genital  tract, 
showing  the  spread  of  the  infection  from  the 
vagina,  and  this  (indicating)  a  little  higher  iip, 
from  the  upper  uterine  portion. 

Silde  16.- — This  slide  shows  in  a  sagittal  section 
how  these  same  infections  spread  to  the  same 
portions  surrounding  the  genital  tract. 

Slide  17. — This  simply  illustrates  what  happens 
in  the  endometrium  with  different  types  of  in¬ 
fection. 

Slide  18. — This  shows  the  barriers  which  the 
membrane  throws  up  against  the  streptococcic 
and  staphylococcic  infection,  as  a  sort  of  fortress 
which  is  thrown  up  against  this  infection.  On 
the  other  side  (indicating)  we  have  the  exudate 
thrown  up  against  the  gonorrheal  infection. 
These  slides  show  the  fallacy  of  attempting  to 
curet  in  these  cases.  All  one  does  is  break  down 
the  barrier  against  the  inroads  of  the  infection, 
and  it  is  important  in  this  type  of  case  not  to 
break  down  the  barriers  in  this  type  of  infection. 

Slide  19. — This  shows  again  the  direction  of 
infection  as  indicated  somewhat  in  the  previous 
slides.  This  shows  the  course  along  the  liga¬ 
ment,  this  (indicating)  around  the  tubes,  and  this 
(indicating)  around  the  cervix  and  here  (indi¬ 
cating)  from  injury  of  the  external  genitalia. 

As  you  all  know,  we  have  no  specific  method 
of  treating  these  infections.  They  must  be 
handled  by  rest,  good  food,  and  proper  elimina¬ 
tion,  and  we  have  recently  given  considerable 
attention  to  the  use  of  the  foreign  protein  therapy 
in  an  attempt  to  increase  the  patient’s  resistance 
to  infection.  The  main  proteins  which  we  use 
are  whole  blood,  milk,  and  bacterial  proteins. 
The  theory  on  which  this  work  is  based  is  per¬ 
haps  best  explained  by  some  work  which  Larson 
has  done  in  connection  with  some  animal  experi¬ 
ments,  in  which  he  has  found  in  taking  six  rab¬ 
bits  sensitized  to  sheep’s  blood  that  half  of  them 


produced  antigens  which  were  capable  of  coping 
with  the  infection.  Two  produced  only  mod¬ 
erate  amounts,  and  one  no  antibody.  If  these 
same  rabbits  were  then  injected  with  dead  ty¬ 
phoid  bacilli  (protein)  he  found  that  the  three 
which  had  produced  the  maximum  amount  of 
antibodies  had  no  increase  in  their  antibodies. 
The  two  which  had  produced  their  antibodies  in 
moderate  amounts  had,  as  a  result  of  this  in¬ 
jection  of  protein,  a  definite  increase  in  their 
antibodies.  The  rabbit  which  had  no  increase 
developed  a  very  marked  production  of  anti¬ 
bodies  when  subjected  to  the  use  of  the  bacterial 
protein.  The  theory,  then,  which  perhaps  best 
accounts  for  these  phenomena  is  that  the  organ¬ 
isms  of  all  the  rabbits  produced  antibodies,  but 
that  the  antibodies  in  only  one-half  the  rabbits 
(three)  are  thrown  off  from  the  cells,  so  that 
they  become  apparent  in  the  body  fluids  and 
really  become  effective.  The  other  two  released 
only  a  small  portion  of  antibodies  and  the  sixth 
one  did  not  release  any  antibodies  at  all.  As  a 
result  of  the  fresh  protein  injection  these  animals 
are  stimulated  to  release  their  antibodies,  and 
consequently  they  enter  into  the  blood  stream  and 
become  potent  elements  in  combating  the  infec¬ 
tion  in  these  individuals.  This  is  the  theory 
which  seems  to  account  for  this  phenomenon. 
For  several  years  I  have  been  making  use  of  the 
human  whole  blood  in  cases  of  puerperal  in¬ 
fection,  giving  it  in  doses  of  25  or  30  c.c.  sub¬ 
cutaneously,  each  day,  and  it  seems  to  sustain 
and  increase  the  resistance  of  these  patients.  I 
have  seen  several  who  have  responded  to  this 
method  of  treatment  who  had  failed  to  respond 
to  any  other  methods  which  we  had  used.  Others 
have  used  whole  milk,  and  others  have  made  use 
of  the  bacterial  proteins.  I  have  had  no  personal 
experience  with  the  bacterial  proteins  and  very 
little  with  the  milk  protein.  Foreign  protein 
therapy  is  not  a  panacea  but  is  a  method  worthy 
of  trial  in  some  of  these  cases  of  infection. 


BURNS  AND  THEIR  TREATMENT* 

By,  Edwin  Lincoln  Goss,  M.D. 

CARRINGTON,  NORTH  DAKOTA 

A  burn  is  a  lesion  produced  by  excessive  heat, 
corrosive  liquids,  or  electric  currents.  Dry  heat 
produces  burns,  and  moist  heat  produces  scalds. 

Scalds  are  usually  less  severe,  but  cover  greater 

*Presente(l  at  the  sixteenth  annual  meeting  of  Minne¬ 
apolis,  St.  Paul,  anti  Sault  Ste.  Marie  Railway  Surgical  Asso¬ 
ciation,  Minneapolis,  Minnesota,  December  11  and  12,  1923. 


surfaces  of  the  body.  The  severity  of  burns  de¬ 
pends  on  the  degree  of  temperature,  duration  of 
exposure,  and  extent  of  area  involved,  rather 
than  on  the  depth  of  the  burn. 

American  surgeons  classify  burns  into  three 
degrees : 
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1.  Those  that  extend  down  to  the  tips  of  the 
papillary  loops. 

2.  Those  that  extend  through  the  dermis  and 
subpapillary  plexus. 

3.  Those  extending  through  the  subcutaneous 
tissues  to,  or  through,  all  the  remaining  tissues. 

Pathology. — There  is  an  immediate  dilatation 
of  the  subcutaneous  vessels  with  erythema  and  a 
rapid  exudation  of  serum  into  the  skin  and  sub¬ 
cutaneous  tissues.  The  white  and  connective- 
tissue  cells  produce  swelling  and  edema.  The 
skin  cells  become  softened,  and  an  accumulation 
of  serum  causes  bullae, — blisters.  With  longer  ex¬ 
posure  and  greater  heat,  cells  coagulate  and  car¬ 
bonize  ;  vessels  become  occluded  with  the  forma¬ 
tion  of  an  eschar,  which  adheres  closely  to  the 
surface  of  the  burnt  area,  forming  a  foreign 
body.  The  blood  supply  is  nil,  forming  a  fertile 
field  for  sepsis.  This  eschar  usually  separates 
in  about  fourteen  days,  the  wound  healing  by 
granulations  from  organization  of  young  connec¬ 
tive-tissue  cells  with  contractures  and  deforming 
scars  and  occasionally  keloid  growths.  When 
more  than  a  third  of  the  body  surface  is  affected, 
usually  death  supervenes  by  paralysis  of  the 
heart,  thrombus,  septicemia,  or  toxemia. 

Prognosis. — The  prognosis  should  always  be 
guarded,  as  it  is  impossible  to  determine  the  ex¬ 
tent  of  injury  to  the  underlying  tissue;  the  pro¬ 
foundness  of  the  shock,  and  the  intercurrent 
complications,  such  as  thrombus,  toxemia,  sepsis, 
etc.,  which  may  occur  during  the  healing  process. 

Every  case  of  burn  is  an  emergency  case,  and, 
unless  of  very  mild  severity,  is  attended  with 
more  or  less  shock,  which  is  the  chief  immediate 
danger.  This  should  be  overcome  by  most  ef¬ 
fective  measures,  even  before  the  removal  of  the 
clothing.  In  the  cases  with  the  most  profound 
shock,  there  may  be  the  least  pain,  while  in  the 
less  severe  cases  there  will  be  intense  pain.  Very 
nervous  types  of  patients  will  suffer  more  pain 
than  those  of  blunt  temperament.  In  cases  with 
intense  pain  it  is  best  to  give  some  form  of  opiate, 
preferably  a  hypodermic  of  morphin.  It  has 
the  effect  of  relief  for  a  time,  but  leaves  an  ir¬ 
ritable  nervous  center  when  its  effect  has  worn 
off.  In  children  who  do  not  bear  opiates  well, 
it  is  better  not  to  give  it,  or  when  the  blood  pres¬ 
sure  is  low,  as  it  depresses  the  heart.  Strychnin, 
digitalis,  or  brandy  are  all  ill  advised  to  use  as 
they  irritate  the  nerve  centers  and  interfere  with 
rest. 

The  best  way  to  prevent  or  relieve  shock  is 
a  hot-water  bath,  either  full  or  partial,  and  at  a 
temperature  at  or  below  100°  F.  Make  the  tem¬ 


perature  the  most  agreeable  to  the  patient ;  place 
him  in  the  bath  before  any  attempt  is  made  to 
remove  the  clothing.  This  softens  the  parts  and 
the  clothing  is  more  readily  removed  with  less 
pain,  less  danger  of  hemorrhage,  and  less  trauma. 

Increase  the  blood  pressure  by  rectal,  subcu¬ 
taneous,  or  venous  injection  of  normal  saline 
solution.  One  may  add  30  minims  of  adrenalin 
to  the  pint  of  saline  in  the  veins.  Adrenalin  is 
of  no  value  in  rectal  or  subcutaneous  injection. 
Pituitary  extract  may  be  of  value  administered 
intramuscularly.  Leave  the  patient  in  the  bath 
if  necessary  for  several  hours,  waiting  for  im¬ 
provement.  When  put  to  bed  place  hot  packs, 
bottles,  etc.,  around  him,  care  being  used  that  he 
is  not  burned  with  them. 

When  recovery  from  shock  begins,  give  hot 
drinks  of  milk,  beef  tea,  or  bicarbonate  of  soda 
water,  still  keeping  up  the  saline  if  the  blood 
pressure  is  low.  If  tympanites  supervenes  use 
the  rectal  tube  with  a  few  drops  of  turpentine  in 
an  enema. 

If  toxemia  supervenes  combat  with  diaphore¬ 
tics  and  diuretics.  Shock  may  not  occur  for 
from  thirty-six  to  forty-eight  hours  and  then  be 
rapidly  fatal.  Secondary  shock  may  come  later 
when  the  eschar  begins  to  loosen,  and  is  due  to 
infection.  Toxemia  usually  lasts  from  ten  to 
twelve  days  and  is  due  to  absorption  of  proteins 
from  the  burnt  area  or  to  inflammatory  condi¬ 
tions  in  the  internal  organs  or  viscera  affected 
by  the  burn  itself.  Burns  on  the  surface  may 
cause  injury  to  membranes  lying  immediately  un¬ 
der  it,  or  to  remote  organs,  as  nephritis,  duo¬ 
denal  ulcers,  meningitis,  and  gastro-enteritis. 
There  may  be  supervening  pneumonia,  pleurisy, 
meningitis,  bronchitis,  etc. 

There  is  always  danger  of  sepsis  until  the 
eschar  has  separated,  and  when  it  does  occur  the 
patient  may  last  only  a  few  hours  because  of  his 
low  resistance.  The  most  common  organisms 
producing  the  sepsis  are  the  streptococci  and  the 
staphylococcus  aureus,  and  the  prevention  of 
sepsis  depends  on  absolute  cleanliness. 

Underhill  and  his  assistants,  in  1921,  in  the 
investigation  and  treatment  of  21  cases  of  severe 
burns  occurring  in  a  theater  fire,  came  to  the 
conclusion  that  the  blood  of  severely  burned 
cases  is  highly  concentrated ;  that  this  increase  in 
concentration  is  an  important  factor  in  the  de¬ 
velopment  of  many  of  the  clinical  signs  and 
symptoms  characteristic  of  burns.  The  recogni¬ 
tion  that  in  extensive  burns  the  blood  becomes 
highly  concentrated  leads  to  a  rational  method  of 
treatment  to  obviate  the  untoward  symptoms. 
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Restoration  of  normal  blood-concentration  by 
adequate  forcing  of  fluids  is  accompanied  by 
marked  evidence  of  improvement ;  and  the  de¬ 
velopment  of  the  usual  sequelae, — delirium,  un¬ 
consciousness,  gastro-intestinal  disturbances,  al¬ 
buminuria,  hemoglobinuria,^ — is  checked  in  these 
badlyi  burned  cases,  and  the  vast  majority  of 
these  patients  ultimately  recover. 

Decrease  of  blood-concentration  to  a  point 
near  the  normal  limit  is,  therefore,  of  prime  im¬ 
portance  in  the  systemic  treatment.  The  deter¬ 
mination  of  the  degree  of  blood-concentration 
my  be  regarded  as  an  index  of  the  patient’s  gen¬ 
eral  condition,  and  will  also  indicate  the  extent 
to  which  fluids  should  be  forced.  The  rational 
treatment  of  these  severely  burned  cases  is  the 
forcing  of  fluids,  by  the  mouth,  if  possible,  if 
not,  then,  by  rectum,  underneath  the  skin,  or  in¬ 
travenously.  This  treatment  tends  to  maintain 
the  heart  and  dilutes  any  poisons  which  may 
have  entered  the  circulation. 

The  aim  of  the  local  treatment  of  burns  is  thus 
summarized : 

1.  To  prevent  sepsis. 

2.  To  avoid  giving  pain  by  too  frequent 
dressings. 

3.  To  employ  methods  that  favor  the  removal 
of  the  eschar  and  promote  the  regrowth  of  epi¬ 
dermis. 

4.  To  prevent,  as  far  as  possible,  contrac¬ 
tures  and  deformities. 

Treatment  of  First  Degree  Burns 

For  the  burning  sensation  one  may  use  one 
teaspoonful  of  subacetate  of  lead  to  the  pint  of 
cold  water,  applied  on  parts  with  saturated  lint  or 
gauze  and  covered  with  cotton,  or  one  may  use 
1  per  cent  aluminum  acetate  solution.  One  ta¬ 
blespoonful  of  bicarbonate  of  sodium  to  the  pint 
of  water  is  not  so  effective,  but  may  be  used. 
After  the  burning  sensation  is  relieved,  dust  with 
any  aseptic  bland  powder,  as  zinc  oxid,  stearate 
of  zinc,  talc,  etc.  A  watery  solution  of  2  to  5 
per  cent  of  ichthyol  greatly  relieves  the  erythema. 
After  the  bandages  have  been  removed  apply 
calamine  cream  made  as  follows : 


Prepared  calamine . 1  dram 

Zinc  oxid . 1  dram 

Almond  oil . 1  dram 

Lime  water . . 1  ounce 


Some  surgeons  prefer  1  per  cent  solution  or 
0.5  per  cent  ointment  of  picric  acid  in  preference 
to  the  other  applications. 


Treatment  of  Second  Degree  Burns 

After  steps  have  been  taken  to  relieve  the 
shock  and  remove  the  clothing,  attention  should 
be  given  to  the  removal  of  all  foreign  matter  if 
it  is  possible  to  do,  using  a  normal  saline  or  boric 
solution  for  irrigation.  The  bullae,  if  large  and 
full  of  serum,  are  punctured  aseptically  with  a 
knife,  and  the  serum  pressed  out  with  a  piece 
of  sterile  gauze.  If  there  is  liability  to  infection, 
and  the  blebs  are  not  large,  but  slightly  filled,  it 
is  better  to  dress  them  without  opening,  whether 
punctured  or  not.  The  cuticle  should  be  left  as 
a  protection  of  the  sensitive  nerve-endings  and 
to  prevent  sepsis.  The  dressing  should  now  be 
applied,  consisting  of  cotton  lint  or  gauze  soaked 
to  saturation  with  1  per  cent  picric  acid  or  1  per 
cent  aluminum  acetate  solution.  If  the  burn  be¬ 
comes  septic,  as  detected  by  the  odor,  soak  the 
dressings  with  boric  or  saline  solution  until  the 
dressings  can  be  removed  with  the  least  degree 
of  pain  and  without  hemorrhage.  Picric  acid 
solutions  when  applied  to  large  surfaces  some¬ 
times  causes  poisoning. 

Treatment  of  Third  Degree  Burns 

In  burns  of  this  degree  we  have  the  devitalized 
tissue,  and  the  eschar,  which  acts  as  a  foreign 
body  and  takes  about  fourteen  days  to  become 
separated  from  the  underlying  tissues.  It  is  very 
susceptible  to  septic  infection  and  becomes  a 
focus  for  absorption  of  toxic  products.  The 
concern  of  the  immediate  treatment  is  the  separa¬ 
tion  of  this  dead  tissue  and  the  healing  of  the 
granulating  surface.  In  these  cases  leave  the 
small  blisters  and  open  daily  the  larger  ones, 
which  will  cause  pressure-pain  from  accumula¬ 
tion  of  the  serum,  remove  all  tags  of  dead  tissue, 
and  irrigate  with  normal  saline  or  boric  acid 
solution  or,  better  still,  with  Dakin’s  solution; 
dry  with  aseptic  sponges ;  and  dress  with  a  1  per 
cent  picric  acid,  or  1  per  cent  aluminum  acetate 
solution,  keeping  the  dressings  moist  so  that, 
when  removed,  this  will  not  injure  the  newly 
forming  epithelial  cells.  Change  the  dressings  as 
seldom  as  possible,  such  change  being  indicated 
(1)  if  the  wound  becomes  septic;  (2)  if  it  be¬ 
comes  painful.  Irrigate  several  times  a  day  with 
warm  saline ;  about  the  time  the  eschar  is  to  come 
off,  irrigate  with  warm  boric  solution  or,  better, 
Dakin’s  solution  newly  made.  After  the  eschar 
has  sloughed  off  there  is  left  a  rough  granulating 
surface  with  some  hemorrhage.  There  are  pre¬ 
sented  at  this  stage  three  methods  of  treatment 
for  healing: 
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A.  Under  natural  scab. 

B.  Under  paraffin  dressing. 

C.  Under  moist  dressing. 

A.  Treatment  for  healing  under  natural  scab 
or  without  dressing. — The  burnt  area  is  first  ir¬ 
rigated  with  a  boric  or  normal  saline  solution, 
detritus  and  loose  dead  tissue  are  removed,  and 
the  parts  mopped  with  a  dry  sterile  sponge.  The 
parts  are  then  dried  in  the  open  air,  with  an 
electric  bulb  or,  better,  an  electric  dryer,  and  then 
dusted  with  some  mild  astringent  powder,  such 
as  stearate  of  zinc,  magnesium  carbonate,  or  zinc 
oxid.  These  powders  are  detergent,  deoderant, 
mildly  disinfectant,  and  slightly  adhesive.  The 
first  application  may  cause  smarting,  but  usually 
passes  away  when  a  crust  is  formed.  The  crust 
becomes  thicker  as  the  powder  is  repeated.  The 
parts  should  be  inspected  twice  a  day,  and  the 
powder  dusted  on  as  the  serum  accumulates  be¬ 
neath  and  around  the  edges  of  the  scab.  If  the 
burn  is  on  the  dependent  portion,  and  liable  to 
come  in  contact  with  the  clothing,  use  some  kind 
of  mechanical  apparatus  to  keep  the  parts  sus¬ 
pended.  Do  not  remove  this  scab  until  the  eschar 
is  ready  to  come  off  or  unless  it  becomes  septic, 
which  is  detected  by  the  odor.  To  remove  the 
scab  soak  the  parts  with  boric  or  saline  solution 
or,  better,  freshly  made  Dakin’s  solution  until 
the  scab  will  come  off  without  trauma. 

Three  things  are  desirable  to  attain:  To  fix 
the  parts,  mild  antisepsis,  and  the  prevention  of 
trauma.  If  the  patient  complains  of  being  cold 
make  a  cradle  apparatus  in  which  place  electric 
bulbs.  The  electric  light  does  three  things : 
Produces  warmth,  helps  to  keep  down  bacterial 
growths,  and  stimulates  epithelial  cell  growth. 
If  the  seropus  oozes  from  under  the  edges  of  the 
scab  this  should  be  wiped  away  and  more  powder 
applied.  Finally  the  crust  dries  up  and  crumbles 
away.  If  it  is  necessary  to  remove  the  scab  be¬ 
cause  of  sepsis,  after  removal  of  the  scab  treat 
the  parts  with  Dakin’s  solution,  or,  if  a  sapro¬ 
phytic  infection  develops,  use  2  per  cent  acetic 
acid  solution,  treat  with  ultraviolet  rays,  electric 
bulbs,  and  allow  the  scab  to  form  as  previously. 
Keep  the  parts  at  rest.  Do  not  tamper  with  the 
scab  more  than  is  necessary,  as  this  interferes 
with  the  formation  of  new  epithelial  cells.  The 
scab  aids  in  the  prevention  of  the  exuberant 
growth  of  granulating  tissue  by  the  pressure  it 
exerts  on  the  new  cell  growth.  This  method 
gives  a  more  pliant  scar  and  may  be  used  before 
eschar  has  sloughed,  but  it  is  better  after  the 
slough  has  come  away. 


B.  Treatment  for  healing  under  paraffin  dress¬ 
ing. — Artificial  scab.  The  chief  advantages  are 
as  follows :  It  alleviates  pain,  protects  the  tis¬ 
sues,  and  acts  as  a  splint ;  the  pressure  it  pro¬ 
duces  on  the  underlying  tissues  prevents  the 
growth  of  exuberant  granulations,  the  heat  of  the 
paraffin  helps  to  prevent  sepsis  by  killing  the 
microorganisms ;  and  being  non-adherent,  it  can 
be  removed  almost  painlessly  without  injury  to 
the  newly  formed  epidermis. 

Anderson,  in  his  work,  “Diseases  of  the  Skin” 
(1888),  mentions  the  use  of  paraffin  in  burns,  but 
paraffin  and  its  compounds  were  not  in  general 
use  until  the  Great  War.  Two  proprietary  prep¬ 
arations  deserve  special  mention  as  they  have 
been  extensively  employed  with  considerable  sat¬ 
isfaction  :  first,  Ambrine,  manufactured  by  the 
Ambrine  Company,  of  Paris ;  and,  second.  Par- 
resine,  manufactured  by  the  Abbott  Laboratories, 
of  Chicago.  Lieut. -Col.  A.  J.  Hull,  of  the  British 
Army  (Brit.  Med.  Jour.,  Dec.  15,  1915),  has 
perfected  a  highly  satisfactory  formula  known  as 


No.  7  paraffin  as  follows : 

Resublimated  betanapthol .  0.25  per  cent 

Eucalyptus  oil .  2.0  per  cent 

Olive  oil .  5.0  per  cent 

Paraffinum  molle  (or  vaselin) . 25.0  percent 

Paraffinum  durum . . . . . 67.75  per  cent 


Any  of  the  paraffin  preparations  that  have  a 
melting  point  of  between  150°  and  118°  F.  are 
of  value.  When  used  they  are  brought  to  a 
temperature  of  200°  F.  or  more,  and  then  brought 
down  to  the  proper  temperature  for  use,  which 
is  about  140°F.  They  are  either  used  from  an 
atomizer,  which  is  set  in  a  pan  of  cool  water  to 
bring  it  to  the  proper  temperature,  care  being 
used  that  no  water  enters  the  atomizer,  or  painted 
on  the  surface  of  the  burn  with  a  camel’s  hair 
brush. 

The  formula  of  scarlet-red  paraffin  is  as  fol¬ 


lows  : 

Scarlet-red .  0.2  per  cent 

Eucalyptus  oil .  2.0  per  cent 

Olive  oil .  5.0  per  cent 

Adeps  lanae  hydrosus .  4.0  per  cent 

Paraffinum  molle . 21.0  per  cent 

Paraffinum  durum . 67.8  per  cent 


The  preparation  of  the  wound  before  applying 
the  protective  dressing  is  important.  Irrigate 
with  a  normal  saline  or  boric  solution ;  remove 
all  dead  tissue  that  is  possible  with  scissors  or 
dry  sterile  gauze  sponges ;  the  parts  are  dried  in 
air,  or  better,  with  the  electric  dryer.  The  parts 
are  now  covered  with  a  layer  of  paraffin  spray 
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or  painted  on,  then  covered  with  a  layer  of  cotton 
or  cotton  flannel ;  this  is  covered  with  another 
layer  of  paraffin ;  over  this  another  layer  of  cot¬ 
ton  ;  and  over  all  a  roller  bandage.  The  first 
dressing  should  be  left  on  for  twenty-four  hours, 
then  removed  and  applied  as  before.  The  fre¬ 
quency  of  changing  the  dressing  depends  on  the 
condition  of  the  burn,  whether  se])tic  or  not. 

The  claims  for  the  paraffin  dressing  are  the 
following:  (1)  it  alleviates  pain;  (2)  it  protects 
the  tissues;  (3)  it  acts  as  a  splint;  (4)  it  pre¬ 
vents  exuberant  granulations;  (5)  it  does  not  in¬ 
terfere  with  the  growth  of  new  epidermal  cells ; 
(6)  it  reduces  the  necessity  of  skin-grafting.* 

C.  Treatment  for  healing  under  moist  dress¬ 
ing. — This  method  is  inferior  to  healing  under 
either  a  natural  scab  or  the  paraffin  dressing. 
The  granulating  surface  is  covered  with  gauze 
saturated  with  some  mild  antiseptic  solution,  as 
boric  lotion  (one  teaspoonful  of  boric  acid  in  one 
pint  of  water) — or,  better,  freshly  made  Dakin’s 
solution.  The  parts  are  kept  continuously  sat¬ 
urated  with  the  solution. 

If  exuberant  granulations  do  occur  they  may 
be  treated  with  nitrate  of  silver  stick,  or  the 
parts  covered  with  perforated  oiled  silk  covered 
with  gauze  saturated  with  a  solution  of  aluminum 
acetate. 

It  may  save  time  to  anesthetize  the  patient  and 
scrape  off  the  granulations. 

Skin-Grafting 

If  it  is  elected  to  do  skin-grafting  the  wound 
is  sponged  dry  of  all  oozing  and  dried  in  the 


*  Paraffin- Wax  or  Closed  Method  of  Treatment  of  Burns, 
(Surg.,  Gynec.  and  Obst.,  vol.  26,  No.  4,  1918). — Sherman 
recommends  practical  features  In  dressing  as  follows: 

a.  At  the  first  dressing  burns  should  not  be  scrubbed 
with  antiseptic  solutions.  The  tissues  are  sterile  as  a  re¬ 
sult  of  the  burning,  and  nothing  is  to  be  gained  by  further 
traumatizing  the  tissues.  Apply  the  wax  at  once;  merely 
sponging  will  not  sterilize  the  wounds  if  they  are  infected, 
regardless  of  the  antiseptic  solution  used. 

b.  Strong  antiseptic  solutions  should  not  be  used  in  cleans¬ 
ing  the  burn  or  granulating  tissue  at  dressing;  they  should 
be  comparatively  weak.  The  strong  antiseptic  solutions  tend 
to  retard  repair.  Saline,  boric,  chlorazene,  flavine,  brilliant 
green,  or  chloramine  can  be  used  in  weak  solution!  prefer¬ 
ably  in  an  atomizer). 

c.  The  instructions  should  be  carefully  followed.  Absorb¬ 
ent  cotton  should  never  be  applied  directly  to  the  burn  or 
wound,  as  it  tends  to  adhere  and  stick,  causing  a  burning 
sensation  which  is  very  uncomfortable  to  the  patient.  The 
wax  applied  alone  is  a  soothing  and  comfortable  dressing. 

d.  The  fetid  odor  and  gray  appearance  of  the  wound 
when  the  shell  is  removed  should  not  cause  any  undue  anxi¬ 
ety.  After  the  seropurulent  fluid  has  been  washed  away 
and  the  sloughing  tissues  separate,  granulation  with  rapid 
proliferation  of  epithelium  takes  place. 

e.  It  is  impossible  to  burn  the  patient  when  the  atomizer 
is  used.  The  wax  should  not  be  applied  at  a  temperature 
over  150°  F.  when  the  brush  is  used. 

f.  In  third  and  fourth  degree  hums  with  great  loss  of 
tissue,  granula/tions  should  be  sterilized  with  Carrel-Dakin 
method  and  skin  grafted  at  the  earliest  possible  opportunity. 
Grafting  is  not  necessary  unless  there  has  been  very  ex¬ 
tensive  destruction  of  tissue. 

g.  The  application  of  the  heated  wax  encourages  the 
flow  of  lymph,  protects  the  capillaries  and  granulation  tissue 
from  trauma  which  is  favorable  to  rapid  repair. — J.  H. 
Rishmiiler. 


open  air  or  with  an  electric  dryer.  Asepsis 
should  be  strictly  adhered  to  throughout  the  en¬ 
tire  process  of  skin-grafting.  If  asepsis  cannot 
be  absolutely  obtained,  good  results  may  follow 
even  then.  A  seropurulent  secretion  is  no  bar  to 
skin-grafting,  but  the  parts  should  be  as  free 
from  pathologic  germs  as  possible. 

vSkin-grafting  should  be  done  as  soon  as  pos¬ 
sible,  as  it  aids  in  healing  and  helps  to  avoid  con¬ 
tractures.  There  are  several  methods,  but  per¬ 
haps  the  best  for  deep  burns  is  Thiersch’s  method 
and  for  the  more  superficial  burns  Reverdin’s 
method  (pin-point  graft).  In  the  technic  of  the 
pin-point  graft  the  skin  in  some  region  of  the 
body  most  devoid  of  hair  is  selected,  cleansed 
with  soap,  water,  and  alcohol ;  a  sterilized  needle 
lifts  the  cuticle  up  and  a  piece  of  cuticle  about 
one-quarter  inch  in  diameter  is  removed  with  a 
sharp  scalpel  and  transplanted  to  the  burnt  area 
about  one-quarter  inch  apart.  The  edges  of  the 
burnt  area  are  covered  with  vaseline,  the  whole 
surface  is  covered  with  perforated  cellulose  silk 
or  prepared  animal  tissue,  and  the  dressing  left 
on  for  thirty-six  to  forty-eight  hours.  The  parts 
are  then  exposed  from  time  to  time  to  the  electric 
light  or  violet  rays,  which  stimulates  the  epithe¬ 
lial  growth.  It  may  be  several  days  before  the 
grafts  show  that  they  have  caught,  when  small 
pearly-white  pin-points  will  manifest  themselves. 
Some  prefer  to  allow  the  grafts  to  heal  under  a 
natural  scab. 
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DISCUSSION 

Dr.  Arthur  A.  Law  (Minneapolis,  Minn.):  While 
Dr.  Goss  was  reading,  my  thoughts  went  back  over 
a  period  of  thirty  years  of  practice,  during  which 
time  we  have  run  the  gauntlet  of  every  kind  of 
treatment  of  burns.  The  very  multiplicity  of  meth¬ 
ods  described  implies  that  no  one  method  is  better 
than  another.  I  confess  to  a  liking  for  0.5  per  cent 
of  picric  acid  in  sterile  vaselin.  Picric  acid  in  so¬ 
lution  is  the  nastiest  thing  in  the  world,  discoloring 
the  bed,  the  dressings,  and  the  patient  yellow. 

The  essayist  spoke  of  one  very  important  point, 
the  exhibition  of  fluids  to  these  patients.  The  more 
fluid  we  can  get  into  them  the  better,  for  the  tissues 
are  pretty  well  dried  out  after  a  severe  burn.  If 
they  are  unable  to  retain  fluids  by  the  mouth,  we 
can  give  it  by  Murphy’s  drip  or  by  hypodcrnioclysis. 
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We  have  had  a  chance  to  try  out  practically  every 
method  of  treatment  of  burns.  I  remember  an  ex¬ 
plosion  of  charcoal  dust  in  which  a  large  number 
of  people  were  burned.  In  the  General  Hospital  I 
treated  a  number  of  these  patients,  while  my  col¬ 
league  on  the  other  service  treated  a  like  number. 
He  used  different  methods  of  treatment,  while  we 
used  the  picric  acid  ointment.  The  ones  treated 
with  picric  acid  ointment  healed  up  more  rapidly. 

For  years  we  were  taught  that  any  individual 
burned  so  severely  that  one-half  the  body  was  in¬ 
volved,  was  doomed  to  die.  Our  experience  in 
France  was  interesting.  A  soldier  after  the  ex¬ 
haustion  of  a  battle  crawled  into  a  church  to  sleep. 
He  was  wet  with  perspiration  and  stretched  out  on 
the  stone  floor.  On  awakening  the  next  morning 
he  could  not  open  his  eyes  and  was  badly  burned 
as  the  church  was  filled  with  gas.  When  brought 
down  to  the  Base  Hospital  it  was  found  that  this 
man  had  sustained  a  second  degree  burn  with 
mustard  gas,  covering  his  entire  body  except  the 
dorsum  of  his  feet  and  his  left  chest.  He  had 
tucked  into  his  campaign  shirt  pocket  some  picture 
cards  from  home,  size  2.5x5  inches,  beneath  which 
the  skin  was  not  burned.  Otherwise  every  square 


inch  of  his  body  was  burned  with  a  second  degree 
burn.  All  we  did  was  to  put  him  to  bed  in  sterile 
sheets,  and  he  got  well. 

Personally  I  do  not  like  the  open  treatment  of 
burns.  I  repeatedly  tried  it  out  at  the  University 
Hospital.  Put  these  people  under  a  tent  of  sterile 
sheets  and  we  will  drive  everybody  out  of  the  room. 
In  spite  of  everything  the  odor  is  wicked;  the  burned 
surface  crusts  over;  and  the  secretions  dry  out  and 
become  foul.  I  have  no  brief  for  the  open  method 
of  treatment. 

One  point  the  essayist  failed  to  mention  is  the 
burns  produced  by  an  electric  current.  In  these 
cases  we  never  know  how  extensive  the  burn  is 
until  after  we  have  had  the  patient  under  our  care 
for  some  time.  A  large  slough  takes  place  in  three 
or  four  weeks,  but  at  the  time  the  patient  is  brought 
in  we  have  no  idea  of  the  extensive  destruction  that 
m.ay  ultimately  appear,  for  it  does  not  appear  early. 
Some  apparently  trival  electrical  burns  ultimately 
are  very  extensive,  because  the  electric  current  de¬ 
stroys  the  trophic  nerves,  as  well  as  the  other  tissues. 
These  burns  take  a  very  long  time  to  recover  and 
are  difficult  to  prognosticate. 


THE  FEAR  OF  THE  CULTS 

By  an  Old  Country  Doctor 


While  medical  science  shines  with  a  pale  splen¬ 
dor,  and  appears  to  our  mortal  eyes  as  a  beam 
of  the  Divine  Light,  still,  after  all,  it  casts  but 
a  feeble  ray  into  the  gloom  of  man’s  sad  inher¬ 
itance, — disease  and  death.  Even  the  farthest 
outposts  of  science  reach  but  a  comparatively 
short  distance  into  the  dark  domain  of  human 
affliction.  So  why  should  we  be  dismayed,  if 
poor  humanity  groping  in  the  dark  between  hope 
and  despair,  grasps  at  any  other  hand  that  may 
be  held  out  to  it  with  a  promise  of  hope  even 
if  such  hope  be  false? 

No  doubt  it  is  this  insufficiency  of  medical 
science  that  is  the  cause  of  the  existence  of  nu¬ 
merous  bands  of  pretenders  who,  eager  for  gain, 
flaunt  their  banners  in  the  market  place,  boasting 
loudly  of  miracles  performed  and,  in  a  coarse 
and  vulgar  manner,  holding  out  false  hopes  to 
the  afflicted.  Through  all  the  din  and  clangor 
the  honorable  profession  of  medicine  remains 
silent  as  befits  a  body  of  men  who  are  students 
of  science,  devotees  of  the  healing  art,  and  who 
are  guided  by  honesty  of  purpose. 

The  cults  fill  a  vacuum,  therefore  they  have 
a  function,  and  this  entitles  them  to  a  certain 
degree  of  consideration. 

A  cult  does  not  rest  on  a  scientific  basis ;  if  it 
did,  it  would  not  be  a  cult,  but  would  be  a  part 


of  some  greater  whole.  The  foundation  upon 
which  a  cult  rests  can  best  be  described  as  a  kind 
of  scientific  nonsense,  which  renders  its  develop¬ 
ment  along  scientific  lines  impossible. 

Evolution  declares  that  the  vertebral  column 
is  the  oldest  part  of  the  skeleton  and,  as  such, 
is  the  nearest  to  perfection.  But,  if  Chiropractic 
and  Osteopathy  be  true,  then  evolution  must  be 
mistaken,  and  the  whole  vertebrate  kingdom, 
from  the  fish  in  the  sea  and  the  birds  in  the  air 
to  the  vertebrates  on  land,  must  lead  a  life  of 
pain  and  misery,  due  to  the  imperfections  of 
their  backbone.  We  could  only  make  ourselves 
ridiculous  by  attempting  seriously  to  refute  such 
nonsense.  A  cult  thrives  on  persecution.  In  or¬ 
der  to  perpetuate  itself  a  cult  must  develop  an 
enemy  strong  enough  to  furnish  the  resistance 
necessary  for  its  survival.  Otherwise  the  cult 
will  undergo  natural  involution  and  pass  away. 
As  we  appear  to  be  the  logical  enemy  of  the  med¬ 
ical  cults  they  generally  begin  by  throwing  stones 
at  us.  Once  they  have  aroused  our  opposition, 
the  rest  seems  to  be  easy,  as  we  appear  unable 
to  pursue  a  consistent  line  of  conduct  towards 
them.  We  act  like  a  man  chasing  a  lot  of  small 
boys  for  throwing  snow-balls  at  him;  we  are 
neither  graceful  nor  dignified. 

It  is  recorded  in  the  medical  journals  that,  at 
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a  meeting  where  this  question  was  being  dis¬ 
cussed,  a  gentleman  from  one  of  the  Southern 
states  arose  and  said  that  in  his  state  a  short 
time  ago,  they  had  several  hundred  Osteopaths, 
but  that  now  they  had  less  than  twenty.  On 
being  asked  what  had  become  of  the  ninety  and 
nine,  the  gentleman  naively  replied  that  'they  had 
all  passed  the  State  Board  examination  and  were 
now  practicing  general  medicine. 

This  is  disposing  of  the  cults  with  a  vengeance. 
This  is  the  real  menace  of  the  cults  as  far  as 
we  are  concerned. 

To  ensure  the  solidarity  and  supremacy  of  a 
profession  it  is  necessary  to  exercise  a  standard¬ 
ized  process  of  selection,  from  the  time  that  the 
student  begins  his  studies,  with  his  mind  young 
and  plastic,  until  such  time  as  he  is  given  per¬ 
mission  to  practice  his  art.  To  allow  people  to 
enter  from  every  direction  vulgarizes  the  pro¬ 
fession,  lowers  it  in  public  esteem,  destroys  its 
“esprit  de  corps,”  and  renders  it  less  attractive 
to  the  very  best  kind  of  young  man — him  with 
the  soldier  spirit. 

Every  time  we  meet  with  an  Osteopath  cutting 
out  tonsils,  practicing  obstetrics,  and  general  sur¬ 
gery,  we  may  know  that  he  is  only  a  chicken 
come  home  to  roost.  We  kept  after  the  Osteo¬ 
path  about  raising  the  requirements, — so  here 
he  is,  exploding  the  idea  that  it  takes  profound 
scholarship  or  deep  learning  to  practice  obste¬ 
trics  or  to  do  surgery  under  certain  circumstances 
or  after  a  fashion. 

Nothing  better  exemplifies  the  old  saying  that 
“A  child  can  lead  a  horse  to  water,  but  ten  men 
cannot  make  it  drink,”  than  to  see  the  manner 
in  which  the  cults  treat  the  scientific  medical 
subjects  that  we  insist  on  their  putting  into  their 
curriculum.  They  call  them  contemptuously  “re¬ 
views,”  but  they  soon  wake  up  to  the  advantage 
of  memorizing  enough  of  them  to  be  able  to  pass 
some  state  board  and  become  regular  doctors, 
bidding  farewell  to  the  cult  which  has  not 
changed  through  all  of  its  vicissitudes. 

If  we  could  suspend  hostilities,  if  for  nothing 
else  than  strategic  reasons,  we  would  probably 
witness  a  passage  at  arms  between  Chiropractic 
and  Osteopathy  because  the  cults  are  notorious 
for  fighting  with  each  other.  They  claim  they 
are  being  persecuted  by  the  “medical  trust.” 
Now  the  “medical  trust”  is  a  myth,  as  we  all 
know.  We  are  not  organized  along  trust  lines 
any  more  than  the  Salvation  Army  is,  but  so 
great  is  their  eagerness  to  be  able  to  howl  “per¬ 
secution”  that  they  have  to  create  an  imaginary 
“medical  trust.”  O 


No  homology  exists  between  the  cults  and 
scientific  medicine.  Medical  science  is  a  develop¬ 
ment  of  biology  and  kindred  sciences  and  stands 
on  a  broad  base,  whereas  a  cult,  if  traced  to 
its  source,  will  be  found  to  spring  from  the  va¬ 
gary  of  some  human  mind.  Medical  men  are 
not  the  followers  or  disciples  of  any  one  man, 
such  as  Palmer  or  Still,  who  are  the  fathers 
of  Chiropractic  and  Osteopathy,  respectively. 

The  cults  have  an  affinity  for  the  public  mind — 
they  think  on  the  same  plane. 

The  public  mind  is  essentially  a  mass  mind,  and 
evolution  has  not  yet  raised  it  to  the  level  of 
reason,  so  that  it  is  easily  charmed  by  theories 
that  are  vague  and  illogical.  The  trained  pro¬ 
fessional  mind  thinking  on  a  higher  plane,  has 
difficulty  in  understanding,  or  being  understood 
by  the  public.  The  cult  is  not,  as  some  people 
contend,  some  sound  principle  of  science  which 
has  been  neglected  by  the  medical  profession  and 
is  being  taken  up  by  the  cult  and  emphasized. 
Something  like  this  may  be  true  of  religious 
cults,  but  not  of  medical  cults.  If  this  were  true 
the  cult  would  be  immediately  brought  back  into 
the  fold  and  the  followers  told  to  go  around  to 
the  front  door  or  remain  outside.  As  it  is  now, 
the  followers  are  admitted  and  the  cult  remains 
outside.  It  is  said  that  there  is  some  truth  in 
everything,  but  when  the  truth  is  infinitesimal  and 
the  humbug  is  overwhelming  we  call  it  a  cult. 

Our  efforts  to  repress  the  cults  have  been  fruit¬ 
less  and  might  as  well  be  abandoned.  We  should 
at  least  desist  long  enough  to  give  them  a  chance 
to  attack  each  other,  instead  of  infusing  the 
spirit  of  union  into  them  by  making  them  face 
a  common  enemy. 

We  would  soon  hear  howls  of  dismay  coming 
from  the  people  when  they  found  that  the  cults 
are  not  as  honest  as  they  thought  they  were.  We 
might  withdraw  our  background  for  a  while  and 
let  them  run  riot  and  appear  in  their  true  light. 
Let  the  proper  authorities  look  after  them  if 
they  get  too  strong,  while  we  can  be  busy  setting 
our  own  house  in  order. ' 

Our  self-assumed  role  of  custodians  of  the  pub¬ 
lic  welfare  does  not  justify  us  in  making  a  melt¬ 
ing-pot  out  of  the  profession,  expecting  to  throw 
in  dross  and  have  pure  gold  come  out.  To  im¬ 
pose  a  curriculum  on  a  cult  school  which  has  no 
sympathy  with  scientific  medicine  and  then  to 
allow  the  output  of  such  a  school  to  enter  our 
profession  by  taking  some  examination  or  by 
other  hocus  pocus,  will  have  a  demoralizing  ef¬ 
fect  out  of  all  proportion  to  the  apparent  in¬ 
significance  of  the  cause.  We  should  not  pervert 
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the  evolution  of  the  cult  by  resisting  it.  We 
prevent  them  from  developing  along  their  own 
lines.  If  all  of  the  cults  were  removed  over 
night  nature  would  at  once  rush  in  to  fill  the 
vacuum,  and  new  cults  would  appear  the  next 
morning. 

When  we  resist  a  cult  we  advertise  it,  and  the 
cult  is  able  to  recruit  itself  and  incidentally  to 
finance  itself.  Like  a  woman,  it  can’t  stand  to 
be  ignored.  Every  Chiropractor  that  we  put  in 
jail  is  a  martyr  to  the  cause.  Every  boomerang 
law  that  we  get  through  the  legislature,  contrib¬ 
utes  to  their  permanency  and  enables  them  to 
appear  before  the  public  with  the  halo  of  mar¬ 
tyrdom  on  their  brows.  There  is  no  logic  in  our 
position  of  trying  to  force  the  cult  to  study 
scientific  medicine.  Our  alleged  solicitude  for 
the  public  welfare  is  the  excuse  that  we  offer, 
but  the  public  does  not  believe  us,  but  thinks 
that  our  motive  is  self-interested.  If  we  wish 
to  confer  a  real  boon  and  blessing  on  the  public, 
we  will  so  prepare  ourselves  for  public  service 
that 'we  will  be  ready  to  take  up  the  work  when 
the  cults  fail.  There  is  little  use  in  erecting  high 
barriers  at  one  end  of  the  profession  and  taking 
them  down  at  the  other  end,  if  every  cult  fol¬ 
lower  is  a  potential  M.D.  If  we  keep  on  absorb¬ 
ing  Osteopaths  as  fast  as  they  are  produced, 
then  we  might  as  well  disband  our  forces  for 
raising  the  standard  of  medical  education.  There 
is  a  certain  element  of  caste  necessary  for  every 
learned  profession  to  maintain  its  authority  with 
the  people.  If  we  keep  on  absorbing  the  cults 
we  will  have  to  abandon  this  high  but  essential 
ideal. 

One  cannot  go  to  any  large  medical  meeting 
and  see  so  many  well-shaped  heads  and  strong 
adventurous  faces  without  being  impressed  with 
the  fact  that  the  American  doctor  is  a  very  capa¬ 
ble  fellow.  There  is  pride  of  profession  there, 
and  also  that  pride  of  spirit  that  cannot  brook 
pity.  If  the  general  practitioner  did  not  have 
such  a  bitter  struggle  for  existence,  the  prob¬ 
abilities  are  that  the  cults  would  not  occupy  much 
of  our  attention ;  they  would  be  allowed  to  come 
and  go  without  interference  by  us,  they  would 
be  succeeded  by  new  cults  who  would  live  their 
allotted  time  and  pass  away. 

No  recorded  effort  has  ever  been  made  to 
ameliorate  the  economic  condition  of  the  gen¬ 
eral  practitioner.  Perhaps  it  is  impossible,  at 
least  without  hurting  his  pride,  but  it  is  at  least 
worthy  of  discussion,  for  it  is  a  condition  which 
really  exists.  Many  far  less  important  lines  of 
endeavor  have  been  subsidized,  either  directly  or 


indirectly.  Besides,  we  have  men  who  are  capa¬ 
ble  of  thinking  and  acting  along  these  lines.  The 
general  practitioner  should  not  fear  the  cult  too 
much.  Much  of  his  fear  is  imaginary.  The 
cult,  per  se,  is  never  dangerous :  it  is  only  when 
its  followers  are  admitted  into  the  regular  pro¬ 
fession  that  danger  arises,  and  then  the  danger 
is  to  the  profession  in  general. 

The  burden  of  our  theme  is,  “Leave  the  cults 
alone.”  Don’t  kick  sleeping  dogs.  Give  the  cults 
a  chance  to  fight  among  themselves.  Our  pro¬ 
fession  seems  to  be  able  to  cope  with  the  enemies 
in  front  of  it,  but  seems  helpless  against  the  sub¬ 
tleties  in  the  rear. 

Recently  we  have  heard  much  of  diploma  mills 
etc.,  but  these  do  not  constitute  much  of  a  men¬ 
ace:  they  are  easily  discovered,  and,  when  dis¬ 
covered,  are  easily  dealt  with,  and  the  holders  of 
the  bogus  diplomas  can  be  removed  without  any 
trouble.  But  it  is  the  soft,  stealthy  infiltration 
from  the  rear.  The  Osteopath  passes  the  State 
Board  after  a  review.  The  cults  are  urged  by 
us  to  put  themselves  on  a  scientific  basis,  and 
they  begin  practicing  medicine.  All  this  is  aided 
and  abetted  by  public  sympathy. 

It  is  plain  that  if  we  are  not  self-reliant  and 
look  out  for  ourselves  that  nobody  else  will. 


BOOK  NOTICES 


Surgical  Clinics  of  North  America.  Vol.  4.  Num¬ 
ber  2.  April  1924.  Mayo  Clinic  Number.  Phila¬ 
delphia  and  London:  W.  B.  Saunders  Company. 

As  is  true  of  this  journal  always,  the  April  num¬ 
ber  contains  too  extensive  and  varied  a  series  of 
subjects  to  permit  a  complete  review.  There  are 
31  clinics,  reviews,  and  lectures  by  33  contributors. 

There  is,  first,  a  series  of  clinics  on  the  gastro¬ 
intestinal  tract,  from  “Obstructions  of  the  Esopha¬ 
gus  and  Cardia”  through  “Surgery  of  the  Stomach,” 
and  “  A  Consideration  of  Some  of  the  Functions  of 
the  Liver”  down  to  “Carcinoma  of  the  Rectum, 
Rectosigmoid,  and  Sigmoid.” 

Next  comes  a  series  of  clinics  and  clinical  lectures 
on  the  genito-urinary  tract:  Pre-operative  care  and 
treatment  of  a  patient  with  urinary  retention  due  to 
prostatic  hypertrophy;  a  series  of  cases  of  prostatic 
hypertrophy  of  various  types;  an  operation  for 
vesicovaginal  fistula;  a  study  of  renal  tumors;  a  re¬ 
view  of  cases  of  hydronephrosis  and  pyonephrosis. 

Two  clinics  on  the  thyroid  follow.  We  were  par¬ 
ticularly  interested  in  that  on  “Obstructive  Dyspnea 
Following  Surgery  of  the  Thyroids  and  Its  Preven-* 
tion,”  which  is  well  written  and  is  illustrated  with 
diagrams. 

The  clinic  on  the  differential  diagnosis  between 
angina  pectoris  and  surgical  diseases  of  the  abdomen 
is  well  worth  perusal  by  anyone  interested  in  medi- 
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cine  or  surgery;  the  subject  is  always  worthy  of 
thought. 

Among  other  interesting  subjects  considered  in 
this  April  number  is  the  “Surgical  Risk  of  the  Dia¬ 
betic  Patient.”  The  method  of  procedure  used  at 
Rochester  is  described  and  two  cases  are  cited  and 
discussed. 

Finally  there  is  an  abridgment  of  three  Mayo 
Foundation  Lectures  by  Dr.  W.  J.  Mayo:  “Surgery 
of  the  Kidney”;  “The  Spleen”;  and  “Cancer  of  the 
Stomach.”  All  of  these,  as  might  be  expected,  are 
packed  with  valuable  and  highly  useful  pointers. 

— Theodore  H.  Sweetser,  M.D. 

The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month).  New 
York  Number.  July,  1924,  Vol.  8,  Number  1.  Per 
clinic  year  (July,  1924  to  May,  1925):  Paper,  $12.00 
net;  cloth,  $16.00  net.  Philadelphia  and  London: 
W.  B.  Saunders  Company. 

The  current  volume  of  the  Clinics  has  a  decided 
trend  toward  cardiac  and  gastro-intestinal  subjects, 
together  with  articles  on  the  treatment  of  diabetes, 
a  series  from  the  neurologic  service  of  the  Bellevue 
Hospital,  scattered  discussions  of  unusual  cases  and 
one  or  two  semiphilosophical  speculative  articles 
dealing  with  functional  and  neuropsycopathic  sub¬ 
jects.  The  outstanding  article,  in  point  of  unusual 
interest,  is  that  by  Nathan  Brill.  He  gives  a  very 
thorough  and  complete  study  of  a  case  of  acquired 
chronic  hemolytic  icterus,  complicated  by  myeloid 
leukemia.  The  differential  points  between  congeni¬ 
tal  and  acquired  icterus  and  other  forms  of  jaundice 
are  very  clearly  brought  out,  including  the  deter¬ 
mination  of  the  bilirubin  content  of  the  blood  serum, 
pigments  in  the  duodenal  contents,  and  the  resist¬ 
ance  of  red-blood  cells  to  hypotonic  salt  solution, 
in  the  latter  case  recommending  the  washing  of  the 
cells  as  giving  more  clear-cut  reactions.  Accord¬ 
ing  to  his  experience,  splenectomy  is  a  curative  pro¬ 
cedure  in  hemolytic  icterus. 

The  papers  of  Foster  Kennedy  on  Fits  and  George 
Hyslop  on  Constitutional  Inadequacy,  are  both  sug¬ 
gestive,  although  the  former  is  highly  hypothetical 
as  to  both  its  premises  and  its  conclusions. 

Different  phases  of  cardiac  pathology  are  covered 
in  several  papers.  Levy  renews  the  old  controver¬ 
sy  as  to  the  cause  of  pain  in  angina  pectoris,  Alac- 
Kensie  versus  Albutt.  His  classification  seems  need¬ 
lessly  involved,  and  the  nosological  distinctions 
rather  fruitless.  Boas  and  Rifkin  have  found  that 
the  heart  conditions  in  chronic  multiple  arthritis 
(arthritis  deformans)  may  be  infectious,  arterio¬ 
sclerotic,  or  on  a  hypertensive  basis,  depending  on 
the  age  group  in  which  the  patient  falls.  May 
Wilson  evaluates  vital  capacity  and  exercise  toler¬ 
ance  tests  in  the  management  of  children  with  or¬ 
ganic  heart  disease.  Pardee  details  the  symptoma¬ 
tology  and  physical  signs  in  a  case  of  aortic  dis¬ 
ease.  Walden  Muns’  paper  on  the  disturbances  of 
the  heart  action  does  not  particularly  clarify  the 
subject.  Several  of  his  points  seem  at  variance  with 
the  accepted  diagnostic  criteria  of  Lewis,  and  his 
classifications  are  not  as  simple  or  accurate  as  those 
of  either  Lewis  or  Wenckebach.  The  material  is 
confusingly  presented,  there  being  a  hodge-podge 
of  diagnostic,  prognostic,  electrocardiographic  and 
therapeutic  data  presented  in  great  disorder.  John 
Wyckoff  gives  a  detailed  account  of  two  cases  of 


auricular  flutter  with  2-1  block.  Morris  Kahn  ex¬ 
plains  the  mechanism  of  the  pulse  and  blood  pres¬ 
sure  differences  obtaining  in  cases  of  aneurysm  of 
the  arch  of  the  aorta. 

The  gastro-intestinal  subjects  are  of  the  commoner 
varieties  excepting  four  cases  of  primary  carcinoma 
of  the  liver  presented  by  Von  Glahn  and  Lamb  with 
autopsy  findings.  These  findings  showed  that  car¬ 
cinoma  of  the  liver  was  secondary  to  cirrhosis  and 
that  this  factor  predominated  in  the  clinical  picture, 
the  differential  points  being  that  at  the  time  when 
the  liver  should  decrease  in  size  (at  onset  of  ascites) 
in  cirrhosis,  in  carcinoma  it  actually  continues  to 
enlarge.  Harlow  Brooks  reviews  the  evidence  in 
the  cases  of  chronic  appendicitis  and  chronic  chol¬ 
ecystitis,  recognising  the  difficulties  and  recommend¬ 
ing  frankness  with  the  patient  in  cases  of  doubt  and 
the  advisability  of  exploration. 

Walter  L.  Niles  presents  a  series  of  cases  of  stom¬ 
ach  disorder  due  to  congenital  hepatoduodenal  mem¬ 
branes,  and  declares  that  these  conditions  can  be 
diagnosed  by  fluoroscopic  discovery  of  high  position 
and  fixation  of  the  duodenum  without  ulcer  signs. 
Burrell  Crohn  treats  two  of  his  cases  of  hour-glass 
stomach  conservatively  with  apparently  satisfactory 
results.  A.  L.  Holland  calls  duodenal  ulcer  “post¬ 
pyloric”  ulcer  and  gives  as  the  etiology  a  fatigue 
disorder  in  which  the  breakdown  of  the  neurotrophic 
mechanism  of  the  parts  involved,  renders  possible  an 
infection.  He  emphasizes  the  use  of  the  fluoroscope 
with  pressure  filling  of  the  cap  in  the  diagnosis,  and 
gives  his  ambulatory  schedule  of  diet  and  medicine 
as  the  treatment.  John  L.  Kantor’s  seven  cases  of 
what  he  calls  penetrating  gastric  ulcer  are  question¬ 
ably  such.  Surely  the  historical  and  Rontgen  data 
given,  at  least  in  the  mind  of  the  reviewer,  do  not 
substantiate  the  diagnosis.  They  are  seemingly  of 
the  simple,  submucous  type;  the  reaction  to  the  med¬ 
ical  treatment  outlined  also  adds  to  the  doubt  of 
their  being  anything  but  the  type  which  always  re¬ 
acts  favorably  for  a  short  time  to  divided  feedings 
of  bland  foods  and  alkalinization.  Besides,  all  such 
dogmatic  opinions  as  are  given  in  conclusion  by 
Kantor,  resting  on  the  very  brief  observation  of 
only  seven  cases,  seem  premature. 

The  treatment  of  diabetes  is  taken  up  by  Herman 
Mosenthal  and  Weiner  and  Marks,  in  two  articles. 
The  present-day  diabetic  should  take  a  course  in 
higher  mathematics  preliminary  to  his  entering  upon 
his  dietary  regime  if  he  is  to  make  use  of  all  the 
charts  that  have  been  recommended  for  his  use  in 
the  past  few  years.  It  is  also  to  be  wondered  what 
the  state  of  mind  of  the  rule-of-thumb  practitioner 
must  be  these  days,  when  every  periodical  he  picks 
up  has  a  different  system,  each  guaranteed  to  be 
more  simple  than  the  other  and  all  of  them  requir¬ 
ing  a  knowledge  of  integral  calculus,  or  logarithms 
at  least.  Mosenthal  stays  on  the  conservative  middle 
ground  in  his  fatty  acid-glucose  ratio  by  giving  it  as 
1.2:1.  His  discussion  of  insulin  is  needlessly  erudite 
for  the  Clinics.  Weiner  and  Marks  recognize  the 
difference  in  treating  an  intelligent  diabetic  with  an 
unrestricted  dietary  choice  and  the  ignorant  one  who 
is  economically  unable  to  carry  out  any  but  the  most 
simple  regime,  giving  charts  designed  for  free  clinic 
and  dispensary  practice.  Drake  F.  Donaldson  gives 
a  high  protein  and  cellulose,  low  carbohydrate  and 
fat  diet  for  the  treatment  of  simple  obesity. 
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The  article  of  Russell  L.  Cecil  on  the  Common 
Cold  contains  the  suggestion  that  suceptible  sub¬ 
jects  be  immunized  by  autogenous  vaccines  through¬ 
out  an  entire  season. 

Orenstein  gives  reports  of  cases  of  syphilis  which 
have  simulated  pulmonary  tuberculosis. 

Leo  Buerger  sets  up  an  array  of  nosologic  and 
diagnostic  difficulties  as  bogies,  apparently  for  the 
satisfaction  of  “booing”  them  away.  His  prolix 
article  deals  with  pyelitis.  The  rare  condition  of 
xanthoma  diabeticorum  is  described  as  a  case  by 
Lough  and  Killian. 

Nellis  B.  Foster  opened  the  volume  with  a  cita¬ 
tion  of  functional  disorders  which  in  his  analysis 
of  3,000  cases  have  simulated  organic  disease.  It 
is  a  superficial  article. 

George  Draper’s  viewpoint  on  endocrinology  in 
pediatrics  is  that  uniglandular  pathology  invariably 
means  polyglandular  dystrophy,  but  the  discussion 
itself  deals  mostly  with  the  work  of  Neurath,  Cush¬ 
ing,  Lorrain,  and  Levy  on  pituitary  disorders. 

The  volume  closes  with  a  series  of  routine  studies 
of  neurologic  conditions,  including  multiple  sclero¬ 
sis,  thrombosis,  cord  tumor,  multiple  neuritis,  and 
neurologic  symptoms  and  signs  arising  from  naso¬ 
pharyngeal  tumors. 

The  volume,  as  a  whole,  does  not  meet  the  stand¬ 
ard  of  the  Clinics  that  have  come  under  the  re¬ 
viewer’s  hands  in  the  past.  Perhaps  the  life  of  the 
great  metropolis  is  carried  on  at  too  rapid  a  pace 
for  as  careful  a  consideration  of  these  various  sub¬ 
jects  as  should  be  necessary  before  publication,  for, 
except  the  Brill  article,  the  others  appear  to  have 
been  written  when  the  taxi  was  caught  in  a  traffic 
jam.  One’s  time  is  not,  however,  wasted  in  reading 
this  set  of  Clinics,  as  there  is  a  good  deal  of  stimu¬ 
lating  material  here,  and,  if  most  of  it  is  of  nega¬ 
tive  value,  perhaps  it  is  just  as  well. 

— J.  B.  Carey,  M.D. 

Surgical  Clinics  of  North  America.  Vol.  4.  Num¬ 
ber  1.  February,  1924.  Philadelphia  number. 

Philadelphia  and  London:  W.  B.  Saunders  Com¬ 
pany. 

Over  100  pages  of  this  number  are  taken  up  with 
clinics  concerning  bronchoscopy  and  allied  subjects. 
One  article  on  the  rapid  deductive  diagnosis  of 
dyspnea  requiring  tracheotomy  appealed  especially 
to  the  reviewer.  Dr.  Tucker  gives  the  essential  signs 
of  such  a  condition  as  (1)  Indrawing  of  the  supra¬ 
sternal  notch;  (2)  Indrawing  at  the  inner  ends  of 
the  clavicles;  (3)  Sometimes  also  indrawing  of  the 
intercostal  spaces  and  of  the  epigastrium. 

In  severe  cases  showing  the  first  two  of  these 
signs,  the  author  considers  it  unwise  to  delay 
tracheotomy  until  the  appearance  of  cyanosis.  He 
says  that  in  such  cases  tracheotomy  should  be  done 
first  and  the  diagnosis  completed  afterward. 

Doctor  Deaver’s  clinical  lecture  on  the  “Essentials 
of  Surgical  Diagnosis”  is,  of  course,  bound  to  be 
read  with  interest  and  profit.  The  lecture  was  pre¬ 
pared  in  association  with  Doctor  Reimann,  the  path¬ 
ologist  of  Lankenau  Hospital. 

Seven  cases  are  presented  by  Dr.  George  P. 
Muller,  illustrating  the  peculiar  surgical  problems 
presented  by  the  diabetic  patient.  The  preparation 
of  the  patient,  the  choice  of  anesthesic,  and  the  post¬ 
operative  care  are  discussed;  the  use  of  insulin  is 
brought  out;  and  some  special  causes  of  disaster  are 
cited. 


Of  different  significance,  but  of  interest  in  connec¬ 
tion  with  the  above  noted  clinic,  is  the  presentation 
of  a  case  of  acute  hemorrhagic  pancreatitis,  in  the 
postoperative  treatment  of  which  insulin  was  used. 
The  patient,  two  month  after  operation,  was  alive 
and  working.  The  clinicians  felt  that  the  insulin 
was  a  material  aid  in  tiding  her  over  a  very  serious 
and  critical  period. 

Five  cases  are  presented  by  Dr.  E.  A.  Schumann 
to  illustrate  the  variability  in  symtoms  and  path¬ 
ology  of  acute  intestinal  obstruction.  The  obstruc¬ 
tions  were  caused  by  volvulus,  thrombosis  of  the 
superior  mesenetric  artery,  diaphragmatic  hernia,  a 
large  gall-stone  in  the  ileum,  and  congenital  absence 
of  the  distal  end  of  the  ileum. 

Among  many  other  interesting  clinics  and  lectures 
is  one  that  can  be  read  with  profit  by  all  who  work 
in  hospitals.  It  is  a  well-presented  discussion  of 
the  problem  of  reactions  following  blood  transfu¬ 
sions.  Dr.  Ravdin’s  views  are  based  on  about  1,000 
cases  of  transfusion  at  the  University  Hospital  in 
Philadelphia.  Many  methods  have  been  used  there 
and  the  subject  carefully  studied.  The  discussion, 
which,  by  the  way,  is  relatively  short,  is  well  worth 
perusal  by  surgeons,  pathologists,  internists,  and 
hospital  officials. 

— Theodore  H.  Sweetser,  M.D. 

Principles  of  Bacteriology.  By  Arthur  A.  Eisen- 
berg,  A.B.,  M.D.,  Directory  of  Laboratories,  St. 
John’s  Hospital,  Cleveland.  Second  edition.  Cloth 
Price,  $2.25.  Pp.  214,  with  40  illustrations.  St. 
Louis:  C.  V.  Mosby  Company,  1923. 

This  hand-book  is  originally  intended  by  the 
author  as  a  text-book  for  nurses.  As  such,  it  is 
written  in  simple  language  and  is  readable  by  those 
who  possess  little  knowledge  of  medical  terminology 
and  phraseology.  It  covers  the  entire  field  of  gen¬ 
eral  and  special  bacteriology. 

While  too  superficial  for  the  student  of  bacteri¬ 
ology  or  of  medicine,  the  book  is  a  suitable  text 
for  nurses  and  serves  as  an  excellent  guide  for  lab¬ 
oratory  assistants  and  technicians. 

— Kano  Ikeda,  M.D. 

Abt,  Isaac  A.,  Editor  (Professor  of  Diseases  of 
Children,  Northwestern  Uni.  Med.  School  Chi¬ 
cago;  Attending  Physician,  Sarah  Morris  Hospital 
for  Children  and  of  Michael  Reese  Hospital  Chi¬ 
cago.)  Pediatrics.  By  various  Authors.  In  8 
vols.  Cloth.  $10.00.  vol.  3.  1,051  pp.,  223  illus. 

Philadelphia  and  London:  W.  B.  Saunders  Com¬ 
pany. 

Volume  III  of  Abt’s  System  of  Pediatrics  main¬ 
tains  the  high  standard  of  comprehensiveness  found 
in  the  first  two  volumes.  A  short  review  of  this 
book  cannot  do  justice  to  it.  It  is  a  miscellaneous 
volume  of  twenty-six  chapters.  There  are  complete 
discussions  of  the  physiology  and  bacteriology  of 
the  gastro-intestinal  tract.  Both  the  medical  and 
surgical  aspects  of  diseases  of  the  mouth,  esophagus, 
larynx,  and  bronchi  are  adequately  discussed.  A 
clear,  precise  description  of  the  “Nem”  system  of 
nutrition  is  given  by  Pirquet. 

The  chapter  on  the  “Physiology  of  Respiration” 
by  Wiggers  is  indeed  a  classic. 

The  chapter  by  Abt  on  “Nutritional  Disturbances 
of  Infancy”  should  be  read  by  every  general  practi- 
(Books  Continued  on  Page  527) 


520 


THE  JOURNAL-LANCET 


Joupnal-Lancet 

Represents  the  Medical  Profession  of 

Minnesota,  North  Dakota,  South  Dakota  and  Montana 

The  Official  Journal  of  the 

North  Dakota  and  South  Dakota  State  Medical  Associations 

W.  A.  Jones,  M.D.,  Editor 

ASSOCIATE  EDITORS 

R.  D.  Alway,  M.D.  -  -  -  Aberdeen,  S.  D. 
A.  J.  McCannel,  M.U.  -  -  -  Minot,  N.  D. 
W,  L.  Klein,  Publisher 

Subscription  ......  $2.00  a  Tear 

PUBLICATION  OFFICE 

S39-840  Lumber  Exchange  -  -  Minneapolis,  Minn. 


October  15,  1924 


A  GREATER  MEDICAL  SCHOOL  IN 
MINNESOTA 

“Hope  deferred  maketh  the  heart  sick,”  and, 
conversely,  hope  resurgent  means  the  uplift  of 
the  spirit.  The  antithesis  suggests  the  experience 
of  the  University  Medical  School  in  the  recent 
past  and  the  immediate  present.  For  the  last 
twelve  years  its  development  has  been  at  a  stand¬ 
still. 

In  1908,  when  the  University  celebrated  the 
unification  of  medical  teaching  in  Minnesota,  Dr. 
William  J.  Mayo,  medical  Regent  of  the  Univer¬ 
sity,  said :  “Within  a  few  years  we  shall  have  a 
clinical  hospital  equal  to  any  that  any  medical 
institution  can  show.”  That  forecast  has  been 
very  slow  of  fulfillment ;  the  medical  faculty  has, 
at  times,  almost  despaired  of  its  fulfillment ;  but 
at  last  there  are  signs  that  new  energy  has  been 
released  on  the  medical  campus. 

On  October  1st  the  corner-stones  of  two  ad¬ 
ditional  hospital  units  were  laid, — the  Todd  Me¬ 
morial  Clinic  and  the  Cancer  Institute.  It  was 
an  event  in  which  the  President,  the  Regents,  the 
faculty,  the  alumni,  and  the  profession,  medical 
and  nursing  students,  and  guests  from  at  home 
and  abroad  all  shared.  Addresses  were  delivered 
by  President  Coffman,  Dr.  Arthur  Dean  Bevan, 
Chairman  of  the  Council  on  Medical  Education, 
and  Dr.  Edward  L.  Tuohy,  of  Duluth,  repre¬ 
senting  the  alumni. 

The  story  of  the  development  of  the  Todd 
Memorial  is(  an  interesting  one.  The  late  Dr. 
Frank  Chisholm  Todd  was  an  alumnus  of  the 


University  of  Minnesota.  Soon  after  his  grad¬ 
uation  in  medicine,  he  entered  the  faculty  of  the 
Medical  School.  In  the  course  of  time  he  be¬ 
came  Chief  of  the  Department  of  Ophthalmology 
and  Oto-Laryngology.  Early  he  proved  his  pos¬ 
session  of  the  rarely  combined  qualities  of  clin¬ 
ical  skill,  teaching  power,  and  executive  ability. 
Upon  his  keen  judgment  in  professional  affairs 
his  associates  came  to  rely.  This  memorial  to 
him  is  a  projection  of  the  mind  of  the  man.  “He 
being  dead,  yet  speaketh.” 

It  will  be  remembered  that  Dr.  Todd  died  in 
the  service  of  the  Great  War,  having  filled  with 
distinction  the  post  of  Commander  of  the  base 
hospital  at  Camp  Dodge,  Iowa. 

After  his  death  his  widow  found  among  his 
papers  the  outlines  of  a  project  into  which  he 
had  definitely  thought  his  way, — the  development 
of  a  permanent  clinic  in  his  chosen  specialty 
upon  the  University  campus.  The  thing  was 
fragmentary,  but  the  pieces  fitted  into  a  perfect 
plan. 

He  proposed  a  hospital  pavilion  housing  a  suit¬ 
able  number  of  beds  for  the  care  of  patients 
suffering  from  diseases  of  the  eye,  ear,  nose,  and 
throat,  the  lack  of  which  had  seriously  embar¬ 
rassed  his  own  teaching.  He  wanted  it  adequate¬ 
ly  equipped  for  efficient  service.  He  wanted  it 
to  be  a  center  for  research.  He  wanted  it  man¬ 
ned  with  full-time  men  of  outstanding  ability. 
He  wanted  a  high  order  of  work  done  within  its 
walls.  He  planned  the  devotion  to  it  of  a  gen¬ 
erous  sum  from  his  own  modest  fortune,  and  he 
had  already  interested  others  in  its  support. 

Mrs.  Todd  offered  to  the  University  the  sum 
of  $20,000  toward  the  realization  of  her  husband’s 
plan.  Mrs.  Edward  C.  Gale,  already  a  patroness 
of  the  University,  as  her  father.  Governor  John 
S.  Pillsbury,  had  been  its  patron  during  all  the 
years  of  his  long  life  in  Minnesota,  duplicated 
Mrs.  Todd’s  gift.  Mrs.  Emory  Mapes  added 
$5,(X)0.  To  the  total  of  these  donations  the 
Board  of  Regents  contributed  $127,500.  The 
building  these  gifts  and  appropriations  have  made 
possible  will  be  completed  by  the  fall  of  1925 
and  will  be  the  fulfillment  of  Dr.  Todd’s  far- 
reaching  purpose. 

The  Cancer  Institute  is  being  built  at  a  cost 
of  $250, OCX)  provided  by  gift  from  the  Citizens 
Aid  Society,  founded  by  the  late  Mr.i  George 
Chase  Christian  and  further  sustained  by  his 
widow.  Certain  members  of  the  faculty,  notably 
Dr.  Arthur  C.  Strachauer  and  Dr.  Henry  Wire- 
man  Cook,  have  greatly  assisted  in  the  determina¬ 
tion  of  this  gift  to  the  University.  It  is  intended 
for  the  care  and  treatment  of  persons  afflicted 
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with  cancer,  for  the  broadening  of  medical  and 
nursing  education,  and  for  the  promotion  of  re¬ 
search  in  this  field.  It  should  further  increase 
the  University’s  usefulness  to  the  public. 

The  Medical  School  looks  to  Mr.  William 
Henry  Eustis  to  lay  the  next  corner-stone  in  its 
development.  His  great  gift  of  over  a  million 
dollars,  for  the  care  and  treatment  of  the  crip¬ 
pled  and  deformed  children  of  the  state,  should 
soon  give  him  the  opportunity. 

The  significance  of  these  events  rests,  not  alone 
in  the  laying  of  the  corner-stones  of  these  specific 
beneficences,  but  in  the  basis  they  afford  and  the 
inspiration  they  suggest  to  the  giving  of  other 
gifts.  The  time  has  come  for  the  super-addi¬ 
tion  of  endowment  and  of  privately  contributed 
funds  for  buildings  to  State  support.  If  the 
University  is  to  develop  medical  and  nursing 
schools  entitled  to  first  rank  among  the  teaching 
institutions  of  the  country;  if  it  is  to  train  phy¬ 
sicians  fitly  to  practice,  and  scientists  to  extend 
the  boundaries  of  modern  scientific  medicine,  and 
nurses  competent  to  care  for  the  sick  and  to 
minister  to  the  public  health,  these  schools  must 
be  superlatively  equipped  with  men  and  women 
and  materials  for  the  task,  and  all  this  calls  for 
means  beyond  the  limits  of  mere  maintenance. 

The  alumni  and  the  profession  will  be  inter¬ 
ested  to  know  that  the  School  plans  a  continuing 
campaign  for  endowment  and  building  funds.  It 
expects  their  help  and  it  will  surely  get  it. 

THE  ANNUAL  MEETING  OF  THE 
MINNESOTA  STATE  MEDICAL 
ASSOCIATION 

The  fifty-sixth  annual  meeting  of  the  Minne¬ 
sota  State  Medical  Association  was  held  at  St. 
Cloud  on  the  8th,  9th,  and  10th  instant.  The 
first  day  was  devoted  entirely  to  the  meeting  of 
the  Council  and  the  House  of  Delegates,  and  it 
proved  to  be  a  very  interesting  meeting  for  the 
reason  that  various  committees  reported  their 
progress  during  the  year,  one  of  which  was  the 
committee  on  Public  Policy  and  Legislation, 
which  gave  a  very  comprehensive  report  by  Dr. 
J.  T.  Christison,  which  was  adopted  and  ordered 
printed  at  the  earliest  possible  moment  because 
it  has  so  much  to  do  with  the  future  work  of 
the  legislative  bodies. 

Dr.  H.  P.  Ritchie,  of  St.  Paul,  who  was  a 
representative  to  the  annual  Congress  on  Med¬ 
ical  Education  gave  a  very  brief  report  which 
will  be  published  later. 

The  committee  on  Section  work  suggested  that 
the  two  sections,  medicine  and  surgery,  be  merged 


into  one  general  meeting,  patterned  after  the 
method  of  the  Tri-.State  Medical  Society.  There 
was  a  good  deal  of  opposition  at  first,  but  it  was 
finally  noted  that  the  by-laws  did  not  in  any  way 
hold  the  Association  down  to  any  number  of 
sections,  but  they  could,  if  they  chose,  arrange 
the  meeting  so  as  to  be  of  more  general  benefit. 
As  the  next  meeting  is  to  come  to  Minneapolis 
it  is  expected  that  it  will  be  practically  two-thirds 
clinics  and  one-third  papers,  and  even  the  papers 
are  to  be  presented  in  abstract  form.  In  this  way 
it  is  hoped  to  create  more  interest  in  the  meet¬ 
ings,  as  they  certainly  have  been  slumping  for 
some  years.  By  doing  away  with  a  good  deal 
of  the  paper  work  and  presenting  the  material  in 
clinic  form  a  larger  attendance  is  expected,  and 
a  great  deal  more  interest  is  anticipated.  This 
is  the  same  method  as  was  carried  out  in  Duluth 
at  the  Northern  Minnesota  Association  meeting. 
There  were  comparatively  few  papers,  but  two 
full  afternoons  of  clinics,  and  the  attendance 
there  was  quite  equal  to  the  attendance  at  the 
State  Association  meeting. 

The  Committee  on  Cancer  made  its  annual  re¬ 
port  through  Dr.  Verne  C.  Hunt,  of  Rochester, 
and  the  same  work  is  expected  to  be  carried  on 
as  before. 

The  Editing  and  Publishing  Committee,  of 
Minnesota  Medicine,  through  Dr.  John  Arm¬ 
strong,  reported  on  the  work  of  the  year,  and 
the  secretary.  Dr.  Drake,  read  the  financial  re¬ 
port.  Incidentally  it  may  be  said  that  Dr.  Drake 
presented  his  resignation  as  secretary,  and  the 
question  of  employing  a  whole-time  secretary 
was  brought  up  and  thoroughly  discussed,  and 
finally  was  left  to  the  discretion  of  the  Council 
with  the  understanding  that  the  dues  of  the  As¬ 
sociation  should  not  be  increased.  It  might  not 
be  out  of  the  way  to  mention  this  fact,  in  passing, 
that  a  full-time  secretary  is  a  very  necessary 
consideration.  To  load  this  work  on  a  practicing 
physician  and  expect  him  to  do  all  of  the  detail 
work  of  the  Association  and  practice  medicine 
for  a  living  is  absurd;  and  if  a  suitable  man  can 
be  found  he  should  be  secured  so  that  all  of  his 
time  may  be  devoted  to  the  building  up  of  the 
organization.  However,  this  may  not  be  accom¬ 
plished  nor  a  satisfactory  man  be  found  unless 
he  can  be  attracted  by  a  reasonably  good  salary. 
That  means  an  increase  in  dues  all  over  the  state, 
and  just  at  this  present  time  the  members  are  not 
altogether  enthusiastic  about  increasing  their 
dues  in  the  local  societies  or  the  State  Associa¬ 
tion.  But  it  seems  reasonable  to  infer  that  every 
medical  man  who  should  be  proud  to  belong  to 
the  State  Association  can  afford  two  or  three 
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dollars  extra  a  year,  which  would  take  care  of 
the  whole  situation.  Another  fact  is  the  prob¬ 
ability  of  the  Medical  Defense  organization  being 
dropped  from  the  State  Association.  That  means 
two  dollars  a  year,  and  that  would  practically 
take  the  place  of  a  new  assessment,  if  it  could  be 
accomplished. 

A  very  important  committee’s  report  on  Hos¬ 
pitals  and  Medical  Education  was  presented  by 
Dr.  J.  C.  Litzenberg,  in  which  an  attractive 
method  of  presenting  the  clinical  methods  to  the 
men  in  various  counties  could  be  carried  on  by 
the  assistance  of  instructors  or  teachers  who 
would  be  willing  to  go  into  the  country  and  give 
a  part  of  their  time  to  such  work.  The  com¬ 
mittee’s  report  was  adopted,  and  a  hundred  dol¬ 
lars  was  set  aside  from  the  general  fund  for  this 
purpose. 

Dr.  F.  J.  Savage  read  the  report  for  the  Com¬ 
mittee  on  Public  Health,  which  also  dealt  with 
the  amalgamation  of  various  organizations  and 
also  the  legislative  bodies  which  might  function 
together. 

The  meeting,  on  the  whole,  was  a  very  satis¬ 
factory  one,  and  there  were  nearly  three  hundred 
registrants.  The  papers  were  all  of  high  order 
and  the  meeting-places  were  ample  to  accommo¬ 
date  those  present.  The  morning  sessions  were 
given  up  to  either  medical  or  surgical  section 
work  and  the  afternoon  meeting  was  a  general 
session.  In  spite  of  the  attendance,  it  becomes 
evident  that  there  is  something  amiss  with  the 
Association  meetings,  and  this  outside  of  the 
number  of  registrants.  Either  the  men  are  losing 
interest  in  a  protracted  meeting  or  they  find  that 
they  cannot  hear  the  speakers  distinctly,  which 
has  much  to  do  with  the  success  of  a  paper,  and 
the  man  who  is  able  to  read  so  that  his  audience 
can  hear  him  gets  his  subject  over,  while  the  man 
who  is  either  unaccustomed  to  speaking  or  who 
mumbles  his  words  and  speaks  to  the  back  of 
the  stage  gets  very  little  credit  for  his  work.  The 
editor  still  maintains  that  a  school  of  elocution 
should  be  established  for  men  who  are  to  speak 
at  the  sessions  of  all  medical  organizations. 

The  social  side  of  the  St.  Cloud  meeting  was 
carried  out  with  remarkable  results.  On  Thurs¬ 
day  evening,  instead  of  the  usual  banquet,  the 
Committee  on  Entertainment  gave  a  musical  pro¬ 
gram  in  a  hall  adjacent  to  the  Breen  Hotel, 
where  there  was  much  dancing  and  some  card¬ 
playing,  and  a  great  deal  of  enjoyment.  The 
Minnesota  Alumni  had  an  annual  meeting  and 
luncheon  at  the  Breen  Hotel  Friday  noon.  Dr. 
H.  W.  Goehrs,  of  St.  Cloud,  was  in  charge.  The 
wives  of  the  visiting  members  and  the  wives  of 


the  committee  men  were  given  a  tour  around  the 
city,  winding  up,  only  temporarily,  at  the  State 
Reformatory,  where  a  luncheon  was  served  and 
addresses  were  given  by  the  chief  of  the  Reform¬ 
atory,  C.  E.  Vasaly,  and  where  a  concert  was 
given  by  the  famous  Reformatory  band.  As 
soon  as  they  were  released  from  the  Reformatory 
the  visitors  went  to  the  Watab  Pulp  and  Paper 
Company’s  plant.  At  all  events  they  had  a  very 
enjoyable  time  riding  around  the  city,  which  has 
grown  wonderfully  and  has  improved  in  every 
respect. 

The  question  came  up  as  to  where  the  next 
meeting  should  be  held,  and  the  House  of  Dele¬ 
gates  promptly  accepted  the  invitation  to  meet  in 
Minneapolis  in  the  second  week  of  October,  1925. 
It  is  noted  in  looking  over  the  former  meeting 
places  that  the  Association  has  been  out  of  the 
Twin  Cities  thirteen  times  from  its  inception  in 
1869 ;  and  out  of  these  thirteen  times  six  of  the 
meetings  have  been  held  in  Duluth,  and  the  other 
meetings  scattered, — in  Winona,  Rochester,  Man¬ 
kato,  and  Stillwater.  If  the  Association  contin¬ 
ues  to  follow  the  method  of  holding  a  largely 
clinical  meeting,  it  will  be  necessary,  then,  to 
have  the  meetings  in  one  of  the  three  large 
cities, — Minneapolis,  St.  Paul,  or  Duluth, — as  in 
no  other  place  can  sufficient  clinical  material  be 
obtained. 

The  President,  Dr.  Archibald  MacLaren,  was 
unavoidably  detained  at  home  by  illness,  and  the 
meeting  was  presided  over  by  Dr.  E.  T.  Sander¬ 
son,  of  Minneota. 

THE  INTER-STATE  POSTGRADUATE 
ASSEMBLY  OF  AMERICA 

This  rapidly  growing  postgraduate  school  of 
America,  which  is  directed  by  the  Tri-State  Dis¬ 
trict  Medical  Association,  meets  in  Milwaukee 
on  October  27-31,  and  the  program  is,  as  usual, 
a  very  attractive  one.  There  is  no  doubt  but 
that  Milwaukee  will  repeat  its  success  of  two 
years  ago.  This  is  one  of  the  most  active  bodies 
that  has  ever  been  organized,  and  Milwaukee 
thinks  so  much  of  the  organization  that  they 
have  constructed,  at  an  expense  of  over  fifteen 
thousand  dollars,  an  amphitheater  on  the  floor 
of  the  Marquette  University  gymnasium  which 
will  accommodate  with  easy  seats  an  audience  of 
2,500,  and  that  number  the  committee  expect  will 
be  present  at  Milwaukee. 

This  meeting  is  looked  upon  as  rather  a  strenu¬ 
ous  one,  but  if  a  man  goes  into  it  with  the  inten¬ 
tion  of  learning  all  he  can  he  does  not  mind  the 
discomforts  which  it  apparently  entails.  The 
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meetings  begin  at  7 :00  a.  m.,  and  usually  last 
over  until  10:30  p.  m.  Most  of  the  time  is  al¬ 
lotted  to  diagnostic  and  demonstration  clinics  and 
only  a  part  of  the  time  is  given  to  papers.  In 
looking  over  the  program  one  sees  interspersed 
here  and  there  the  names  of  men  famous  in  their 
specialties  both  in  medicine  and  surgery  and 
drawn  from  all  parts  of  the  United  States,  from 
New  York  to  San  Francisco,  and  from  New 
Orleans  to  and  including  men  who  come  from 
Canada  and  who  are  members  of  the  organiza¬ 
tion.  The  speaker  of  the  house,  so  called,  is  Dr. 
G.  V.  I.  Brown,  a  man  who  is  able  to  sit  through¬ 
out  the  entire  sessions  of  five  days  and  almost 
uninterruptedly  preside  over  the  meetings.  He 
certainly  must  have  great  staying  qualities  and 
certainly  must  be  a  man  of  good  physical  condi¬ 
tion,  or  he  could  not  endure  the  routine  of  his 
duties.  Dr.  Brown  is  able  at  all  times  to  control 
the  speaker  and  prevent  him  from  overstepping 
the  time  allotted  to  him,  and  that  is  something 
which  a  great  many  presiding  officers  cannot  do. 

This  year  the  meeting  has  been  extended  over 
one  day,  that  is  from  Monday  morning  until  Fri¬ 
day  evening,  one  day  longer  than  is  usual.  There 
are  a  number  of  foreign  guests  of  the  Assembly, 
who  are  expected  to  be  present,  from  Paris,  Lon¬ 
don,  Sydney  and  Melbourne,  Australia,  and 
Aukland,  New  Zealand,  and  one  from  Canada. 
These  men  will  be  seen  and  probably  heard  at 
the  banquet  which  follows  the  last  meeting  on 
Friday  and  which  will  be  a  large  affair  because 
it  will  include  not  only  members  of  the  profession 
but  prominent  citizens  and  members  of  civic 
bodies  in  Milwaukee. 

One  who  has  not  attended  one  of  these  meet¬ 
ings  cannot  comprehend  the  scope  of  the  Tri- 
State  District  Medical  Association.  The  com¬ 
mittees  are  indefatigable  in  their  work  and  they 
are  not  subject  to  many  changes  in  their  per¬ 
sonnel,  consequently  the  older  men  are  retained 
from  year  to  year  and  know  how  to  work  the 
thing  in  a  perfectly  well-balanced  and  organized 
manner.  The  visitor  is  apt  to  feel  that  if  he  stays 
for  fifteen  hours  in  an  assembly  room  he  is  over¬ 
worked,  but  if  he  stops  to  realize  that  the  subject 
is  changing  every  twenty  minutes  his  interest 
does  not  lag.  He  is  like  the  man  in  the  position 
where  he  wants  to  hang  on  to  life  and  work  be¬ 
cause  he  does  not  know  what  in  the  devil  is  going 
to  happen  in  the  next  fifteen  minutes ;  hence  he 
sits  and  listens,  hearing  something  of  interest, 
not  necessarily  in  his  own  line  of  work,  but  in 
someone  else’s  line,  thereby  broadening  his  point 
of  view  and  gaining  some  real  information. 

This  year  Dr.  Clifford  U.  Collins,  of  Peoria, 


Illinois,  is  the  presiding  officer,  that  is,  he  is  the 
president.  We  strongly  urge  our  readers  to 
make  a  strenuous  effort  to  attend  the  meeting  in 
Milwaukee  this  year  and  to  stay  throughout  the 
entire  meeting  if  possible,  regardless  of  the  fact 
that  one  may  be  obliged  to  get  up  at  six  o’clock 
in  the  morning  and  go  to  bed  at  eleven  at  night. 
It  will  be  well  worth  while,  and  all  will  certainly 
find  the  aphorism  true,  that  “It  is  a  great  life  if 
you  don’t  weaken!” 

WHY  SHOULD  I  JOIN  A  MEDICAL 
SOCIETY? 

This  question  presents  itself  to  every  man  who 
practices  medicine,  and  does  so  with  such  force 
that  every  medical  man  answers  it  in  a  definite 
form,  in  order  to  satisfy  his  sense  of  fairness  to¬ 
ward  the  public  and  his  fellow-practitioners.  As 
association  with  one’s  fellow-practitioners  devel¬ 
ops  men  so  coming  into  contact  with  each  other, 
the  physician  who  segregates  himself  cannot  bring 
to  his  work  such  knowledge  as  the  public  is  en¬ 
titled  to  and  has  reason  to  expect  from  him.  As 
the  highest  professional  standard  can  be  main¬ 
tained  only  by  organized  effort,  and  as  profes¬ 
sional  compensation,  in  the,  form  of  fees,  is  de¬ 
termined  by  professional  standards,  the  man  who 
profits  by  the  compensation  thus  fixed  without 
proper  effort,  which  means  co-operation,  to  main¬ 
tain  the  standards,  takes  advantage  of  his  fellow- 
practitioner. 

Let  us  turn  this  argument  into  a  concrete 
statement  of  the  actual  facts : 

If  75  or  80  per  cent,  or  almost  any  other  per 
cent,  of  the  physicians  in  a  state  organize  them¬ 
selves  into  county,  district,  and  state  groups  or 
societies,  they  can  set  high  standards  for  the  men 
who  practice  in  the  state,  can  organize  work 
for  preventive  medicine,  can  protect,  in  a  large 
measure,  the  public  from  the  charlatans  in  med¬ 
icine,  and  can  so  educate  public  opinion  that 
proper  fees  will  be  paid  the  physician.  Now, 
this  is  just  what  medical  men  have  done  in  this 
field, — in  Minnesota,  the  Dakotas  and  Montana. 
This  work  has  been  done  under  the  leadership 
of  a  few  men  in  each  state,  followed,  however, 
by  most  of  the  medical  men  in  the  states  named. 
But  some  have  refused  to  co-operate  and  so 
have  made  the  work  harder  and  even  less  ef¬ 
fective.  Thus  they  do  not  play  the  game  fairly — 
fairly  either  to  the  public  or  to  their  fellow-prac¬ 
titioners. 

The  100-per-cent  professional  man,  especially 
the  physician,  owes  his  profession  and  the  public 
a  large  obligation,  and  noblesse  oblige  is  not  fic- 
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tion,  for  the  obligation,  of  “honorable  and  gen¬ 
erous  behavior  associated  with  high  rank  or 
birth”  binds  him  in  all  his  dealings  with  the  pub¬ 
lic  and  with  his  fellow-practitioner. 

If  medicine  is  a  100  per  cent  profession,  no 
man  can  be  a  laggard  and  belong  to  it. 

THE  SOO  SURGICAL  ASSOCIATION 
PAPERS 

We  begin  in  this  issue  the  publication  of  the 
papers  read  at  the  sixteenth  annual  meeting  of 
the  Soo  Surgical  Association  held  in  Minnea])olis 
in  December  last.  These  papers  deal  largely 
with  traumatic  surgery,  discussing  the  problems 
that  almost  daily  confront  the  general  practi¬ 
tioner,  mainly  in  the  form  of  emergency  work; 
for  instance,  the  paper  of  Dr.  Goss,  on  another 
page,  deals  with  burns  and  their  treatment,  and 
is  a  timely  paper,  giving  the  general  practitioner 
a  clear  and  complete  statement  of  the  up-to-date 
methods  of  treatment  of  the  various  kinds  of 
burns. 

In  our  next  issue  we  expect  to  publish  a  paper 
on  cardiac  diagnosis  and  treatment,  equally  meri¬ 
torious  and  comprehensive. 

The  Soo  Surgical  Association  was  established 
sixteen  years  ago  by  Dr.  John  H.  Rishmiller, 
the  Chief  Surgeon  of  the  Soo  Railway  system, 
covering  about  4,500  miles  and  requiring  a  very 
large  staff  of  physicians  and  surgeons. 

This  Association,  we  believe,  was  the  first  rail¬ 
road  medical  organization  to  admit  to  its  mem¬ 
bership  only  men  who  are  members  of  the  Amer¬ 
ican  Medical  Association,  thus  recognizing  the 
benefit  of  membership  in  one’s  local,  state,  and 
national  medical  societies. 

The  Journal- Lancet  has  been  the  official  or¬ 
gan  of  the  Soo  Association  for  a  number  of 
years,  and  is  glad  to  have  the  Association’s  ex¬ 
cellent  papers  to  publish  in  its  columns. 


NEWS  ITEMS 


Dr.  O.  J.  Fortun  has  moved  from  Grand 
has  moved  to  Los  Angeles,  Calif. 

Dr.  O.  J.  Fortum  has  moved  from  Grand 
Forks,  N.  D.,  to  Everett,  Wash. 

Dr.  O.  S.  Olson,  of  West  Duluth,  has  returned 
from  Chicago  where  he  has  been  doing  postgrad¬ 
uate  work. 

Next  year’s  meeting  of  the  American  Medical 
Association  will  be  held  in  Atlantic  City  on  May 
25-29,  1925. 


Dr.  hlarl  J.  Bratrude,  of  Sacred  Heart,  was 
married  last  month  to  Miss  Edna  M.  Jacobson, 
of  Minneapolis. 

Dr.  Herman  Dreschler,  of  St.  Paul,  has  re¬ 
turned  from  Europe  where  he  went  to  make  a 
special  study  of  goiter. 

Dr.  I.  D.  Webster,  who  formerly  practiced  in 
Mankato,  died  last  week  in  San  Diego,  Calif., 
where  he  had  practiced  for  the  past  twenty  years. 

The  Minnesota  State  Board  of  Health  is  to 
conduct  seven  clinics  in  Polk  County  under  the 
provisions  of  the  Sheppard-Towner  act  of  Con¬ 
gress. 

Drs.  N.  D.  Doyle  and  John  J.  Hunter,  of 
Sydney,  Australia,  will  be  at  the  Mayo  Clinic  this 
month  to  demonstrate  their  operation  for  spastic 
paralysis. 

The  Huron  (S.  D.)  Medical  Society  devoted 
its  October  meeting  to  case-reports,  or,  as  the 
Secretary  calls  it,  the  relation  of  interesting  ex¬ 
periences. 

The  question  of  a  bond  issue  for  building  a 
tuberculosis  sanatorium  for  Winona  County  will 
not  be  submitted  to  the  voters  of  the  county 
next  month. 

Dr.  H.  M.  Juergens  has  moved  from  Sanborn 
to  Belle  Plaine.  Dr.  Juergens  is  a  graduate  of 
the  Medical  School  of  the  University  of  Minne¬ 
sota,  class  of  ’21. 

Dr.  Louis  W.  Wilson,  Director  of  the  Mayo 
Foundation,  and  Mrs.  Maude  H.  Mellish,  the 
literary  editor  of  the  Mayo  Clinic,  Rochester, 
were  married  on  August  28. 

Dr.  L.  E.  Combacker  has  disposed  of  his  gen¬ 
eral  practice  at  Osceola,  Wis.,  and  is  now  taking 
a  course  in  eye,  ear,  nose,  and  throat  work  at 
the  University  of  Minnesota. 

Dr.  Charles  R.  J.  Kellam,  of  Heron  Lake,  died 
last  month  at  the  age  of  87.  Dr.  Kellam  grad¬ 
uated  from  Dartmouth  Medical  School  with  the 
class  of  ’69,  and  had  practiced  many  years  in 
Minnesota. 

Dr.  W.  C.  Fawcett,  President,  and  Dr.  A.  J. 
McCannel,  Secretary,  of  the  North  Dakota  State 
Medical  Association,  have  planned  to  visit  some 
of  the  county  and  district  societies  in  the  north¬ 
ern  part  of  the  state. 

The  October  Pennant,  the  monthly  journal  or 
pamphlet  of  the  North  Dakota  Tuberculosis  As¬ 
sociation  says  the  Child  Health  Demonstration 
at  Fargo,  financed  by  the  Commonwealth  Fund, 
is  doing  splendid  work. 
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The  Governor  of  North  Dakota  has  re-ap¬ 
pointed  the  following  physicians  members  of  the 
State  Board  of  Medical  Examiners  for  three 
years:  Dr.  T.  L.  Depuy,  Jamestown;  Dr.  V. 
J.  LaRose,  Bismarck;  Dr.  W.  Sihler,  Devils 
Lake. 

Dr.  E.  O.  Olson,  of  Franklin,  has  purchased 
the  practice  of  Dr.  E.  F.  Lundquist,  of  Pine 
Island,  and  Dr.  Lundquist  has  moved  to  Minne¬ 
apolis.  Dr.  Lundquist  is  a  graduate  of  the  Med¬ 
ical  School,  of  Universitv  of  Minnesota,  class 
of  T8. 

The  Minnesota  Section  of  the  American  Water 
Works  Association  will  hold  its  fourteenth  an¬ 
nual  meeting  in  Minneapolis  on  November  14. 
Subjects  of  interest  to  health  ofihcers  will  be  dis¬ 
cussed,  including  the  subject  of  goiter  in  its  re¬ 
lation  to  water  supply. 

The  Woman’s  Auxiliary  of  the  Hennepin 
County  Medical  Society  (Minneapolis)  enter¬ 
tained  the  members  of  the  Auxiliary  of  the 
Ramsey  County  Medical  Society  (St.  Paul)  last 
month  at  a  luncheon  and  talk  on  art  given  at 
the  Minneapolis  Art  Institute. 

Dr.  C.  H.  McDonell,  who  has  practiced  in 
Hankinson,  N.  D.,  for  nearly  twenty  years,  has 
moved  to  Winona,  Minn.  Dr.  McDonell  will  be 
succeeded  by  Dr.  Benjamin  Thane,  of  Barrett, 
Minn.,  who  is  a  graduate  of  the  University  of 
Minnesota,  in  the  class  of,  ’17. 

Dr.  George  S.  Cabot,  of  Minneapolis,  was 
married  the  last  of  August  to  Miss  Grace  Eleanor 
McCrum,  of  Thief  River  Falls.  Dr.  Cabot  is  a 
recent  graduate  of  the  Medical  School  of  the 
University  of  Minnesota,  and  will  soon  finish 
his  interneship  at  the  Minneapolis  General  Hos¬ 
pital. 

Dr.  Archibald  Beard  and  Dr.  Henry  E.  Michel- 
son  addressed  the  Wright  County  Medical  So¬ 
ciety  at  their  monthly  meeting  on  October  7. 
The  topics  discussed  were  “The  Modern  Treat¬ 
ment  of  Diabetes,”  and  “Some  Practical  Points 
in  the  Diagnosis  and  Treatment  of  Skin  Dis¬ 
eases.” 

The  Lymanhurst  School,  of  Minneapolis,  for 
tuberculous  children  now  has  130  pupils,  and  70 
new  ones  are  expected  this  year.  Dr.  Harring¬ 
ton,  the  City  Health  Commissioner,  has  asked 
for  funds  to  build  a  platform  on  the  roof  of  the 
building  so  that  the  pupils  can  do  most  of  their 
studying  in  the  open  air. 

Dr.  James  B.  White,  of  Belle  Plaine,  died  on 
August  30  at  the  age  of  60.  Dr.  White  was  a 


graduate  of  the  Medical  School  of  the  University 
of  Minnesota,  class  of  ’91.  After  practicing  in 
Faribault  and  Montgomery  for  fifteen  years,  he 
moved  to  Belle  Plaine,  his  boyhood  home,  and 
practiced  there  until  his  death. 

At  its  meeting  last  month  the  Nicollet-LeSueur 
County  Medical  Society  urged  the  physicians  of 
the  two  counties  to  join  this  society  making  it 
wholly  representative  of  the  two  counties.  At 
this  meeting  papers  were  presented  by  Dr.  Swan 
Erickson,  of  LeSueur;  Dr.  J.  F.  Norris,  of  St. 
Peter;  and  Dr.  Arthur  M.  Thompson,  of  Cleve¬ 
land. 

Dr.  L.  O.  Simenstad,  a  graduate  of  Rush,  who 
recently  completed  his  interneship  at  the  Ancker 
Hospital,  St.  Paul,  has  taken  over  the  practice 
of  Dr.  L.  E.  Combacker,  of  Osceola,  Wis.  Dr. 
Simenstad  has  recently  been  the  director  of  the 
Traveling  Health  Clinic  of  North  Dakota.  Dr. 
Simenstad  was  married  last  month  to  Miss  Agnes 
M.  Berget,  of  Warren,  Minn. 

Sioux  Falls,  S.  D.,  admirably  handled  the 
Mississippi  Valley  Antituberculosis  Conference 
held  in  that  city  last  month.  The  attendance  was 
large,  and  the  leading  men  of  the  country  en¬ 
gaged  in  antituberculous  work  were  on  the  pro¬ 
gram  for  papers  or  discussions.  The  South 
Dakota  Public  Health  Association  joined  the 
Conference  for  a  joint  session. 

The  health  commissioner  of  Minneapolis  says 
the  smallpox  situation  in  Minneapolis  and  the 
state  is  serious,  and  he  is  strenously  urging  vac¬ 
cination.  In  the  first  five  days  of  October  there 
were  five  deaths  from  smallpox  in  Minneapolis. 
One  case  was  that  of  a  nurse  who  was  sick  only 
two  days.  Several  thousand  school  children 
have  been  vaccinated  since  the  schools  opened. 

Dr.  John  A.  Monahan,  of  Minneapolis,  died 
on  the  13th  instant  at  the  age  of  57.  Dr.  Mona¬ 
han  graduated  from  the  Minneapolis  College  of 
Physicians  and  Surgeons  in  the  class  of  ’02,  and 
began  the  practice  of  medicine  the  same  year  in 
Minneapolis  and  continued  to  the  time  of  his 
death.  He  was  a  consulting  surgeon  on  the  staffs 
of  Asbury  and  St.  Barnabas  Hospitals,  and  had 
a  large  private  practice. 

Dr.  Sigmoid  Rosenthal,  of  Aberdeen,  S.  D., 
was  expelled  from  the  Aberdeen  (1st)  District 
Medical  Society  last  month  upon  charges  pre¬ 
ferred  against  him  by  Dr.  R.  D.  Alway,  of  Aber¬ 
deen,  for  unprofessional  conduct.  The  charges 
were  based  upon  a  paper  written  by  Dr.  Rosenthal 
and  printed  in  the  Aberdeen  Evening  News.  We 
shall  publish  in  our  next  issue  the  full  report 
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of  the  Society’s  Board  of  Censors  and  the  news¬ 
paper  article. 

Dr.  Horace  H.  Witherstine,  of  Rochester 
(Minn.),  died  on  October  2,  at  the  age  of  72. 
Death  was  caused  by  the  overturning  of  his  auto¬ 
mobile  when  on  the  way  to  see  a  patient.  Dr. 
Witherstine  graduated  from  Rush  with  the  class 
of  ’86,  and  soon  began  practicing  in  Rochester. 
He  was  a  prominent  figure  in  the  state  for  many 
years,  and  besides  holding  several  city  offices,  in¬ 
cluding  that  of  mayor,  in  Rochester,  he  was  in 
the  State  Senate  for  two  terms,  and  edited  the 
Rochester  Bulletin  for  several  years.  Dr.  Wil¬ 
liam  H.  Witherstine,  of  Grand  Forks,  N.  D.,  is 
a  son  of  Dr.  Horace  H.  Witherstine. 

Dr.  Archibald  MacLaren,  of  St.  Paul,  died  on 
October  12,  at  the  age  of  66.  Dr.  MacLaren 
was  a  graduate  of  Columbia,  class  of  ’81,  and 
had  practiced  in  St.  Paul  nearly  forty  years.  He 
was  a  member  of  many  medical  societies,  and 
was  president  of  the  Minnesota  State  Medical 
Association  the  past  year,  and  would  have  pre¬ 
sided  at  the  annual  meeting  of  the  Association 
held  at  St.  Cloud  last  week  except  for  the  illness 
which  terminated  in  his  death.  Dr.  MacLaren 
was  a  distinguished  surgeon,  was  Associate  Pro¬ 
fessor  of  Surgery  in  the  Medical  School  of  the 
University  of  Minnesota,  and  a  genial  gentleman 
who  will  be  greatly  missed  in  medical  circles. 

The  annual  meeting  of  the  Minnesota  State 
Medical  Association  was  held  in  St.  Cloud  last 
week  with  only  a  fair  attendance.  The  program 
was  a  good  one,  but  it  was  along  the  lines  of 
past  programs  and  did  not  elicit  enthusiasm.  A 
change  to  the  dry  clinic  program  was  voted.  The 
following  officers  were  elected  for  next  year : 
President,  Dr.  W.  L.  Burnap,  Fergus  Falls ;  first 
vice-president.  Dr.  A.  S.  Hamilton,  Minneapolis ; 
second  vice-president,  Dr.  John  N.  Libert,  St. 
Cloud ;  third  vice-president,  Dr.  C.  W.  More, 
Duluth;  Secretary,  Dr.  Carl  B.  Drake,  St.  Paul; 
treasurer.  Dr.  F.  L.  Beckley,  St.  Paul ;  coun  ¬ 
cilors, — Dr.  W.  H.  Condit,  Minneapolis  (re¬ 
elected),  Dr.  F.  H.  Dodge,  LeSeuer  (re-elected). 
Dr.  G.  vS.  Watham  (to  succeed  Dr.  Burnap ;) 
delegates  to  the  A.  M.  A., — Dr.  J.  L.  Rothrock, 
St.  Paul,  Dr.  T.  L.  Chapman,  Duluth,  and  Dr. 
J.  C.  Litzenberg,  Minneapolis.  Editorial  notice 
of  the  meeting  appears  on  another  page. 


For  Sale 

Tycos  sphgmomanometer,  Victor  centrifuge,  Wit- 
mer  record  cabinet,  Paragon  table.  Address  2168 
Carroll  Ave.,  St.  Paul. 


Position  Wanted 

By  a  thoroughly  competent  woman  as  industrial 
nurse  or  in  a  clinic  or  as  office  attendant  with  a 
group  of  physicians  in  Minneapolis. 

Record  Clerk  Wanted 

By  the  Winona  (Minn.)  General  Hospital.  Pref¬ 
erably  a  graduate  nurse.  Address  Superintendent, 
Winona  General  Hospital,  Winona,  Minn. 

Office  Equipment  Wanted 

I  desire  to  purchase  an  examining  table,  an  electric 
sterilizer,  a  small  cabinet,  some  instruments,  and  a 
desk.  Must  be  cheap.  Address  147,  care  of  this 
office. 

X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Minneapolis  Office  Space  to  Sublet 

Very  desirable  office  space  at  323  La  Salle  Build¬ 
ing,  Minneapolis,  to  be  sublet  by  Drs.  Willson, 
Cabot,  &  Wohlrabe.  For  information  call  at  the 
office  or  telephone  Main  3220. 

Technician  Desires  Position 

A  technician  who  has  had  six  months  experience 
in  a  hospital  laboratory  seeks  work.  Can  also  do 
office  and  stenographic  work.  Moderate  salary  will 
be  accepted.  Address  146,  care  of  this  office. 

Office  Position  Wanted 

By  a  young  woman  who  has  been  two  and  a  half 
years  in  a  physician’s  office.  A  fair  typist  who  can 
take  medical  reports  in  long-hand.  Best  of  refer¬ 
ences.  Wages,  moderate.  Address  151,  care  of  this 
office. 

Assistant  Wanted 

As  soon  as  possible,  to  do  general  work  in  clinic. 
New  modern  hospital  and  well-equipped  office.  Will 
pay  $200  per  month  and  all  expenses  pertaining  to 
practice.  Address  Kittson  County  Clinic,  Hallock, 
Minnesota. 

Good  South  Dakota  Location  Open 

In  richest  farming  section  of  state.  Good  roads; 
fine  people;  competition  20,  25,  30,  and  35  miles. 
Will  introduce  successor.  Small  investment  to  pay 
for  drugs  and  office  equipment.  Address  152,  care 
of  this  office. 

Technician  Wants  Position 

A  young  woman  with  three  years  experience 
wants  a  temporary  or  permanent  position.  Can  do 
all  routine  work  and  blood  chemistry.  Now  taking 
basal  metabolism  and  Wassermanns  in  a  city  labora¬ 
tory.  Address  140,  care  of  this  office. 

Physician  Wanted 

To  locate  in  Hosmer,  Edmunds  County,  South  Da¬ 
kota.  A  good  business  town  surrounded  by  a  large 
territory.  Offices  furnished  free  of  charge  in  the 
rear  of  the  drug  store.  Please  inquire  of  A.  D.* 
Pietz,  Hosmer,  S.  D. 
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A  Good  Opening 

Excellent  opening  in  Southwestern  Minnesota  for 
cost  of  drugs  and  office  furniture.  Good  territory; 
only  physician;  desires  to  locate  on  coast.  Good 
roads;  four-year  high  school;  mixed  community. 
Address  135,  care  of  this  office. 

Position  Wanted  by  X-Ray  and  General  Laboratory 
Technician 

A  graduate  of  the  Minneapolis  Hospital  Labora¬ 
tory  in  .r-ray  and  general  laboratory  work,  with  ex¬ 
perience  in  St.  Mary’s  and  other  hospitals.  Best  of 
references.  Address  153,  care  of  this  office. 

Wanted,  An  X-Ray  and  Laboratory  Nurse 

Position  open  in  new  modern  Tuberculosis  Insti¬ 
tution  in  Northern  Minnesota;  excellent  opportunity 
for  one  thoroughly  familiar  with  .r-ray  technique 
and  general  laboratory  methods,  also  to  assist  in 
heliotherapy.  Complete  maintenance  at  hospital. 
State  salary  desired,  references,  and  when  available. 
Address  156,  care  of  this  office. 

Physician’s  Office  Furniture,  Etc.,  For  Sale 

Roll-top  desk,  safe,  white  enamel  folding  chair 
and  cushion,  instruments,  and  medicines  of  the  late 
Dr.  H.  Z.  Fisher,  of  Lansford,  N.  D.,  are  offered 
for  sale.  Everything  in  good  condition.  Can  be 
bought  at  a  bargain.  Good  location  for  a  doctor. 
Address  Mrs.  H.  Z.  Fisher  (Box  186),  Lansford, 
N.  D. 

Operating  Table  and  Instrument  Case  for  Sale 

I  have  for  sale  one  large-sized  steel  and  plate- 
glass  instrument  case,  suitable  for  either  physician’s 
office  or  hospital  operating  room;  has  combination 
lock  and  is  enameled  white;  a  bargain.  Also  one 
Allison  office  operating  table,  golden  oak,  in  fair 
condition.  Write  or  call  upon  Dr.  Hugh  J.  Tunstead, 
1126  Metropolitan  Bank  Bldg.,  Minneapolis. 

Physician  Wanted 

In  a  central  Minnesota  town  of  300;  splendid  farm¬ 
ing  community;  collections  always  nearly  100  per 
cent;  Scandinavian  and  German  community.  Good 
high  school;  two  churches;  two  banks;  creamery; 
etc.  Competition  15,  8,  16,  and  15  miles.  A  house 
can  be  rented  for  $20  a  month.  Good  man  can 
make  money  from  the  start.  Address  142,  care  of 
this  office. 

Physician  Wanted 

Reliable  physician  in  a  Northern  Minnesota  town 
of  375  inhabitants,  about  3,000  people  in  community. 
Physician’s  territory  much  larger,  including  five 
villages  and  districts.  Nearest  competition  22  miles 
North,  47  West,  45  South,  none  East.  Excellent 
dairying  and  farming  district.  Good  office  and  resi¬ 
dence  quarters  available.  Good  man  can  run  receipts 
to  $5,000  a  year  in  six  months  time.  Village  and 
townships  health  officer  business  guaranteed  to  resi¬ 
dent  physician,  which  amounts  to  about  $900  per 
year.  Applicant  must  furnish  references.  Address 
154,  care  of  this  office. 

Practice  for  Sale  in  South  Eastern  Minnesota 

Practice  free  to  buyer  of  my  drug-store.  A  com¬ 
plete  stock  of  drugs,  all  that  goes  with  a  well-con¬ 
ducted  drug-store.  It  will  invoice  $3,500  to  $4,000. 
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Town  of  280,  another  inland  town  250  within  four 
and  one-half  miles  which  is  ten  miles  from  any  com¬ 
petition  in  practice  and  drug-store.  Competition  10, 
20,  18  and  15.  Only  doctor  and  drug-store  in  town. 
Rich  German  community;  all  is  cash.  A  German 
who  is  a  catholic  or  Lutheran  and  who  does  his 
own  surgery  will  make  ten  thousand  per  year. 
Three  churches,  high  school,  a  fine  bank,  creamery, 
and  all  kinds  of  business;  modern  town  with  24-hour 
electric  service,  water  works,  etc.  Don’t  write  if 
you  have  no  money.  Address  149,  care  of  this  office. 


(Books  Concluded) 

tioncr.  It  is  a  mine  of  practical  information  in  the 
diagnosis  and  treatment  of  feeding  disturbances  of 
infancy. 

Marriott’s  article  on  “Celiac  Disease’’  is  a  concise, 
accurate  analysis  of  this  condition. 

All  the  other  chapters  are  carefully  prepared  and 
serve  the  purpose  of  the  general  practitioner  as  well 
as  the  specialist. 

— Max  Seham,  M.D. 

Dislocations  and  Joint- Fractures.  By  Frederic  J. 
Cotton,  M.D.,  Visiting  Surgeon  to  the  Boston  City 
Hospital;  Associate  in  Surgery,  Harvard  Medical 
School.  Second  Edition,  Reset.  745  pages  with 
1393  illustrations  from  drawings  by  the  author. 
Philadelphia  and  London:  W.  B.  Saunders  Com¬ 
pany,  1924.  Cloth,  $10.00  net. 

With  the  addition  of  this  volume  to  the  library, 
the  Hennepin  County  Medical  Society  possesses  a 
fairly  large  selection  of  texts  on  fractures.  This 
book  deals  with  some  of  the  most  difficult  types  of 
pathology  in  the  field  of  orthopedic  surgery.  It  is 
nicely  written  and  is  especially  valuable  in  that  it 
is  for  the  most  part  a  strictly  original  composition 
from  the  practice  of  the  author.  The  drawings  and 
sketches  are  by  the  author.  In  this  regard  there  are 
many  suggestions  in  this  volume  which  attempt  to 
decry  the  errors  of  earlier  literature  and  several 
points  of  advance.  Among  them  a  few  will  bear 
repetition.  Gun-stock  deformity  is  not  due  to  frac¬ 
tures  of  the  condyles,  but  to  supracondylar  fracture. 
X-rays  early  are  not  necessary.  They  tend  to  dimin¬ 
ish  the  ability  of  the  practitioner  to  diagnose  and 
treat  correctly.  Plates  made  after  the  first  reduction 
are  advisable,  however.  To  depend  too  much  on  the 
.r-ray  tends  to  lessen  the  ability  to  reduce  the  frac¬ 
ture  by  palpation.  There  are  advantages  and  dis¬ 
advantages  in  this  discussion  on  .r-raying  fractures; 
and  it  is  well  to  bear  in  mind  the  record  of  the  case 
under  this  heading.  The  author  cautions  about 
using  traction  in  shoulder  fractures  because  of  the 
tendency  to  downward  luxation  of  the  shoulder. 
The  loss  of  growth  of  bone  from  epiphyseal  separa¬ 
tion  is  extremely  rare.  Spasm  on  rotation  of  the 
forearm  is  the  differential  of  fracture  of  the  radius 
— ^absence  of  this  with  spasm  on  extension  and 
flexion  is  contraindication.  Another  presents  a  series 
of  21  cases  of  fracture  for  improper  setting  with 
correction  of  deformity  in  the  hip.  The  last  chapter 
in  the  book  is  devoted  to  various  api)aratus  for  the 
reduction  and  treatment  of  fractured  or  dislocated 
limbs.  The  work  is  very  well  written  and  thorough¬ 
ly  presented,  which,  together  with  its  originality, 
makes  it  very  commendable. 

— Daniel  H.  Bessesen,  M.D. 


SAMPSON  LECTURES  ON  PHYSIOTHERAPY 

CURTIS  HOTEL,  MINNEAPOLIS  -  NOV.  3rd  to  8th 


A  complete  exposition  of  all  the  physics,  basic  physical  laws, 
physiological  reactions,  technic  of  application,  indications  (Path¬ 
ology)  and  contra-indications,  governing  the  successful  use  of  the 
various  physical  remedies  that  have  proven  of  practical  value  to 
the  medical  man. 

The  technics  taught  in  this  course  are  based  upon  the  private 
and  public  research  into  the  field  of  physics  carried  on  for  many 
years  by  Doctor  Sampson,  and,  with  a  single  exception,  were 
originated,  demonstrated,  tested  and  proven  clinically  successful 
upon  a  huge  scale  in  the  largest  physiotherapy  clinic  in  America — 
the  Fox  Hills  Army  and  U.  S.  Public  Health  Service  General  Hos¬ 
pital — where  Doctor  Sampson  for  several  years  was  Reconstruc¬ 
tion  Officer  through  the  peak  of  the  Reconstruction  Period  follow¬ 
ing  the  late  war. 

This  course  is  and  always  has  been  restricted  to  ethical  medi¬ 
cal  men,  or  their  vouched  for  assistants. 

The  entire  course  consists  of  ten  lectures  in  one  week  and  ten 
practical  clinical  demonstrations  in  the  following  week.  These 
lectures  and  practical  demonstrations  have,  in  the  past,  been 
given,  at  the  rate  of  two  each  day  for  five  consecutive  days,  each 
week.  By  working  three  periods  for  each  day  for  six  days — 
Monday  to  Saturday  inclusive — the  two  weeks  have  been  con¬ 
densed  into  one  with  the  omission  of  only  one  lecture  which  was 
a  short  demonstration  lecture  given  at  the  end  of  the  first  week, 
but  which  is  duplicated  in  the  practical  week.  Nothing  has  been 
left  out,  but  the  two  weeks’  work  is  now  covered  in  one  week, 
thus  saving  a  week’s  practice  for  the  busy  practitioner. 

The  fee  for  each  of  the  separate  weeks  was  $25.00.  The  fee 
for  the  double  course  in  one  week  is  $50.00.  Make  checks  payable 
to  C.  M.  Sampson,  M.D.  and  hand  them  to  the  secretary  the  first 
morning  of  the  lectures. 

NOTE — Physicians  who  have  taken  the  lectures,  but  not  the  practical  demon¬ 
stration  course  may  attend  this  whole  week  for  $25.00,  or  may  take  the  last 
three  days  of  practical  work,  if  preferred,  for  this  same  fee,  or  vice  versa, 
those  who  have  taken  the  clinical  week  but  not  the  lectures  may  do  likewise. 

The  Pengelly  X-Ray  Company,  La  Salle  Building,  Minneapo¬ 
lis  are  authorized  to  make  reservations  and  will  supply  any  de¬ 
tailed  information  desired. 

C.  M.  SAMPSON,  M.D. 
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COMMITTEES 

COMMITTEE  ON  PUBIJC  POIJCY  AND  I>EGISI.ATTON 

V.  J.  LaROSE,  M.  D. . Bismarck 

W.  H.  PORTER,  M.  D. . Calvin 

CHAS.  MacLACHLAN,  M.  D. . New  Rockford 

COMMITTEE  ON  3IEI)ICAC  EDUCATION 

H.  E.  FRENCH,  M.  D. . University 

G.  J.  McIntosh,  M.  D. . Devils  Lake 

H.  H.  HEALY,  M.D. . ..Grand  Forks 

COMMITTEE  ON  TUBEKCUUOSIS 

J.  G.  LaMONT,  M.  D. . Dunselth 

FANNIE  DUNN  QUAIN,  M.  D. . Bismarck 

JAMES  GRASSICK,  M.  D. . Grand  Forks 


PROCEEDINGS  OF  THE  HOUSE  OF 
DELEGATES 

First  Session — Tuesday,  September  9,  1924 

The  first  meeting  of  the  House  of  Delegates 
of  the  North  Dakota  State  Medical  Association 
was  called  to  order  at  the  Masonic  Temple,  Bis¬ 
marck,  Tuesday  evening,  September  9,  1924,  by 
the  President,  Dr.  James  Grassick,  Grand  Forks. 

The  Secretary  called  the  roll,  and  the  Presi¬ 
dent  announced  that  a  ciuorum  sufficient  to  do 
business  was  present. 

The  first  order  of  business  was  the  reading  of 
the  minutes  of  the  previous  meeting. 

The  Secretary  announced  that  the  minutes  had 
been  published  in  The  Journal-Lancet,  the  As¬ 
sociation’s  official  organ. 

It  was  moved  that  inasmuch  as  the  minutes 
had  been  published  in  The  Journal- Lancet 
their  reading  be  dispensed  with.  Motion  sec¬ 
onded  and  carried. 

The  next  order  of  business  was  the  report  of 
the  Secretary,  Dr.  H.  J.  Rowe,  Lisbon. 

SECRETARY’S  REPORT 

THE  ANNUAL  MEETING 

The  annual  meeting  this  year  being  set  back  until 
late  in  the  season  has  resulted  in  many  of  the  mem¬ 
bers  being  rather  slow  in  forwarding  their  dues, 
making  it  impossible  for  the  secretaries  of  compon¬ 
ent  societies  to  make  their  annual  reports  until  very 
late;  and  as  a  consequence  the  roster  could  not  be 
completed.  The  tardiness  of  members  in  paying 
their  dues  will  result  in  not  a  few  having  their  names 
omitted  in  the  official  roster.  The  American  Medi¬ 
cal  Association  insists  on  knowing  who  is  entitled 
to  fellowship,  and  the  only  way  to  inform  head¬ 
quarters  is  to  print  the  roster,  incomplete  though  it 
be,  and  forward  the  same  for  their  guidance.  If 
members  were  more  prompt  in  the  payment  of  their 


COMMITTEE  ON  I'UBI.IC  HE.4I.TH 


A.  A.  WHITTEMORE,  M.  D. . Bismarck 

C.  J.  McGURREN,  M.  D. . Devils  Lake 

F.  R.  SMYTH,  M.  D. . Bismarck 

A.  W.  GUEST,  M.  D. . Jamestown 

H.  E.  FRENCH,  M.  D. . University 

COMMITTE  ON  MEDICAL  HISTOBY  OP  THE  STATE 

GEO.  M.  WILLIAMSON,  M.  D. . Grand  Forks 

JAMES  GRASSICK,  M.  D. . Grand  Forks 

H.  G.  WOUTAT,  M.  D. . Grand  Forks 

COMMITTEE  ON  MEDICAL  DEFENSE 

E.  A.  PRAY,  M.  D. . Valley  City 

W.  H.  BODENSTAB,  M.  D. . Bismarck 

R.  W.  PENCE,  M.  D. . Minot 

H.  W.  F.  LAW,  M.  D. . Grand  Forks 

C.  N.  CALLANDER,  M.  D. . Fargo 

F.  W.  FERGUSON,  M.  D. . Kulm 


dues,  it  would  greatly  facilitate  the  local  secretaries 
in  making  their  annual  reports,  and  it  would  be  of 
great  advantage  in  making  out  a  complete  roster 
earlier  in  the  year. 

SOCIETIES 

All  the  societies,  except  Kotana,  have  made  re¬ 
ports  of  the  election  of  officers.  This  society  has 
but  six  members  in  good  standing.  Repeated 
requests  for  the  result  of  election  and  for  a  full 
and  complete  report  from  the  society  have  been 
ignored,  and  to  date  neither  the  acting  president 
nor  the  secretary  is  in  good  standing.  Unless  the 
physicians  in  that  locality  wake  up  and  do  business 
as  constitutionally  provided,  it  would  seem  best  to 
abandon  the  society  and  let  those  who  desire  to 
continue  their  membership  attach  themselves  to 
the  Northwestern  Society  at  Minot. 

MEMBERSHIP 

The  membership  has  materially  fallen  off  for  the 
present  year,  more  so  than  in  any  previous  period  in 
the  history  of  the  North  Dakota  State  Medical  Asso¬ 
ciation.  This  is  due,  not  wholly  to  removals,  of  which 
there  have  been  quite  a  few  who  have  set  their 
stakes  in  California  and  many  eastern  states,  but 
probably  to  indifference,  it  being  so  easy  to  put 
off  until  to-morrow  what  should  be  done  to-day.  I 
am  not  prepared  to  say  that  the  dropped  members 
are  the  result  of  lack  of  notices  from  the  secretaries, 
for  they,  like  other  men  in  like  pursuits,  have  their 
own  work  to  do  and  their  work  as  clerical  officers 
could  be  materially  lessened  if  members  would  be 
prompt  in  paying  their  annual  dues  instead  of  pro¬ 
crastinating. 

The  present  membership  of  the  state  Association 
is  365,  which  is  quite  a  falling  off  from  the  reported 
membership  of  previous  years.  It  is  a  singular  coin¬ 
cidence  that  all  the  doctors  that  have  left  the  state 
were  active  members  while  residing  in  the  state. 
There  are  a  few  physicians  in  the  state  that  have 
never  affiliated  with  any  local  society  and  as  a  con¬ 
sequence  are  not  numbered  with  the  active  progres¬ 
sive  physicians  within  our  borders.  From  the  offi¬ 
cial  directory  prepared  by  the  American  Medical  As¬ 
sociation  it  appears  that  only  about  two-thirds  of 
the  doctors  living  within  the  state  are  members  of 
the  State  Association. 
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It  goes  without  saying  that  if  all  the  regular  prac¬ 
titioners  could  be  induced  to  unite  with  a  component 
society  it  would  materially  increase  the  membership 
and  be  very  beneficial  to  those  that  connected  them¬ 
selves  with  the  Association.  To  go  it  alone  and 
isolate  themselves  from  their  neighbor  practitioners 
is  an  injustice  to  the  people  they  serve,  and  it  soon 
makes  a  rusty  practitioner  of  one  who  insists  on 
going  it  alone,  unwilling  to  rub  elbows  with  his 
fellows. 

MALPRACTICE  SUITS 

We  are  still  paying  the  expenses  in  malpractice 
suits.  During  the  past  year  these  cases  were  ad¬ 
justed.  A  settlement  was  effected  in  the  Dr.  Pence 
malpractice  suit,  the  costs  being  $50.00.  The  ex¬ 
penses  of  trial  in  the  suit  of  Mabel  Neil  versus  Dr. 
King  amounted  to  $145.00,  making  a  total  for  the 
year  to  date  of  $195.00. 

Having  removed  from  the  state,  I  retire  from  the 
office  held  for  19  years  and  I  bespeak  for  my  succes¬ 
sor  the  same  generous  courtesy  that  has  been  ex¬ 
tended  to  me  during  my  incumbency. 

Fraternally, 

H.  J.  Rowe,  M.D.,  Sec’y 

Dr.  F.  R.  Smyth  moved  that  the  Secretary’s 
report  be  accepted  and  placed  on  file.  Motion 
seconded  and  carried. 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

Dr.  F.  R.  Smyth,  Bismarck;  There  has  been 
no  business  presented  to  nor  meetings  of  the 
Council  held  since  the  last  annual  session,  at 
Grand  Forks. 

REPORTS  OF  COUNCILORS 

Sixth  Disrict — Dr.  F.  R.  Smyth,  Bismarck,  pre¬ 
sented  the  following  report: 

The  Sixth  District  consists  of  an  area  of  200  miles 
in  width  by  150  miles  in  length  and  comprises  at 
least  one-fourth  of  the  area  of  the  whole  State  of 
North  Dakota.  The  Councilor  has  not  been  able 
to  cover  all  this  immense  territory,  but  during  the 
past  year  has  visited  at  least  five  counties,  some  of 
them  several  times,  and  conferred  with  different 
physicians.  He  has  also  interviewed  physicians  from 
other  counties  in  the  District  and  is  fairly  well 
familiar  with  medical  conditions  in  the  District. 
Perhaps  the  most  notable  action  taken  has  been  that 
of  the  Sixth  District  Society  to  promote  efficient 
and  reliable  service  at  the  Bismarck  Branch  State 
Laboratory.  This  was  effected  by  appointing  a 
committee  which  conferred  with  the  authorities  re¬ 
sponsible  and  finally  secured  service  that  has  been 
satisfactory  to  the  physicians  in  the  territory  served 
and  of  benefit  to  the  health  of  the  people.  Consider¬ 
ing  constant  advances  being  made  in  the  science 
of  medicine  and  urging  of  higher  standards  of  quali¬ 
fication  of  those  engaged  in  the  practice  it  is  an 
absolute  necessity  that  the  methods  of  public  health 
laboratories  should  progress  and  be  an  aid  and  help 
in  the  control  and  treatment  of  disease  and  preser¬ 
vation  of  health. 

Tri-County  District — Dr.  Charles  MacLachlan, 
New  Rockford,  presented  the  following  report: 

Since  the  last  annual  meeting  we  have  had  eleven 
well  attended  meetings. 


May  24,  1923,  at  New  Rockford. 

July  20,  1923,  at  Harvey. 

August  24,  1923,  at  New  Rockford. 

October  5,  1923,  at  Fessenden. 

November  27,  1923,  at  New  Rockford. 

January  11,  1924,  at  Carrington. 

April  11,  1924,  at  New  Rockford. 

May  23,  1924,  at  Fessenden. 

June  26,  1924,  at  Bowdon. 

August  1,  1924,  at  Harvey. 

September  5,  1924,  at  New  Rockford. 

These  meetings  have  had  an  average  attendance 
of  seventy  per  cent  of  the  membership.  Interest 
in  the  meetings  we  feel  is  better  sustained  by  our 
method  of  holding  the  meetings  at  different  towns 
throughout  the  District  during  the  summer  months 
while  the  automobiles  can  be  used  for  transport 
and  concentrating  upon  the  towns  most  accessible 
by  rail  during  the  winter.  Our  scientific  program 
has  for  the  most  part  consisted  in  the  recital  and 
discussion  of  clinical  cases  of  interest.  At  the  last 
meeting,  however.  Dr.  Josephine  Stickelberger,  of 
Oberon,  a  former  member,  who  retired  from  prac¬ 
tice  some  ten  years  ago,  and  was  recently  readmitted 
to  membership,  gave  a  very  interesting  resume  of 
her  experience  with  a  case  of  diabetes  occurring 
some  two  years  ago  in  her  own  family,  a  daughter 
then  aged  about  eleven  years  whom  she  personally 
conducted  to  the  clinic  of  Dr.  Banting  at  the  Uni¬ 
versity  of  Toronto,  where  the  girl  was  treated  with 
the  pancreatic  extract  soon  after  its  discovery  and 
prior  to  standardization.  The  daughter,  normal 
from  outward  appearance  in  every  respect,  justified 
the  belief  in  the  efficacy  of  insulin. 

Our  membership  has  increased  by  the  addition  of 
Drs.  E.  Linker,  of  Goodrich,  and  Josephine  Stickel¬ 
berger,  of  Oberon.  We  have  not  lost  any  members. 
Our  entire  membership  is  strongly  opposed  to  hold¬ 
ing  the  annual  meeting  so  late  in  the  year,  and  pe¬ 
tition  that  the  meeting  be  held  annually  the  Wednes¬ 
day  and  Thursday  occurring  four  weeks  after  the 
corresponding  days  of  the  week  of  the  American 
Medical  Association,  preferring  June  or  early  July, 
when  practice  in  the  country  town  is  more  quiet  and 
the  meeting  place  can  more  easily  be  reached  by 
automobile. 

Your  Councilor  regrets  being  unable  this  year  to 
make  his  customary  visit  to  the  members  composing 
the  Tri-County  Society. 

Northwest  District — Dr.  E.  M.  Ransom,  Minot, 
made  the  following  report: 

We  have  a  total  membership  of  60.  The  average 
attendance  during  the  past  year  was  18.  We  have 
had  six  meetings  since  the  last  annual  meeting,  and 
at  these  meetings  we  have  had  a  number  of  interest¬ 
ing  papers.  One  meeting  was  the  annual  election 
and  dinner  dance.  One  meeting  was  entirely  a  clini¬ 
cal  one. 

Two  items  of  some  importance  to  our  local  So¬ 
ciety  came  up  during  the  year.  One  was  the  ap¬ 
pointment  of  a  committee  of  three  members  to  con¬ 
sider  the  proposition  of  malpractice  insurance,  which 
most  of  our  own  men  carry,  with  a  view  to  deciding 
whether  we  could  get  insurance  that  would  be  as 
efficient  but  cheaper  than  the  one  decided  on  by  the 
State  Association.  That  committee  reported  that 
we  could  get  efficient  insurance  at  a  cheaper  rate. 

Another  matter  we  took  up  during  the  past  year 
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was  the  organization  in  Minot  of  a  doctor’s  credit 
and  collection  agency.  That  was  voted  on  favorably 
and  resulted  in  our  having  printed  a  uniform  set  of 
statement  blanks,  which  all  the  doctors  adopted 
and  are  now  sending  out.  All  accounts  requiring 
collection  are  turned  over  to  the  collection  agency 
at  the  expiration  of  60  days.  This  has  resulted  in 
our  collecting  many  accounts  that  we  had  consid¬ 
ered  lost  and  so  far  has  proven  to  be  a  very  suc¬ 
cessful  experiment. 

I  am  also  Councilor  for  the  Kotana  Society,  but 
I  have  been  unable  to  get  anything  from  them  in 
the  past  two  or  three  yeai'S,  so  cannot  make  a  re¬ 
port. 

Cheyenne  District — Dr.  F.  L.  Wicks,  Valley  City, 
presented  the  following  report: 

Our  Society  has  at  present  17  members.  There 
are  19  doctors  eligible  to  membership  in  our  dis¬ 
trict;  last  year  we  had  21  members;  two  of  our  men 
have  moved  away.  Dr.  Stixrude  to  Washington,  and 
Dr.  Wolverton  to  Iowa,  where  he  is  a  member  of 
the  State  Association. 

We  have  had  no  deaths  during  the  year. 

The  following  doctors  are  our  officeholders:  Presi¬ 
dent,  Dr.  F.  L.  Wicks;  vice-president.  Dr.  A.  W. 
MacDonald;  secretary-treasurer.  Dr.  Will  H.  Moore; 
delegate.  Dr.  E.  A.  Pray;  alternate.  Dr.  S.  A.  Zim¬ 
merman;  censors.  Dr.  C.  E.  Spicer,  Dr.  M.  D.  West- 
ley,  and  Dr.  A.  C.  MacDonald. 

During  the  past  year  we  have  had  six  meetings, 
all  dinner  meetings.  Two  of  these  meetings  were 
given  to  the  discussion  of  the  finances  of  the  doctor 
as  a  class  and  to  the  prompt  collection  of  fees  for 
services  rendered  by  the  members  of  the  Cheyenne 
Valley  Medical  Society. 

These  discussions  resulted  in  the  formation  of  a 
credit  association,  and  through  the  secretary  or  man¬ 
ager,  a  non-medical  man,  a  list  was  at  all  times 
available  of  those  who  were  owing  doctors  of  the 
Society  and  refusing  to  settle  or  who  were  other¬ 
wise  thought  to  be  unworthy  of  credit.  This  method 
was  used  as  a  protection  against  the  chronic  rounder 
and  dead-beat. 

Each  doctor  had  a  printed  card  for  his  office  set¬ 
ting  forth  the  fact  of  his  membership  in  the  Society, 
together  with  information  that  such  settlement  was 
expected  on  conclusion  of  services,  thus  giving  the 
impression  that  the  medical  men  considered  their 
services  of  value  and  conveying  the  impression  to 
the  patient  also  that  an  obligation  had  been  created 
by  him  which  must  be  taken  care  of. 

I  have  not  been  informed  of  any  offense  being 
taken  by  those  worthy  of  credit,  while,  on  the  other 
hand,  many  of  our  men  feel  that  the  method  has 
been  productive  of  much  benefit. 

At  the  other  four  meetings  clinics,  papers,  and 
case  reports  made  up  the  usual  program. 

At  one  meeting  an  invitation  was  extended  to  the 
other  medical  men  of  the  district,  men  of  the  allied 
professions,  dentistry  and  pharmacy.  This  was  a 
large  meeting,  and  papers  were  presented  on  live 
subjects  by  men  of  these  professions,  as  well  as  by 
members  of  our  Society. 

Topics  of  scientific  interest  presented  and  dis¬ 
cussed  at  our  meetings  as  follows:  “A  typical  pneu¬ 
monic  conditions  of  a  prevalent  flu  epidemic”;  “Dia¬ 
betes  and  insulin  treatment,”  with  clinics;  “The 
later  antiseptics  (mercurochrome,  gentian-violet  and 


others  of  like  nature)”;  “Focal  infection”;  “Imper¬ 
forate  anus  with  successful  operation”;  “Uterine 
fibroids  and  radium  treatment  thereof”;  “Obstetrical 
monstrosities  and  abnormalities”;  “Spina  bifida”; 
“Intussusception  in  a  baby  of  seven  months  with 
successful  operation”;  “Intestinal  obstruction  in  a 
child,  strangulation  by  band  formation”;  “Chronic 
vomiting  in  a  small  child  proven  to  be  from  potato 
ingestion”;  “Glioma  of  the  retina,  bilateral  involve¬ 
ment,  treated  surgically  and  with  radium.” 

It  is  a  common  belief  with  us  of  the  Cheyenne 
Valley  Medical  Society  that  our  meetings  have  been 
very  much  worth  while  and  of  much  interest. 

Southern  District — Dr.  L.  B.  Greene,  Edgeley, 
presented  the  following  report: 

The  Southern  District  has  been,  I  am  sorry  to 
say,  rather  moribund  the  last  year.  Both  our  presi¬ 
dent  and  secretary  have  moved  from  the  state;  Dr. 
Blaine,  the  president,  going  to  Long  Beach,  Calif., 
and  Dr.  Brinkle,  the  secretary,  to  South  Dakota. 

The  work  of  the  secretary  has  been  taken  over  to 
such  extent  as  possible  by  Dr.  Ferguson.  He 
has  collected  the  dues  from  all  men  he  could,  and 
he  can  give  you  a  better  list  of  the  membership  than 
I  can.  We  have  had  no  meetings  this  year.  We 
have  called  one  or  two,  but  there  was  no  attendance. 
Our  membership  is  scattered  over  four  or  five 
counties,  and  it  seems  difficult  to  get  the  men  to¬ 
gether.  There  is  only  a  small  nucleus  of  the  old 
original  Society  at  present  in  the  state,  and  they 
are  either  too  busy  or  do  not  seem  to  take  enough 
interest  in  the  Society  meetings  to  get  out.  We 
have  about  sixteen  paid  up  members  at  present. 

Grand  Forks  District — Dr.  G.  M.  Williamson, 
Grand  Forks,  presented  the  following  report: 

The  Grand  Forks  District  has  had  a  good  year. 
There  is  an  active  membership  of  68,  also  three 
honorary  members. 

Meetings  are  held  regularly  each  month  except 
during  July  and  August,  with  a  good  attendance 
at  each  meeting. 

Programs  during  the  past  year  have  been  of  a 
practical  nature.  Many  case  reports  have  been  given 
which  invoked  helpful  discussions.  Interesting  clini¬ 
cal  cases  have  also  been  brought  before  the  Society. 
This  form  of  program  has  stimulated  our  attendance. 
The  spirit  of  good  fellowship  among  the  members 
is  all  that  could  be  desired.  We  are  very  fortunate 
in  this  District  in  having  a  united  and  harmonious 
profession.  The  President  of  the  State  Association 
this  year  is  a  member  of  our  District  Society,  and 
we  had  the  pleasure  of  entertaining  him  as  Presi¬ 
dent  of  the  State  Association  at  a  banquet  early  in 
the  year.  With  him  we  entertained  the  thre  honor¬ 
ary  members  of  our  local  Society,  name^q  Dr.  R.  M. 
Evans,  Minto,  the  oldest  active  practitioner  in  the 
State;  Dr.  H.  M.  Wheeler,  a  past  President  of  the 
State  Association  and  for  many  years  Secretary  of 
the  Board  of  Medical  Examiners,  who  has  retired 
from  active  practice;  and  Dr.  J.  D.  Taylor,  Grand 
Forks,  a  man  who  has  always  taken  an  active  in¬ 
terest  in  the  profession,  but  has  been  in  failing 
health  for  the  past  few  years.  I  wish  it  had  been  the 
privilege  of  all  members  of  this  Association  to  have 
heard  these  men  tell  about  the  practice  of  the  early 
days.  It  is  this  type  of  men  we  have  to  thank  for 
many  of  the  privileges  we  as  a  profession  enjoy 
to-day. 
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I  wish  to  speak  a  word  in  behalf  of  a  member  of 
our  Society,  Dr.  A.  P.  Platen,  Secretary  of  the  Grand 
Forks  District,  who  has  been  forced  to  give  up 
practice  on  account  of  his  health.  If  the  reports 
to  the  State  Association  have  not  been  as  prompt 
or  complete  as  they  should  have  been  I  am  sure  you 
will  pardon  any  delay  or  oversight. 

Cass  County — Dr.  G.  A.  Larson,  Fargo,  presented 
the  following  report: 

September  28,  1923.  Dinner  at  Fargo  Commer¬ 
cial  Club.  Business  meeting. 

October  30,  1923.  Dinner  at  Commercial  Club. 
Program:  “Head  Neuralgias,”  Dr.  G.  A.  Larson; 
“Maxillary  Sinusitis,”  Dr.  Axel  Oftcdal. 

December  21,  1923.  Dinner  at  Commercial  Club. 
Program:  Report  on  Tri-State  Medical  Meeting  at 
Des  Moines,  Iowa,  Dr.  P.  H.  Burton;  Report  on 
National  Radiological  Meeting  at  Rochester,  Minn., 
Dr.  T.  P.  Rothnem.  The  following  officers  were 
elected  at  this  meeting:  President,  Dr.  Kent  Darrow; 
vice-president.  Dr.  J.  J.  Fleimark;  secretary-treasur¬ 
er,  Dr.  G.  A.  Larson;  State  delegate.  Dr.  W.  R. 
Skelsey  (2  years). 

January  25,  1924.  Dinner  at  Commercial  Club. 
Program:  Symposium  on  Hyperthyroidism  by  Drs. 
Hagen,  Lewis,  and  Clay. 

February  28,  1924.  Dinner  at  Commercial  Club. 
Program:  Lantern  Demonstration  of  Peripheral 
Nerve  Injuries,  Dr.  J.  F.  Corbett,  Minneapolis. 

March  26,  1924.  Dinner  at  Commercial  Club. 
Program:  Symposium  on  Pneumonias,  Drs.  Morris, 
Watson,  Limburg,  and  Nichols. 

April  28  and  29,  1924.  Special  Pediatric  Clinic,  in 
which  the  Fargo  Child  Health  Demonstration  co¬ 
operated.  The  following  visiting  physicians  parti¬ 
cipated  in  the  program:  Dr.  F.  L.  Adair,  Minneapo¬ 
lis,  Minn.;  Dr.  H.  Helmholtz,  Rochester,  Minn.;  Dr. 
F.  C.  Rodda,  Minneapolis,  Minn.;  and  Dr.  McKim 
Marriott,  St.  Louis,  Mo. 

The  Society  has  55  members  and  7  associate  mem¬ 
bers  who  are  non-residents. 

Devils  Lake  District — Dr.  G.  F.  Drew,  Devils 
Lake,  presented  the  following  report: 

The  condition  of  the  Society  has  been  about  the 
same  as  in  the  past  few  years.  We  had  four  meet¬ 
ings  fairly  well  attended  by  about  the  same  members 
who  have  always  taken  an  interest.  We  have  lost 
four  members  during  the  year;  one  having  moved 
to  Minnesota;  one  to  the  Southwestern  part  of  the 
state;  one  dropped  membership  as  he  intended  mov¬ 
ing  to  California;  and  one  withdrew  on  account  of 
a  disagreement  with  another  member  over  a  case. 
Our  Censors  acted  on  the  case  and  decided  there 
was  insufficient  cause  for  action,  so  dismissed  it. 

There  have  been  no  deaths  among  the  member¬ 
ship  for  the  last  twelve  years. 

It  seems  the  number  of  doctors  in  this  District 
has  fallen  from  46  in  1923  to  36  in  1924. 

Upon  motion,  duly  seconded  and  carried,  the 
reports  of  the  Councilors  were  accepted  as  read 
and  ordered  placed  on  file. 

REPORTS  OF  COMMITTEES 

The  Secretary  read  the  following  letter  from 
the  attorney  in  charge  of  the  medical  defense 
work : 


REPORT  OF  THE  ATTORNEY 

Minot,  N.  D.,  September  4,  1924. 
Committee  on  Defense, 

North  Dakota  State  Medical  Association, 

Bismarck,  North  Dakota. 

Gentlemen: 

Since  my  last  report  to  you  on  May  10th,  1923, 
with  reference  to  defense  of  malpractice  cases 
handled  by  me  for  the  North  Dakota  State  Medical 
Association,  1  beg  to  advise  that  the  cases  now  pend¬ 
ing  and  undisposed  of  are  as  follows: 

1.  Melvin  Anderson  v.  A.  O.  Arneson  and  A.  Paul¬ 
son  brought  in  Nelson  County  in  1921.  This 
case  has  not  been  tried,  and  we  are  informed  that 
it  will  probably  be  dismissed. 

2.  Whittey  v.  Dr.  H.  L.  Halvorson,  of  Des  Lacs, 
N.  D.  This  case  has  not  been  put  on  the  cal¬ 
endar,  and  we  do  not  believe  it  will  ever  be  tried. 
We  are  hoping  that  the  same  will  die  a  natural 
death. 

3.  J.  E.  Reed  v.  W.  D.  Wagar,  of  Petersburg.  This 
case  has  not  been  put  upon  the  calendar  and  we 
do  not  believe  that  it  will  ever  be  resurrected 
and  tried. 

4.  Mabel  Niel  v.  Z.  1*.  King. 

Since  the  last  report  we  have  disposed  of  the 
following  case:  Whorley  v.  Pence.  A  small  settle¬ 
ment  was  made  for  less  than  it  would  cost  to  try 
the  case. 

The  Stoskeff  v.  Wicklund  has  never  been  re¬ 
noticed  for  trial  and  probably  never  will  be  retried. 

We  doubt  whether  the  case  of  Anderson  v.  Arne¬ 
son,  Whittey  v.  Halvorson  or  Reed  v.  Wager  will 
ever  be  tried. 

We  are  informed  that  the  case  of  Mabel  Niel  v. 
Dr.  Z.  Ik  King  will  be  tried  at  the  coming  term  of 
the  Federal  Court  when  they  have  a  jury.  This  case 
was  tried  at  the  last  term  of  Court  and  although  Dr. 
King  did  not  appear  and  we  had  no  witnesses  we 
succeeded  in  getting  a  disagreement  of  the  jury  so 
that  they  got  nowhere  in  the  matter.  I  presume 
that  it  will  be  incumbent  upon  us  to  appear  and  re¬ 
try  the  case  at  the  expense  of  the  Association,  but 
1  should  like  to  have  one  thing  settled  in  this  matter 
and  that  is.  Do  you  want  me  to  appear  and  defend 
in  the  case  even  though  Dr.  King  does  not  appear 
to  defend  it?  I  did  that  last  time  at  his  request  be¬ 
cause  there  was  not  time  to  get  word  to  you,  but  in 
this  instance  there  will  be  sufficient  time  to  receive 
instructions  from  you  in  the  matter,  and,  upon  re¬ 
ceiving  instructions  from  you,  1  will  advise  him  with 
reference  thereto.  Kindly  have  Dr.  Rowe  advise  me 
specifically  what  to  do  in  regard  to  the  matter. 

Respectfully  submitted, 

R.  H.  H.  Bosard 

The  Chair  suggested  that  this  letter  be  referred 
to  the  Committee  on  Medical  Defense. 

Dr.  F.  R.  Smyth  presented  the  following 
report ; 

COMMITTEE  ON  PUBLIC  POLICY  AND  EDUCATION 

Your  Committee  sent  a  circular  letter  to  each 
member  of  the  Association  asking  for  suggestions 
on  matters  of  public  policy  and  legislation  that  might 
be  considered  by  the  Committee. 
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Following  this  a  meeting  was  held  at  Devils  Lake 
on  August  27.  At  this  meeting  Dr.  J.  Grassick, 
President  of  the  State  Association,  and  the  three 
appointed  members  of  the  committee  were  present. 

A  number  of  proposed  bills  and  resolutions  for¬ 
warded  by  the  Legislative  Committee  of  the  Ameri¬ 
can  Medical  Association  were  presented  and  con¬ 
sidered  by  the  committee.  A  resolution  adopted  by 
the  House  of  Delegates  expressing  its  disapproval 
of  those  portions  of  the  National  Prohibition  Act 
which  interfere  with  the  proper  relation  between  the 
physician  and  his  patient  in  prescribing  alcohol  medi¬ 
cinally  and  recommending  action  to  protect  the  sick 
against  debased  or  poisonous  liquors,  was  unani¬ 
mously  endorsed  by  your  committee. 

The  same  action  was  taken  in  regard  to  the  efforts 
being  made  to  procure  the  reduction  of  the  war  tax 
imposed  under  the  Harrison  Narcotic  Law  to  its  pre¬ 
war  basis. 

Bills  relating  to  the  proper  labeling  of  lye  and 
other  caustic  substances  and  a  bill  relating  to  cos¬ 
metics,  hair  dyes,  etc.,  were  recommended  to  be  re¬ 
ferred  to  the  State  Food  Commissioner  who  has 
jurisdiction  over  the  labeling  of  food  and  drugs. 

It  was  agreed  that  no  new  legislation  should  be 
asked  for  in  this  State  at  this  time,  but  that  in  view 
of  the  increased  prevalence  of  smallpox  in  the  State 
the  State  Health  Department  be  urged  to  formulate 
practical  rules  for  the  control  of  cases  and  especially 
to  urge  the  importance  of  vaccination  as  the  only 
method  of  preventing  this  disease.  To  overcome 
the  difficulty  and  occasional  hardship  of  enforcing 
the  vital  statistics  law  in  unorganized  townships  it 
was  suggested  that,  as  provided  for  in  the  Vital 
Statistics  Law,  school  clerks  could  be  appointed  as 
Local  Registrars  in  these  townships. 

It  was  moved  that  the  report  be  adopted. 
Motion  seconded  and  carried. 

Dr.  F.  R.  Smyth  presented  the  following  re¬ 
port  of  the  Committee  on  Necrology: 

REPORT  OF  THE  COMMITTEE  ON  NECROLOGY 

Since  our  last  meeting  the  deaths  of  seven  phy¬ 
sicians  practicing  in  cur  state  have  been  reported. 
This  gives  a  death  rate  of  14.7  per  thousand  per 
annum. 

Dr.  W.  J.  Awty,  Fargo,  died  in  September,  1923, 
at  Charleston,  Illinois,  aged  61.  Dr.  Awty  graduated 
from  the  Toronto  School  of  Medicine  in  the  class 
of  1891.  At  the  time  of  his  death  he  was  a  member 
of  the  Minnesota  and  North  Dakota  State  Medical 
Associations  and  a  Fellow  of  the  American  Medical 
Association.  He  was  a  constant  attendant  at,  and 
took  a  prominent  part  in  the  proceedings  of  our 
meetings  and  was  one  of  the  best  known  physicians 
m  the  state. 

Dr.  F.  H.  Bailey,  Fargo,  died  on  July  29,  1924,  in 
that  city,  aged  58.  Dr.  Bailey  was  born  in  Elmira, 
N.  Y.,  and  graduated  from  the  University  at  Buffalo. 
He  practiced  for  a  short  time  in  Pennsylvania,  but 
moving  to  Fargo  established  a  special  practice  in 
eye,  ear,  nose,  and  throat  work  and  soon  became 
known  as  one  of  the  most  skillful  practitioners  in 
the  state. 

Dr.  H.  Z.  Fisher,  Lansford,  died  June  17,  1924, 


aged  69.  Dr.  Fisher  practiced  for  several  years  in 
Bottineau  County,  but  details  regarding  his  gradua¬ 
tion  have  not  been  received. 

Dr.  G.  Goldseth,  Jamestown,  died  February  15, 
1924,  at  Rochester,  Minn.,  aged  47.  Dr.  Goldseth 
was  a  graduate  of  a  Chicago  medical  college  and 
followed  up  his  graduation  by  a  special  study  in  the 
University  at  Berlin.  He  made  a  specialty  of  dis¬ 
eases  of  the  eye,  ear,  nose,  and  throat  and  estab¬ 
lished  himself  in  practice  in  Jamestown,  where  he 
made  an  enviable  record  in  his  special  work.  The 
doctor  was  active  in  organization  work  in  Els  pro¬ 
fession.  In  addition  to  his  membership  in  the  local 
Society  and  State  Association  he  was  a  Fellow  of 
the  American  Aledical  Association. 

Dr.  L.  S.  Kron,  Plaza,  died  July  28,  1924,  at  Minot. 
The  doctor’s  name  does  not  appear  in  the  list  of 
members  of  any  of  our  local  societies,  and  particu¬ 
lars  regarding  graduation  are  not  known. 

Dr.  Samuel  Mitchell,  Maplcton,  died  June  15,  1923, 
aged  64.  The  doctor  was  an  old-time  practitioner 
in  this  state,  having  practiced  at  Mapleton  for  over 
forty  years. 

Dr.  W.  O.  McFall,  Parshall,  is  reported  in  the 
daily  papers  to  have  dropped  dead  at  Parshall  Sep¬ 
tember  8,  1924.  The  doctor  was  74  years  of  age  and 
is  said  to  have  practiced  medicine  since  1876,  hav¬ 
ing  been  at  one  time  a  surgeon  in  the  United  States 
N  avy. 

Dr.  Sherman  Rupperton,  Wyndmere,  died  Sep¬ 
tember  17,  1923,  at  Jhdgerwood,  aged  57.  Dr. 
Rupperton  was  a  graduate  of  the  University  of  Iowa, 
class  of  1905. 

Dr.  V.  J.  LaRose  called  attention  to  the  fact 
that  the  death  of  Dr.  Nntting  was  not  reported. 

It  was  moved  that  the  report  be  accepted. 
Motion  seconded  and  carried. 

REPORT  OF  THE  COMMITTEE  ON  TUBERCULOSIS 

Dr.  Fannie  Dunn  Quain,  Bismarck,  gave  the  fol¬ 
lowing  report  in  the  absence  of  Dr.  LaMont: 

In  the  past  score  of  years  the  reduction  in  the 
tuberculosis  death  rate  has  been  somewhat  more 
than  50  per  cent  in  the  registration  area  of  the 
United  States.  While  some  of  this  reduction  may 
be  due  to  general  causes,  the  greater  part  may  be 
credited  to  improvement  in  general  living  conditions 
brought  about  as  a  result  of  intensive  educative 
effort.  The  general  result  in  the  State  of  North 
Dakota  has  been  sufffciently  encouraging  to  warrant 
a  continuation  of  the  educative  campaign. 

The  State  Board  of  Health,  as  at  present  consti¬ 
tuted,  is  the  logical  agency  for  the  dissemination  of 
knowledge  and  control  of  all  preventable  diseases. 
This  agency  in  North  Dakota  has  been  in  past  years 
unfortunately  handicapped  through  lack  of  means, 
organization,  and  equipment,  and  it  is  only  within 
recent  memory  that  a  relatively  earnest  legislative 
effort  has  been  made  to  develop  the  State  Board  to 
a  proper  fulfillment  of  its  function.  Inadequate 
health  control  was  common  in  many  states,  and  in¬ 
dependent  welfare  agencies  were  organized  to  do 
something  to  help  the  emergency. 

The  North  Dakota  Tuberculosis  Association  has 
been  one  of  these  agencies  since  its  organization, 
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in  1909.  Working  first  independently  and  later  under 
the  jurisdiction  of  the  State  Health  Department,  it 
has  been  an  exceedingly  active  factor  in  public  health 
work,  notably  in  educative  effort.  It  publishes 
monthly  four  thousand  copies  of  a  bright  little  mag¬ 
azine  called  “The  Pennant.”  It  distributes  annually 
about  twenty  thousand  pieces  of  good  health  litera¬ 
ture.  It  has  given  health  demonstrations  and  lec¬ 
tures  in  all  of  the  larger  fairs  and  at  other  public 
gatherings.  In  the  last  year  it  conducted  a  sale  of 
one  and  one-half  million  Christmas  Seals,  each  one 
of  which  carries  a  message  of  health  and  hope.  It 
has  introduced  into  the  schools  the  Modern  Health 
Crusade  movement,  than  which  no  more  practical 
agency  exists  for  the  formation  of  proper  health 
habits  in  children.  Through  the  generous  assistance 
of  Miss  Minnie  Nielson,  our  State  Superintendent 
of  Public  Instruction,  the  Alodern  Health  Crusade 
work  has  been  incorporated  in  the  new  course  of 
study  for  the  elementary  schools  of  the  state.  The 
Association,  through  the  travelling  health  clinic  has 
made  a  practical  attempt,  by  the  employment  of  a 
doctor  and  a  nurse,  to  carry  ethical  medical  treat¬ 
ment  and  health  education  to  out-of-the-way  places. 
It  has  maintained  an  open-air  school  at  the  State 
Sanatorium,  furnishing  books,  maps,  charts,  school- 
desks,  and  magazines,  and  paying  the  salary  of  a 
qualified  teacher  whenever  a  sufficient  number  of 
children  were  in  residence  at  the  Institution. 

The  North  Dakota  State  Sanatorium  has  been 
gradually  increasing  its  plan  of  development  with 
the  ultimate  unit  to  be  consummated  of  about  250 
to  300  beds.  Practically  all  of  the  central  buildings 
of  the  group  have  been  completed,  namely:  Admin¬ 
istration  Building;  Refectory  Building  for  food  dis¬ 
tribution;  central  power  plant,  the  latter  having  been 
completed  since  the  last  meeting  of  our  Association; 
excellent  dairy  barn  with  registered  herd;  and  a 
sufficient  number  of  cottages  to  accommodate  the 
ambulatory  type  of  patients.  The  power  plant,  re¬ 
cently  completed,  together  with  boiler  installation 
and  an  underground  tunnel  for  steam  mains,  has 
cost  about  $50,000,  which  was  allowed  by  the  Legis¬ 
lature  of  1923.  There  is  under  consideration  at  the 
present  time  an  addition  to  the  present  Infirmary 
building  and  the  erection  of  a  Children’s  building. 
The  earnest  co-operation  of  each  member  of  the 
medical  profession  is  solicited  to  influence  legisla¬ 
tive  action  in  these  particulars  towards  a  comple¬ 
tion  of  the  ends  in  view. 

It  is  worthy  of  comment  that  the  institution  has 
been  filled  to  capacity  in  the  Infirmary  section,  while 
a  goodly  number  of  beds  are  usually  vacant  for 
ambulatory  cases.  It  is  urged  that  the  profession 
use  every  means  to  induce  patients  to  undertake 
proper  treatment  while  the  destruction  of  vital  tissue 
is  at  a  minor  stage.  The  profession  is  to  be  con¬ 
gratulated  upon  increased  facilities  for  the  early  di¬ 
agnosis  of  pulmonary  cases  afforded  by  the  Public 
Health  Laboratory,  the  well-equipped  hospitals,  and 
increased  efficiency  in  .r-ray  diagnosis  available 
through  the  clinics  and  better-equipped  offices  used 
by  the  profession. 

(Signed) 

J.  G.  LaMont,  M.D.,  Chairman, 

Fannie  Dunn  Quain,  M.D., 

V.  H.  Stickney,  M.D. 


535 

It  was  moved  that  the  report  be  accepted. 
Motion  seconded  and  carried. 

treasurer’s  annual  report 
June  1,  1923,  to  September  5,  1924 
Receipts 

Balance  general  fund,  June  1,  1923 . $  911.61 

By  transfer  from  Savings  account 


to  Checking  account . . .  750.00 

Savings  account .  760.15 


Interest  on  savings  account .  44.37 

Liberty  bonds  (2)  deposited  in 

Janies  River  National  Bank . .  1,000.00 

Interest  on  Liberty  Bonds .  42.50 

Dues  received  from  Dr.  Rowe,  Sec¬ 
retary  . - . - .  1,973.75 


Total  assets  and  receipts  for  year 

ending  September  5,  1924 .  $5,482.38 

Disbursements 

Twenty-one  (21)  checks.  Nos.  201  to  221 

inclusivei  .  2,669.83 

Balance  . - . $2,812.55 

Distribution  of  funds  at  present  time: 

General  fund  balance . $  965.53 

Savings  account  to  Sept.  5,  1924 .  847.02 

Liberty  bonds  (2)  in  James  River 
National  Bank  .  1,000.00 


Total  Balance  . - . $2,812.55 

Checks  No.  120  in  amount  of  seven  dollars  and 
ninety-eight  cents  ($7.98)  to  Dr.  Smyth,  and  No.  121 
in  amount  of  two  hundred  fifty-two  dollars  and 
eighty-five  cents  ($252.85)  to  Dr.  Rowe  have  not  a^ 
yet  been  presented  to  the  bank  for  payment. 

Application  in  proper  form  was  made  to  the  re¬ 
ceiver  of  the  Carrington  State  Bank  for  the  eighty 
dollars  ($80.00)  lost  through  the  bank  closing  in  1923. 

Two  checks  were  sent  back  from  Williston  for 
total  of  fifteen  dollars  ($15.00),  on  account  of  bank 
closed.  The  secretary  was  promptly  notified. 

Audited,  corrected,  and  approved  as  corrected. 

F.  R.  Smyth, 

President  of  Council. 

The  report  of  Treasurer  together  with  the 
Secretary’s  report  was  referred  to  the  Council. 

The  report  of  the  Delegate  to  the  A.  M.  A. 
was  made  by  Dr.  A.  J.  McCannel,  Minot,  as 
follows : 

report  of  delegate  to  the  a.  m.  a. 

The  1924  meeting  of  the  American  Medical  Asso¬ 
ciation,  held  at  Chicago,  June  9-13,  was  perhaps  the 
best  ever  held,  both  in  size  and  interest.  The  total 
registration  was  7,819.  Naturally,  Illinois  had  the 
largest  registration  of  any  state,  her  number  being 
3,224.  There  were  15  registered  from  North  Dakota. 

The  committee  on  arrangements  is  to  be  congratu¬ 
lated  on  arranging  to  have  the  entire  meeting  held 
on  the  Municipal  Pier  which  made  an  ideal  meeting 
place  for  a  gathering  of  this  size.  It  was  a  relief 
not  to  have  to  travel  all  around  the  city  to  find  the 
registration  booth  and  the  meeting  places  of  the 
different  Sections. 
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The  scientific  and  commercial  exhibits  were  very 
large  and  interesting,  and,  being  also  held  on  the 
I’ier,  were  convenient  to  the  Section  meetings  and 
for  that  reason  more  largely  visited. 

A  feature  of  unusual  interest  was  the  moving  pic¬ 
ture  theatre  in  which  were  shown  pictures,  charts, 
and  films  accompanied  by  talks  that  were  not  onlv 
interesting  but  highly  instructive. 

Kven  the  weather  man  was  kind,  and  the  cool 
weather  added  much  to  the  comfort  and  enjoyment 
of  the  meeting. 

The  opening  general  meeting  of  the  Association 
was  held  in  the  Auditorium  Theatre,  with  an  attend¬ 
ance  of  about  3,000.  The  president’s  address  was 
well  received  and  was  broadcasted  by  radio  as  well 
as  receiving  wide  publicity  from  the  press. 

I  shall  not  attempt  to  give  any  fuller  report  of 
the  general  session  or  the  meetings  of  the  Sections, 
as  they  were  so  completely  reported  in  the  Journal, 
but  shall  try  to  review,  briefly,  the  work  of  the 
House  of  Delegates  in  which  I  had  the  honor  of 
being  your  representative. 

The  House  of  Delegates  was  called  to  order  by 
the  speaker.  Dr.  F.  C.  Warnshuis,  at  10  A.  m.,  June 
9,  and  the  reports  of  officers  and  committees  were 
received.  These  reports  are  printed  with  the  pro¬ 
ceedings  in  the  issues  of  The  Journal  of  the  American 
Medical  Association  for  June  14  and  21  and  are  well 
worth  the  attention  of  anyone  who  has  not  already 
read  them. 

The  President-Elect,  Dr.  William  Allen  Pusey,  in 
his  annual  address,  recommended  shorter  courses 
of  training  for  nurses  and  also  a  shorter  course  of 
training  for  medical  students.  For  medical  students 
he  recommended: 

1.  The  present  accredited  high  school  education. 

2.  Three  years  of  medical  training. 

3.  A  hospital  internship  of  not  less  than  one  year 

and  a  half. 

4.  Proper  selection  of  students  on  the- ground  of 

fitness. 

The  Secretary’s  report  showed  a  membership  in 
the  Association  on  April  1,  1924,  of  90,056,  an  in¬ 
crease  of  1,537  over  last  year.  The  number  of  Fel¬ 
lows  was  54,063,  an  increase  over  last  year  of  619. 

The  report  of  the  Board  of  Trustees  showed  a 
gain  of  1,4(K)  in  the  subscription  to  the  Journal.  In 
this  connection  it  is  interesting  to  note  that  North 
Dakota  stands  first  in  the  percentage  of  phvsicians 
taking  the  Journal,  our  percentage  being  71.  Con¬ 
necticut  is  second  with  70  per  cent,  and  then  come 
Illinois,  Alinnesota,  Utah,  and  Wisconsin  with  65 
per  cent. 

Their  report  also  showed  a  healthy  growth  in  the 
assets  of  the  Association  and  the  affairs  of  the  As¬ 
sociation  to  be  in  a  very  satisfactory  condition  at 
the  present  time. 

The  Board  of  Trustees  announced  that  following 
the  retirement  of  Dr.  Simmons  as  editor  and  general 
manager.  Dr.  Olin  West  will  become  Acting  Gen¬ 
eral  manager;  Dr.  Morris  Fishbein,  Acting  Editor 
of  the  Journal-,  and  Mr.  Will  C.  Braun  Acting  Busi¬ 
ness  Manager — all  to  serve  until  the  next  annual 
meeting  of  the  Board  on  the  first  Friday  of  Febru¬ 
ary.  1925. 

The  Committee  on  Reapportionment  of  Delegates 
recommended  that  each  state  have  one  delegate  for 
every  950  members,  or  fraction  thereof,  in  the  State 


Association.  This  gives  California  and  Minnesota 
each  one  more  delegate,  while  Illinois,  Pennsylvania, 
Tennessee,  Texas,  and  Virginia  will  each  lose  one. 

An  amendment  to  the  By-Laws  was  adopted  pro¬ 
viding  that  hereafter  trustees  shall  be  elected  for 
a  five-year  term,  and  that  no  trustee  shall  be  eligible 
to  hold  more  than  two  consecutive  terms. 

After  a  general  discussion  of  the  Life  Extension 
Institute  and  similar  concerns  the  following  resolu¬ 
tion  was  adopted: 

Rksolved  that  the  Committee  of  the  Whole  recom¬ 
mends  to  the  House  of  Delegates  that  the  practice 
outlined  in  the  supplementary  report  of  the  Judicial 
Council  be  condemned  as  against  the  best  interests 
of  the  public;  and  be  it  further 

Resolved  that  the  Judicial  Council  be  instructed  to 
carry  on  an  educational  campaign  in  conjunction 
with  the  constituent  State  Associations  and  to  co¬ 
operate  with  other  Councils  and  Bureaus  of  the 
American  Medical  Association  in  the  promotion  of 
periodic  health  examinations  by  family  physicians. 

At  the  election  of  Officers  Dr.  William  D.  Hag¬ 
gard,  Nashville,  Tenn.,  was  made  President-Elect; 
Dr.  E.  B.  McDaniel,  Portland,  Oreg.,  vice-president; 
Dr.  Olin  West,  Chicago,  secretary;  Dr.  Austin  A. 
Hayden.  Chicago,  treasurer;  Dr.  Bred  C.  Warnshuis, 
Grand  Rapids,  Michigan,  speaker;  Dr.  Rock  Sleyster, 
Wauwatosa,  Wis.,  vice-speaker.  Dr.  J.  H.  Walsh, 
Chicago,  Dr.  E.  B.  Heckel,  Pittsburg,  and  Dr. 
Thomas  McDavitt,  St.  Paul,  were  elected  trustees. 

The  place  of  meeting  of  the  1925  session  was  left 
to  the  selection  of  the  Board  of  Trustees,  Atlanta, 
Atlantic  City,  and  St.  Paul  having  sent  invitations 
for  the  next  meeting. 

Dr.  Rowe  asked  what  disposition  was  made  of 
the  recommendations  of  Dr.  Pusey. 

Dr.  McCannel  said  they  were  referred  to  the 
Committee  on  Hospital  and  Medical  Education 
for  action  and  will  come  up  again  next  year. 

It  was  moved  the  report  be  accepted.  Motion 
seconded  and  carried. 

On  motion  the  meeting  adjourned  subject  to 
the  call  of  the  President. 

Second  Session — Thursday  September 

11,  1924 

The  second  session  of  the  House  of  Delegates 
of  the  thirty-seventh  annual  meeting  of  the  North 
Dakota  State  Medical  Association  was  called  to 
order  in  the  Masonic  Temple,  Bismarck,  at  12  :05 
p.  M..  Thursday,  September  11,  1924,  by  the 
President,  Dr.  James  Grassick,  Grand  Forks. 

The  Secretary  called  the  roll,  and  the  President 
announced  that  a  quorum  was  present  and  the 
house  duly  constituted  for  the  transaction  of 
business. 

The  minutes  of  the  previous  meeting  were 
read  and  approved. 

ELECTION  OF  OFFICERS 

I'he  next  order  of  business  was  the  election  of 
officers.  The  Nominating  Committee,  consisting 
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of  Drs.  G.  M.  Williamson,  Chairman,  L.  B. 
Greene,  and  H.  A.  Brandes,  presented  the  fol¬ 
lowing  recommendations : 

President — Dr.  W.  C.  Fawcett, . Starkweather 

President-elect — Dr.  John  H.  Rindlaub . Fargo 

1st  Vice-Pres. — Dr.  N.  O.  Ramstad . Bismarck 

2nd  Vice-Pres. — Dr.  Thos.  Mulligan . Grand  Forks 

Secretary — Dr.  A.  J.  McCannel . . . Minot 

Treasurer — Dr.  W.  W.  Wood . Jamestown 

Board  of  Medical  Examiners — 

Dr.  W.  H.  Sihler . . Devils  Lake 

Dr.  T.  L.  DePuy . . . Jamestown 

Dr.  V.  J.  LaRose . . . Bismarck 

Delegate  to  the  American  Medical  Association — 

Dr.  E.  A.  Pray . . . . . Valley  City 

Alternate  to  the  American  Medical  Association — 

Dr.  J.  W.  Bowen . Dickinson 

Official  Reporter — 

Mrs.  Irene  H.  Snyder . Chicago,  Ill. 

Councilors:  N.  W.  District  and  Kotana — 

Dr.  E.  M.  Ramson . . . . . Minot 

Cheyenne  Valley — 

Dr.  F.  M.  Wicks . . Valley  City 

Stutsman  County — 

Dr.  G.  P.  Artz . Jamestown 

Trail-Steele  County — 

Dr.  O.  A.  Knutson,  Buxton,  to  complete  term 
of  Dr.  T.  P.  Martin. 

Tri-County — 

Dr.  Chas.  MacLachlan . New  Rockford 

In  submitting  the  report  the  Chairman  stated 
that  for  the  first  time  in  many  years  the  name 
of  Dr.  Rowe  was  omitted  from  the  report.  He 
has  acted  as  secretary  for  many  years  very  ef¬ 
ficiently  and  the  Association  owes  him  a  debt 
of  gratitude  for  the  work  he  has  done.  He  is 
moving  to  another  state  and  hence  is  not  eligible 
for  office. 

It  w*as  moved  that  the  report  be  accepted. 
Motion  seconded  and  carried. 

It  was  moved  that  the  rules  be  suspended,  and 
that  Dr.  Greene  be  instructed  to  cast  the  ballot 
for  the  officers  named.  Motion  seconded  and 
carried.  Dr.  Greene  stated  the  ballot  cast,  and 
the  Chair  declared  the  officers  elected. 

The  next  order  of  business  was  fixing  the  per 
capita  tax  for  the  ensuing  year.  Dr.  Williamson 
moved  that  no  change  be  made  in  the  per  capita 
tax.  Motion  seconded  and  carried. 

The  next  order  of  business  was  the  selection 
of  a  meeting  place  for  next  year.  Dr.  Mac¬ 
Lachlan  suggested  Devils  Lake.  Dr.  Barton 
presented  an  invitation  from  Fargo. 

It  was  moved  that  the  invitation  from  Fargo 
be  accepted.  Motion  seconded  and  carried. 

Dr.  MacLachlan  moved  that  the  1925  meeting 
be  held  either  in  the  last  days  of  May  or  the 
first  part  of  June,  according  to  the  option  of  the 
local  men.  Motion  seconded  by  Dr.  Williamson 
and  carried. 


Under  unfinished  business  Dr.  H.  E.  French, 
Lffiiversity,  gave  the  following  report  from  the 
Committee  appointed  to  consider  the  President’s 
address : 

REPORT  OF  THE  COMMITTEE  ON  THE  PRESI¬ 
DENT’S  ADDRESS 

Your  Committee  appointed  September  9,  1924,  to 
consider  the  President’s  address  desires  to  express 
its  appreciation  of  the  splendid  presentation,  and 
would  recommend  as  follows: 

That  the  address  be  made  a  part  of  the  perma¬ 
nent  proceedings  of  the  Society  and  be  published 
through  the  usual  channels: 

That  in  conformity  with  the  President’s  recom¬ 
mendation  local  societies  appoint  committees  on 
public  information; 

That  the  newly  elected  President  appoint  a  com¬ 
mittee  of  three  members  from  the  Grand  Forks 
District  Medical  Society  to  devise  ways  and  means 
for  the  publication  and  sale  of  the  History  of  Medi¬ 
cine  in  North  Dakota  prepared  by  Dr.  ^Grassick  and 
that  the  Secretaries  of  all  component  societies  be 
requested  to  co-operate  with  this  committee. 

It  was  moved  that  the  report  be  accepted. 
Motion  seconded  and  carried. 

REPORT  OF  THE  COMMITTEEE  ON  MEDICAL  DEFENSE 

Dr.  E.  A.  Pray,  Valley  City,  reported  that  the 
Committee  had  decided  that  inasmuch  as  Dr. 
King  did  not  take  enough  interest  in  his  own 
case  to  appear  at  the  trial,  Mr.  Bosard  be  in¬ 
structed  not  to  defend  the  case. 

It  was  moved  that  the  report  be  accepted. 
Motion  seconded  and  carried. 

Dr.  Charles  MacLachlan,  New  Rockford, 
made  the  following  report: 

REPORT  OF  THE  COMMITTEE  ON  RESOLUTIONS 

Your  Committee  on  Resolutions  offers  the  follow¬ 
ing  for  your  consideration: 

To  the  local  committees  of  the  Sixth  District  Med¬ 
ical  Society  the  sincere  thanks  of  the  entire  mem¬ 
bership  of  our  body  are  due  for  the  successful  man¬ 
agement  of  this  the  thirty-seventh  annual  meeting 
at  Bismarck,  and  especially  do  we  commend  the 
efforts  of  the  Committee  on  Scientific  Program  for 
the  well-balanced  program  presented. 

The  Committees  on  Reception,  on  Registration 
and  Badges,  and  on  Banquet  and  Entertainment 
missed  no  opportunity  in  the  extension  of  courtesies 
by  way  of  making  the  visiting  members’  stay  en¬ 
joyable;  in  fact,  all  of  the  committees  performed 
their  duties  most  happily. 

To  our  visitors  we  wish  to  express  the  thanks 
of  the  Association  for  their  presence  and  for  the 
important  part  of  the  program  sustained  by  them. 

A  distinguishing  feature  of  the  meeting  was  the 
appearance  of  Governor  Nestos  at  the  opening  ses¬ 
sion,  who  delivered  the  address  of  welcome. 

To  the  ladies  who  so  charmingly  entertained  the 
visiting  ladies  we  extend  our  gracious  thanks. 
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To  the  local  press  we  express  our  hearty  appre¬ 
ciation  for  their  complete  report  of  the  meeting. 

Respectfully  submitted, 

Charles  MacLachlan,  M.D.,  Chairman, 

H.  G.  WouTAT,  M.D. 

P.  A.  Nestos,  M.D.,  Secretary. 

It  was  moved  that  the  report  be  accepted.  Mo¬ 
tion  seconded  and  carried. 

Dr,  H.  E.  French,  University,  gave  the  follow¬ 
ing  report : 

REPORT  OF  THE  COMMITTEE  ON  MEDICAL 
EDUCATION 

The  School  of  Medicine  at  the  University  has  con¬ 
tinued  its  work  on  the  plan  that  is  well  known  to 
you  and  continues  to  enjoy  the  confidence  of  various 
rating  bodies  and  other  medical  schools.  The  at¬ 
tendance  last  year  was  thirty-seven.  All  members 
of  the  second  year  class  have  transferred  to  clinical 
schools  to  good  advantage.  The  attendance  for 
the  coming  year  will  probably  be  forty-five.  At 
least  twenty-four  applications  have  been  rejected 
to  date;  partly  because  of  lack  of  facilities  and  partly 
because  some  applicants  were  not  the  most  desirable. 

Dr.  French,  of  the  Committee,  attended  the  As¬ 
sociation  of  American  Medical  Colleges  in  Omaha 
in  February,  and  the  Annual  Congress  on  Medical 
Education,  Public  Health,  and  Hospitals,  in  Chi¬ 
cago  in  March. 

Aware  of  the  necessity  of  a  certain  amount  of 
popular  medical  education  and  with  the  subject 
under  advisement,  the  Committee  is  not  yet  ready 
to  report  a  definite  plan. 

It  was  moved  that  the  report  be  accepted. 
Motion  seconded  and  carried. 

Dr.  F.  M.  Smyth,  Bismarck,  reported  that  the 
Treasurer’s  report  had  been  examined  by  the 
Council  and  found  correct. 

It  was  moved  that  the  report  of  the  Treasurer 
be  accepted  and  placed  on  file.  Motion  seconded 
and  carried. 

Dr.  G.  M.  Williamson,  Grand  Forks,  moved 
that  the  usual  amount  of  $150.00  be  paid  to  the 
local  society  for  entertaining  the  State  Associa¬ 
tion.  Motion  seconded  and  carried. 

Dr.  E.  A.  Pray  presented  the  report  of  the 
delegate  to  the  San  Francisco  meeting  of  the 
American  Medical  Association  and  suggested  that 
the  reading  of  the  report  be  dispensed  with,  but 
that  it  be  published  in  the  transactions.  The  re¬ 
port  is  as  follows : 

REPORT  OF  THE  DELEGATE  OF  THE  A.  M.  A.  MEET¬ 
ING  AT  SAN  FRANCISCO 

Your  delegate  to  the  San  Francisco  meeting  of 
the  American  Medical  Association  held  June  25  to 
29,  1923,  was  greatly  impressed  with  the  splendid  way 
in  which  this  beautiful  city  was  able  to  entertain 
so  large  a  body  of  men  under  one  roof  as  was  done 
in  the  magnificent  Civic  Auditorium.  Ten  thousand 
could  as  well  be  handled  as  five  thousand  with  com¬ 
mittee  rooms  in  abundance  at  hand. 


The  Delegates  were  quartered  at  the  Palace  Hotel, 
a  delightful  place  to  stay.  I  heartily  approve  the 
action  of  the  House  in  requiring  reservations  of 
Delegates  together  in  one  hotel.  This  has  been  ob¬ 
jected  to  by  a  large  number  of  members  individually 
because  about  130  rooms  are  occupied  preventing 
brotherly  bands  of  medical  men  getting  rooms  at 
one  place. 

The  death  of  Dr.  Alexander  R.  Craig,  so  long 
Secretary,  was  properly  mourned  by  proper  reso¬ 
lutions  and  an  adjournment  in  memory. 

Dr.  Craig  was  well  fitted  for  the  position  he  held 
and  with  this  I  pay  recognition  to  the  ability  of 
the  new  Secretary,  Dr.  Olin  West,  who  has  a  per¬ 
sonality  that  makes  you  feel  you  have  met  your 
long  lost  brother. 

The  Speaker,  Dr.  Warnshuis,  is  a  wizard  as  Chair¬ 
man  of  the  House,  and  has  a  fine  memory  and  an 
abundance  of  tact. 

He  strongly  recommended  semi-annual  sessions  of 
the  House  of  Delegates.  The  Reference  Committee 
did  not  approve.  I  believe  it  not  advisable  from 
the  cost  of  such  a  meeting,  although  I  consider  it 
might  have  much  in  ifs  favor,  especially  that  more 
time  would  be  given  to  extended  consideration  of 
important  subject  matter. 

The  address  of  the  President,  Dr.  DeSchweinitz, 
was  well  taken.  He  recognized  that  he  was  a  figure¬ 
head — that  the  affairs  were  conducted  by  regular  and 
efficient  permanent  boards  and  committees  and  that 
his  office  was  largely  advisory. 

His  paper  applied  largely  to  the  subject  of  medi¬ 
cal  education. 

The  President-Elect,  Dr.  Ray  Lyman  Wilbur,  ad¬ 
dressed  the  House  and  strongly  advocated  a  board 
of  strategy  to  prepare  the  country  for  the  practice 
of  medicine  five,  ten,  or  fifteen  years  from  now. 

I  recognize  the  ability  of  Dr.  Simmons  who  had 
the  vision  and  the  ability  to  superintend  the  organi¬ 
zation  of  so  large  an  Association  as  the  American 
Medical  Association  has  become.  His  resignation 
may  have  the  promise  of  allying  some  opposing  in¬ 
terests,  but  on  the  whole  it  may  be  some  time  be¬ 
fore  a.  better  head  can  be  secured  for  his  place.  His 
failing  health  and  his  age  are  the  reasons  for  resign¬ 
ing. 

Your  Delegate  was  unfortunate  enough  to  be  on 
the  Credentials  Committee  which  required  all  of 
two  days  and  one-half  of  the  third  day  in  an  ad¬ 
joining  room  so  that  a  great  part  of  the  delibera¬ 
tions  were  missed.  The  details  of  that  part  have 
been  published. 

Dr.  J.  M.  Bowen  asked  to  have  read  the  por¬ 
tion  of  last  year’s  minutes  condemning  the 
Abrams  treatment. 

The  Secretary  read  the  following  resolution 
adopted  at  the  1923  meeting: 

“Be  It  Resolved  that  it  is  the  opinion  of  the  North 
Dakota  State  Medical  Society  that  the  so-called 
Abrams’  treatment  is  unscientific,  unethical,  irra¬ 
tional,  and  without  merit,  and  be  it  further 

Resolved  that  any  member  of  this  organization 
practicing  the  same  after  one  month’s  official  notice, 
shall  be  expelled  from  the  Association.” 

Dr.  Smyth  moved  that  the  second  clause  of  this 
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Resolution  be  rescinded.  Dr.  Smyth  stated  that 
the  Association  had  no  power  to  expel  a  man 
without  proving  charges  against  him.  Motion 
seconded. 

Dr.  McCannel  said  that  as  the  matter  now 
stands  the  local  society,  the  county  or  district 
society,  is  a  judge  of  the  membership  and  any 
one  who  is  in  good  standing  in  the  local  or 
county  society  is  entitled  to  membership  here. 
Any  action  taken  to  expel  a  member  has  to  be 
done  through  the  local  society.  He  was  thor¬ 
oughly  in  accord  with  the  resolution^  passed  last 
year,  but  suggested  that  the  resolution  be  ampli¬ 
fied  so  as  to  read  “That  we  recommend  to  the 
local  society  that  they  take  action  disciplining 
any  member  practicing  the  same.” 

Dr.  Wood  asked  if  that  could  not  be  made  to 
read  that  the  Secretary  take  action.  Dr.  F.  L. 
Wicks  said  that  this  matter  was  discussed  on  the 
floor  of  his  local  society.  The  information  they 
gained  was  that  the  resolution  was  more  or  less 
unconstitutional.  He  said  he  was  glad  that  if 
the  resolution  was  unconstitutional  to  have  this 
information.  The  motion  made  by  Dr.  Smyth 
to  rescind  the  second  clause  of  the  resolution 
was  carried. 

Dr.  Williamson  moved  that  the  recommenda¬ 
tion  made  by  Dr.  McCannel  be  adopted.  Motion 
seconded. 

On  motion  the  House  of  Delegates  adjourned 
at  12  :45  p.  m. 

PROCEEDINGS  OF  THE  SCIENTIFIC 
MEETINGS  OF  THE  ASSOCIATION 
First  Session — Wednesday,  September  10 

The  first  session  of  the  thirty-seventh  annual 
meeting  of  the  North  Dakota  State  Medical  As¬ 
sociation  was  called  to  order  in  the  Masonic 
Temple,  Bismarck,  Wednesday,  September  10, 
1924,  at  9:00  a.  m.,  by  the  President,  Dr.  James 
Grassick,  Grand  Forks. 

Opening  Address  of  the  President, 

Dr.  James  Grassick 

When  I  first  came  to  North  Dakota,  or  rather  the 
territory  of  Dakota,  I  settled  in  a  little  town.  It 
was  just  after  the  coming  in  of  the  Great  Northern 
Railroad.  It  was  the  custom  of  the  people  of  the 
little  town  in  which  I  settled  to  turn  out  every  day 
to  see  the  train  come  in.  That  was  the  event  of  the 
day.  On  one  occasion  I  dropped  over  along  with 
the  other  citizens  from  Main  Street  and  from  the 
train  there  stepped  a  newcomer,  a  lad  with  a  bundle 
in  his  hand.  He  was  greeted  by  his  uncle.  After 
the  usual  salutations  the  uncle  turned  to  me  and 
said,  “This  is  a  nephew  of  mine  from  Norway.”  I 
told  him  that  if  he  were  of  the  same  stuff  that  his 


uncle  was  made  of,  he  was  just  the  material  that 
we  needed  in  North  Dakota.  I  then  extended  my 
hand  in  welcome  and  told  him  this  was  the  land  of 
opportunity.  You  see  that  this  same  individual  has 
demonstrated  over  and  over  again  that  this  North 
Dakota  is  not  only  the  land  of  opportunity,  but  of 
achievement  and  service.  He  has  kindly  consented 
to  offer  us  sojourners  in  this  beautiful  city  a  word 
of  welcome.  I  have  much  pleasure  in  introducing 
to  you  Governor  R.  A.  Nestos. 

Address  of  Welcome  by  Hon.  R.  A.  Nestos, 
Governor  of  NorFh  Dakota 

It  is  a  pleasant  privilege  indeed  to  come  here  to 
bid  you  welcome  at  your  annual  meeting  in  the  capi¬ 
tal  city.  I  feel  the  citizenship  of  our  State  is  appre¬ 
ciating  in  an  increasing  degree  the  development  of 
your  services  in  the  life  of  the  State  and  in  promot¬ 
ing  the  health  and  happiness  of  its  citizenship. 
There  was  a  time  when  we  used  to  think  that  all 
a  Doctor  was  interested  in  was  that  as  many  as 
possible  of  the  people  in  his  community  would  get 
sick  so  he  would  have  a  chance  to  cure  them  and 
make  a  lot  of  money  and  spend  a  good  deal  of  it 
in  our  cities  or  in  foreign  lands.  That  is  no  longer 
the  conception  of  the  medical  profession.  The  phy¬ 
sician  is  interested  in  the  welfare  of  the  State  and 
in  that  of  the  community.  Great  development  in 
medical  science  and  in  the  healing  of  diseases  has 
come  in  recent  years  so  that  we  feel  to-day  that 
the  members  of  the  medical  profession,  more  than 
of  any  other  profession  and  more  than  any  other 
class  of  citizens,  are  interested  in  better  sanitation, 
in  better  living  conditions  and  in  the  progress  of 
public  health  in  every  community  of  the  land.  They 
are  seeking  now  to  prevent  diseases  rather  than  to 
merely  cure  the  diseases  that  flesh  is  heir  to,  and 
because  of  that  I  feel  that  the  citizenship  of  this 
State  ought  to  be  at  all  times  willing  and  glad  to 
welcome  the  annual  meeting  of  the  medical  profes¬ 
sion,  no  matter  in  what  portion  of  the  state  it  is 
held.  I  want  to  assure  you  that  as  far  as  the  City 
of  Bismarck,  as  far  as  the  State  Capital  are  con¬ 
cerned,  we  are  glad  to  welcome  you,  and  we  rejoice 
in  the  fact  that  you  are  laboring  amongst  us  to  re¬ 
duce  diseases  and  that  you  are  doing  so  much  to 
make  for  better  citizenship,  physically,  mentally,  and 
morally  and  that  you  are  doing  what  you  can  t,o 
make  better  citizens  in  North  Dakota.  I  know  by 
that  service  the  citizenship  is  going  to  be  a  better 
one  with  nobler  ideas  than  in  the  past.  I  sincerely 
hope  that  in  your  labors  for  better  conditions  for 
public  health  and  for  individual  health  your  efforts 
may  be  crowned  with  success  and  that  the  rewards 
you  are  to  receive  financially  and  otherwise  will  be 
in  proportion  to  your  ability  to  forget  selfish  inter¬ 
ests  in  the  service  of  the  great  cause  in  which  you 
believe.  I  take  pleasure  in  welcoming  you  to  the 
Capital  City. 

Response  by  Dr.  F.  R.  Smyth,  Bismarck 

Honorable  Governor,  Mr.  President  and  Mem¬ 
bers  of  the  Association: 

I  was  inviting  a  friend  of  mine  to  come  to  this 
meeting  to  hear  the  Governor’s  remarks.  He  is 
rather  a  singular  character,  and  when  I  showed  him 
the  program,  he  said,  “Are  there  any  Americans  in 
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the  State  Medical  Association?”  We  are  trying  to 
do  all  that  is  possible  to  show  what  the  melting 
pot  can  do  for  some  of  the  poor  emigrants  who 
come  to  this  grand  country.  The  reception  the 
Governor  has  given  us,  I  am  sure,  is  appreciated 
by  all  of  us.  It  is  very  proper  to  have  the  Governor 
of  our  State  present  at  our  meetings.  There  is  a 
close  connection  between  the  State  Government  and 
the  State  Medical  Association.  At  the  meeting  of 
the  American  Medical  Association  in  San  Francisco, 
in  1923,  a  resolution  was  passed  for  the  first  time  in 
the  history  of  such  an  association  commending  a 
Governor  for  his  activities  in  consulting  the  medical 
association  in  the  interest  of  public  health  and  edu¬ 
cation,  medical  education,  and  the  practice  of  medi¬ 
cine.  At  the  same  time  the  resolution  was  cited  it 
was  said  that  it  was  hoped  that  the  example  of  that 
Governor  would  be  followed  throughout  the  United 
States.  That  was  the  Governor  of  the  State  of  New 
York,  and  the  result  of  his  taking  that  active  part 
is  well  known  to  those  who  make  a  study  of  public 
health  work.  New  York  State  is  one  of  the  foremost 
States  in  the  Union  in  public  health  work.  It  has 
lowered  the  death  rate  in  this  country.  There  is  no 
State  in  the  civilized  world  with  a  population  any¬ 
where  over  five  million  that  has  as  low  a  death  rate 
as  New  York. 

We  are  glad  to  have  the  Governor  with  us  to-day 
because  that  resolution  stated  that  the  Governor  of 
the  State  should  take  an  active  part  in  public  health 
work.  One  of  the  greatest  statesmen  in  recent 
history  has  stated  that  public  health  is  the  founda¬ 
tion  on  which  the  happiness  of  the  people  and  the 
power  of  the  country  are  based.  There  was  never 
anything  truer  said.  Without  the  protection  of  pub¬ 
lic  health  a  nation  cannot  be  powerful  or  the  people 
happy.  I  think  it  is  proper  to  have  the  Governor 
with  us  to-day  so  near  to  what  has  been  named  as 
Defense  Day.  We  are  all  rejoicing  that  the  Govern¬ 
or  has  taken  the  stand  that  Defense  Day  should  be 
honored.  Defense  is  not  provocative  of  war;  it  is 
a  preventive  of  war.  Especially  in  the  medical  pro¬ 
fession  we  know  the  benefits  of  protection  and  or¬ 
ganization  have  never  been  better  illustrated  than 
in  the  last  war.  With  all  the  terrible  means  of  de¬ 
struction,  with  all  the  terrible  plagues  that  raged 
during  a  great  part  of  the  period  the  health  of  the 
men  in  the  army,  due  to  the  efforts  of  the  doctors 
in  preventing  diseases,  was  better  than  ever  before. 
Never  such  a  record  was  made  in  the  world’s  history 
as  was  made  in  the  American  army  during  The 
World  War,  so  muchi  so  that  in  our  state  the  men 
in  service  during  the  war  were  safer  in  health  during 
the  war  than  they  would  be  at  home. 

We  feel,  indeed,  flattered  at  the  reception  the 
Governor  has  given  us,  whether  we  deserve  it  or 
not.  We  all  have  to  judge  for  ourselves,  but  I  can 
assure  our  Governor  in  behalf  of  this  Association 
that  all  the  knowledge  we  have  in  public  health  work 
and  in  the  treatment  of  diseases  is  at  his  service. 

It  is  our  duty  to  co-operate  with  him  at  all  times, 
and  we  will  ask  him  to  require  us  to  aid  him  in 
every  way  in  protecting  the  health  of  the  people 
for  the  benefit  of  the  people  without  considering  the 
effects  on  the  profession.  This  is  no  longer  an  altru¬ 
istic  profession,  and  it  is  necessary  that  it  should 
not  be  with  the  changes  that  have  come.  A  recent 
writer,  a  member  of  our  profession,  says  this,  “Not 


persons,  but  enlightened  physicians  arc  needed  in 
the  prevention  of  diseases,  even  though  they  do  in¬ 
jure  the  practice  of  medicine.”  I  think  we  all  feel 
the  same  way. 

I  endorse  what  the  Governor  has  said  about  our 
duty  to  the  public.  We  thank  the  Governor,  and  as 
this  is  the  first  time  in  tho  history  of  our  organiza¬ 
tion,  which  is  over  thirty  years  old,  that  the  Govern¬ 
or  of  the  State  has  honored  us  with  his  presence 
and  advice  and  offered  his  assistance,  I  would  like 
to  move,  Mr.  President,  that  we  show  our  appreci¬ 
ation  and  our  willingness  to  help  the  Governor  by 
a  standing  vote. 

Dr.  Smyth’s  motion  seconded  and  unanimously 
carried  by  a  rising  vote. 

Dr.  W.  C.  Fawcett,  the  President  Elect,  took 
the  Chair  while  the  President  read  his  address. 

Dr.  Fawcett  then  appointed  a  Committee  con¬ 
sisting  of  Drs.  H.  E.  French,  University,  Chair¬ 
man  ;  E.  A.  Pray,  Valley  City ;  and  N.  O.  Ram- 
stad,  Bismarck,  to  consider  the  President’s  ad¬ 
dress. 

Dr.  G.  M.  Williamson  stated  that  the  Asso¬ 
ciation  was  fortunate  in  having  Dr.  Grassick 
present  this  manuscript  of  the  History  of  Medi¬ 
cine  in  North  Dakota.  A  few  years  ago  Dr. 
Grassick  was  asked  to  do  this  work,  and  has 
spent  weeks  and  months  of  hard  labor  in  order 
to  compile  this  manuscript.  We  are  sure  the 
profession  of  this  state  will  be  forever  indebted 
to  Dr.  Grassick  for  the  work  he  has  done. 

Dr.  Williamson  moved  that  the  State  accept 
this  manuscript  from  Dr.  Grassick  and  that  the 
thanks  of  the  Association  be  tendered  him  for 
the  work  he  has  done  in  compiling  it  and  that  a 
committee  be  appointed  to  arrange  for  this  pub¬ 
lication  so  as  to  get  it  in  the  hands  of  the  pro¬ 
fession  some  time  in  the  near  future. 

Motion  seconded  and  carried  by  a  rising  vote. 

Dr.  Fawcett  said  that  the  committee  appointed 
to  go  over  the  address  would  go  over  the  manu¬ 
script. 

Dr.  Grassick  then  took  the  chair  and  appointed 
the  nominating  Committee,  consisting  of  Drs.  G. 
M.  Williamson,  L.  B.  Greene,  and  H.  A.  Bran- 
des. 

Dr.  T.  Mulligan,  Grand  Forks,  read  a  paper 
entitled  “Some  Rather  Prevalent  Errors  in  the 
Diagnosis  of  Appendicitis.” 

Dr.  Theodor  Bratrud,  Warren,  Minn.,  read  a 
paper  entitled  “Acute  Appendicitis.” 

These  papers  were  discussed  by  Dr.  H.  E. 
Landes,  Kenmare ;  Dr.  Paul  Burton,  Fargo ;  Dr. 
H.  E.  French,  University;  Dr.  T.  Mulligan, 
Grand  Forks;  Dr.  E.  P.  Quain,  Bismarck;  Dr. 
Wallsmith,  Bismarck;  Dr.  W.  A.  Jones,  Minne¬ 
apolis  ;  Dr.  J.  E.  Engstad,  Grand  Forks ;  Dr.  G. 
M.  Williamson,  Grand  Forks ;  Dr.  G.  A.  Larson, 
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Fargo ;  and  Dr.  Theodor  Bratrud,  Warren,  Minn. 

Dr.  C.  N.  Callander,  Fargo,  read  a  paper  en¬ 
titled  “The  Industrial  Triad:  Carrier,  Employer 
and  Employee.” 

R.  E.  Wenzel,  Commissioner  of  Workmen’s 
Bureau,  Bismarck,  read  a  paper  entitled  “The 
Relation  of  the  Physician  to  the  Administration 
of  the  Workman’s  Compensation  Law.” 

These  two  papers  were  discussed  by  Dr.  W. 
H.  Bodenstat,  Bismarck ;  Dr.  C.  N.  Callander, 
Fargo ;  and  Mr.  R.  E.  Wenzel,  Bismarck. 

As  this  concluded  the  program  for  the  morning 
session,  on  motion  duly  seconded,  the  Association 
adjourned  at  12:30  p.  m.,  to  reconvene  at  1:30 

p.  M. 

Afternoon  Session 

The  second  session  of  the  North  Dakota  State 
Medical  Association  was  called  to  order  in  the 
Masonic  Temple,  Bismarck,  Wednesday,  Septem¬ 
ber  10,  at  2  :00  p.  m.,  by  the  President,  Dr.  James 
Grassick,  Grand  Forks. 

Dr.  Walter  R.  Ramsey,  St.  Paul,  Minn.,  gave 
a  clinical  demonstration  on  “Breast  Feeding  and 
the  Common  Forms  of  Malnutrition  of  Infants 
and  Young  Children.” 

Dr.  F.  E.  Clough,  Lead,  South  Dakota,  gave  a 
clinical  demonstration  on  “Fractures  of  the  Long 
Bones,  Lessons  Learned  from  Handling  Five 
Thousand  Cases,”  with  lantern  slide  demonstra¬ 
tion. 

Dr.  W.  A.  Jones,  Minneapolis,  gave  a  clinical 
demonstration  on  some  “Neurological  Cases.” 

On  motion  duly  made  and  seconded,  the  meet¬ 
ing  adjourned  about  5  :30  p.  m. 

Evening  Session 

At  7 :00  p.  M.,  a  banquet  was  given  at  Mc¬ 
Kenzie  Hotel.  Mr.  C.  L.  Young,  Attorney  at 
Law,  Bismarck,  was  the  speaker  of  the  evening. 
The  subject  of  his  address  was  “Some  of  the 
Medico-Legal  Phases  of  the  Practice  of  Medi¬ 
cine.” 

Fourth  Session — Thursday,  September  11 

The  morning  session  of  the  second  day  of  the 
meeting  of  the  North  Dakota  State  Medical  As¬ 
sociation  was  called  to  order  in  the  Masonic 
Temple,  Bismarck,  on  Thursday,  September  11, 
1924,  at  9:05  a.  m.,  by  the  President,  Dr.  James 
Grassick,  Grand  Forks. 

Dr.  C.  J.  Glaspel,  Grafton,  read  a  paper  en¬ 
titled  “Treatment  of  Fractures  of  the  Femur  by 
Means  of  Skeletal  Traction,”  with  lantern  slide 
demonstration. 

Dr.  E.  L.  Tuohy,  Duluth,  Minn.,  read  a  paper 
entitled  “Some  of  the  Simpler  Functional  Tests 


Concerned  in  the  Diagnosis  of  Chronic  Kid¬ 
ney  Conditions,  with  Particular  Emphasis  upon 
Chronic  Glomerulonephritis  and  the  Chronic 
Nephroses,”  with  lantern  slide  demonstration. 
This  paper  discussed  by  Dr.  J.  O.  Arnson,  Bis¬ 
marck,  and  Dr.  R.  W.  Henderson,  Bismarck. 

Dr.  E.  Starr  Judd,  Rochester,  Minn.,  read  a 
paper  entitled  “Infactions  of  the  Gall-Bladder 
and  Bile  Ducts,”  with  lantern  slide  illustrations. 
The  paper  was  discussed  by  Dr.  J.  W.  Bowen, 
Dickinson;  Dr.  R.  E.  Weible,  Fargo;  Dr.  H.  M. 
Ehrenfelt,  Minot ;  and  Dr.  E.  Starr  Judd,  Roches¬ 
ter,  Minn. 

Dr.  R.  L.  Murdy,  Aberdeen,  S.  D.,  read  a  pa¬ 
per  entitled  “Common  Obstetric  Injuries;  Their 
Remote  Effect  and  Suggestions  as  to  Treatment.” 
The  paper  was  discussed  by  Dr.  W.  C.  Wolver- 
ton,  Linton;  and  Dr.  E.  A.  Pray,  Valley  City. 

This  completed  the  morning  session,  and  on 
motion  duly  seconded,  the  meeting  adjourned  at 
12:00  noon  to  reconvene  at  1 :30  p.  m. 

Afternoon  Session — September  11 

The  afternoon  session  of  the  second  day  was 
called  to  order  in  the  Masonic  Temple,  Bismarck, 
Thursday,  September  11,  at  2:00  p.  m.,  by  the 
President,  Dr.  James  Grassick,  Grand  Forks. 

The  Secretary  announced  the  names  of  the 
newly  elected  officers,  and  the  President  made  the 
following  remarks : 

Before  introducing  to  you  our  newly  elected  presi¬ 
dent,  I  wish  to  express  my  thanks  for  the  honor  of 
being  elected  as  your  president  and  for  the  privilege 
afforded  me  of  presiding  over  the  thirty-seventh  an¬ 
nual  meeting  of  our  Association.  I  am  deeply  grate¬ 
ful  for  the  many  kindnesses  that  have  been  shown 
me  and  for  the  fine  spirit  of  fellowship  and  co-opera¬ 
tion  that  has  been  so  much  in  evidence.  I  wish 
especially  to  thank  the  members  of  the  several  com¬ 
mittees  for  their  activities  and  for  the  splendid  way 
they  responded  to  the  call  of  duty. 

To  the  officers  and  members  of  the  Sixth  District 
Medical  Society  I  have  only  words  of  praise.  On 
them  fell  the  brunt  of  the  work  and  to  them  should 
be  given  the  credit  for  program  arrangements  and 
entertainment.  It  has,  indeed,  been  a  great  pleasure 
to  preside  over  such  a  gathering  where  everything 
has  moved  with  precision,  without  hitch  or  jar.  I 
am  sure  that  during  the  coming  year  under  the 
guiding  hand  of  our  newly  elected  president  the 
Association  will  take  on  newness  of  life  and  be¬ 
come  an  increasing  power  for  good  in  state  and 
nation. 

I  now  take  great  pleasure  in  introducing  to  you 
Dr.  W.  C.  Fawcett,  of  Starkweather,  your  new 
president. 

Dr.  Fawcett  then  responded  as  follows : 

Mr.  Retiring  President  and  Members  of  the  North 
Dakota'  State  Aledical  Association:  This  is  a  great 
honor,  and  I  assure  you  that  I  appreciate  it  in  no 
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small  way.  I  trust,  too,  that  I  shall  prove  myself 
worthy  of  the  high  office  you  have  given  me  this 
day. 

In  looking  over  the  names  of  the  presidents  of 
our  Association  since  1887,  I  find  that  I  am  the 
first  man  to  be  elected  to  the  presidency  from  so 
small  a  town  as  Starkweather.  All  former  presi¬ 
dents  have  come  from  the  cities  of  our  state. 

Dr.  Grassick  in  his  annual  address  told  us  about 
the  passing  of  the  family  physician  and  that  means, 
too,  the  country  doctor.  Now  by  your  actions  to¬ 
day  in  electing  me  president  1  would  take  it  to 
mean  a  coming  back  of  the  family  doctor,  and  I 
trust  I  shall  be  able  to  re-establish  a  confidence  in 
the  doctors  of  the  small  towns,  as  well  as  in  the 
rural  districts. 

I  hope,  too,  that  this  will  be  a  great  year  for  the 
North  Dakota  Medical  Association,  and  that  next 
year  we  shall  go  to  Fargo  with  better  reports  of 
all  county  and  district  societies  and  that  will  mean 
a  better  State  Association.  We  have  over  500  men 
in  the  state  and  we  ought  to  have  at  least  250  at 
the  next  annual  meeting.  I  hope  that  eveiw  Coun¬ 


cilor  will  be  able  to  report,  first,  more  members; 
second,  better  attended  meetings;  and,  third,  more 
enthusiasm  among  the  doctors. 

Dr.  Grassick  has  made  a  good  presiding  officer 
and  I  am  going  to  ask  him  to  remain  in  charge  for 
the  remainder  of  the  session  and  I  will  try  and  do 
my  duty  next  year.  Dr.  Grassick  will  you  take  the 
chair? 

Dr.  E.  L.  Tuohy,  Duluth,  Minn.,  gave  a  clinical 
demonstration  on  “Cardiac  and  Nephritic  Cases.” 

Dr.  E.  S.  Judd,  Rochester,  Minn.,  gave  a  clin¬ 
ical  demonstration  on  “Affections  of  the  Urinary 
Tract.” 

Dr.  S.  E.  Sw^eitzer,  Minneapolis,  Minn.,  gave  a 
lantern  slide  demonstration  on  “Skin  Disease 
and  Syphilis.” 

At  the  close  of  the  scientific  program  the  Sec¬ 
retary  read  the  report  of  the  Resolutions  Com¬ 
mittee  and  the  meeting  adjourned  on  motion  at 
4:45  p.  M. 
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Rothnem,  T.  P . — . -Fargo 

Rowe,  H.  J . Minneapolis 

Sand,  Olaf  . Fargo 

Skelsey,  A.  W . Fargo 

Taintor,  Rolfe  . Fargo 

Tronnes,  N  . . —Fargo 

Wadel,  K.  A . - . Fargo 

Wands,  E.  E _ _ -Lisbon 

Watson,  E.  kl . - . Fargo 

Weible,  R.  E . Fargo 

Weyrens,  P.  J . - . Sheldon 


DEVILS  LAKE  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Vigeland,  J.  G . Brinsmade 

SECRETARY 

Drew,  G.  F . - . Devils  Lake 

Arneson,  O.  A . McVille 

Call,  A.  M .  Rugby 

Carter,  J.  A.  ..  Warwick 

Drew,  G.  F . Devils  Lake 

Emmert,  H.  F.  _ Sarles 


Engesather,  A.  D . Brocket! 

Fawcett,  W.  C . Starkweather 

Floew,  A.  T . Harvey 

Hayhurst,  J.  O . Rolette 

Horsman,  A.  T . Devils  Lake 

Jones,  W.  D . Devils  Lake 

Lamont,  J.  G . - . Dunseith 

Lees,  H.  D . - . -Esmond 

Litman,  M.  H . Tolna 

McGurren,  C.  J . Devils  Lake 


McIntosh,  G.  J . Devils  Lake 

Nicholson,  E.  G . Lawton 

Roberts,  F.  J _ _ -Cando 

Sihler,  W.  F _ Devils  Lake 

Smith,  Clinton  Devils  Lake 

Sorrenson,  A.  R . -Rugby 

Swanson,  A.  W . Bisbee 

Verrett,  B.  D.  _ _ - . . Rolla 

Vigeland,  J.  G . Brinsmade 

Widmeyer,  J.  P _ _ Rolla 


SOUTHWESTERN  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Schneider,  J.  E . Bowman 

SECRETARY 

Dach,  J.  L . . . Reeder 


Dach,  J.  L . . . —Reeder 

Hill,  S.  W . . Regent 

Lemiux,  S . - . Bowman 

Maercklein,  O.  C . Mott 


Schneider,  J.  E.  _ Bowman 

Schumacker,  N.  W . Hettinger 

Voss,  Carl  _ _ _ Hettinger 
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GRAND  FORKS  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Witherstine,  W.  H.  Grand  Forks 

SECRETARY 

Flaten,  A.  P . . Grand  Forks 

Allaire,  J . Lehr 

Arneberg,  J.  G.  — Grand  Forks 

Backus,  A.  S _ _ St.  Paul 

Beek,  R.  H. . . Lakota 

Beeson,  H.  B.  - Grand  Forks 

Bennett,  C.  E . . . Aneta 

Bennwell,  H.  - Grand  Forks 

Boutelle,  L . Bismarck 

Campbell,  Robt.  D.  Grand  Forks 

Countryman,  J.  E.  . . _.Grafton 

Dean,  A.  C.  — San  Diego,  Calif. 

Dixon,  O.  C . . . Adams 

Eggers,  Aug.  - Grand  Forks 

Engstad,  J.  E.  . . Grand  Forks 

Evans,  R.  M . . . Minto 

Field,  A.  B - - Forest  River 

Flaten,  A.  P . Grand  Forks 

Fortun,  O.  J . Grand  Forks 

French,  H.  E.  . . Grand  Forks 

Gislason,  G.  J . Grand  Forks 


Glaspel,  C.  J . Grafton 

Glaspel,  G.  W . . . Grafton 

Grassick,  Jas . —.Grand  Forks 

Haagenson,  E.  C.  Grand  Forks 

Halldorson,  M.  B.  _ Winnipeg 

Hamilton,  J.  S . _.Bathgate 

Harris,  C.  B.  . Pembina 

Healy,  FI.  H . Grand  Forks 

Hetherington,  J.  E.  Grand  Forks 

Irvine,  V.  S . Park  River 

Jelstrup,  Christian  _.Petersburg 

Landry,  L.  H . ..Walhalla 

Law,  H.  W.  F . Grand  Forks 

Link,  J.  J.  _ McVille 

Lommen,  C.  B . Fordville 

Mahon,  Ruth  . Grand  Forks 

Mayers,  L . Grand  Forks 

McLean,  R.  N.  _ _.Gilby 

McQueen,  W.  W . Langdon 

Miller,  J.  P . Grand  Forks 

Moore,  J.  H . Grand  Forks 

Alulder,  J.  L . Cavalier 

Mulligan,  T . Grand  Forks 

O’Keefe,  Henry  _ Grand  Forks 


Panek,  A.  F . Milton 

Peake,  F.  Margaret  Grand  F’ks 

Porter,  W.  H . „.Calvin 

Peterson,  O.  T . _i _ Minot 

Ruud,  M.  B . -Grand  Forks 

Rystad,  O.  H . Grand  Forks 

Scott,  R.  A . - . . Crystal 

Smith,  Geo _ _ Grafton 

Smith,  J.  C . Thompson 

Spanare,  C.  I . Inkster 

Stromberg,  G.  E.  _ Langdon 

Suter,  J.  C . - . Grafton 

Taylor,  J.  D . Grand  Forks 

Thompson,  A.  Y . _.Larimore 

Wagar,  W.  D . Michigan 

Waldren,  H.  M . . . Drayton 

Weed,  F.  E . — . . Park  River 

Welch,  W.  H.  . . Larimore 

Westeen,  A.  A . Grand  Forks 

Williamson,  G.  M.  '  Grand  Forks 

Wilson,  W.  C . Grand  Forks 

Witherstine,  W.  H.  Grand  Forks 

Woutat,  H.  G . Grand  Forks 

Wylie,  A.  R.  T . Grafton 


SIXTH  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Ramstad,  N.  D . Bismarck 

SECRETARY 

Stackhouse,  C.  E . -.Bismarck 

Arnson,  J.  O.  _ Bismarck 

Aylen,  W.  C.  _ Mandan 

Benson,  O.  T . Glen  Ullin 

Bodenstab,  W.  H . -.Bismarck 

Brandes,  H.  A . . Bismarck 

Brandt,  A.  M . - . Bismarck 

Bunting,  F.  E . . Mandan 

DeMoully,  O . Flasher 

Diven,  W.  L . Bismarck 

Eastman,  L.  G.  _ Hazen 

Fisher,  A.  M . - . Bismarck 

Fisher,  Stephen  New  Salem 

Gaebe,  O.  C New  Salem 


Gordon,  W.  L . . Washburn 

Griebenow,  F.  F.  _ Bismarck 

Hamilton,  E.  E . New  Leipzig 

Henderson,  R.  W . Bismarck 

Kerner,  C.  A.  _ Tuttle 

Larson,  E.  J.  . . Underwood 

LaRose,  V.  J.  _ Bismarck 

Laughlin,  Zach . Fort  Yates 

Leavitt,  R.  R.  _ Carson 

Lipp,  G.  R.  _ Bismarck 

Lodge,  F.  B.  _ _ - . Steele 

McLachlan,  T.  M.  _ Bismarck 

Monteith,  George  . . — Hazelton 

Nickerson,  B.  S.  _ Mandan 

Quain,  Fannie  D.  . . -Bismarck 

Quain,  E.  P . Bismarck 

Ramstad,  N.  D . Bismarck 

Rice,  P.  F _ _ Solen 


Roan,  M.  W . Bismarck 

Robinson,  C.  O . Bismarck 

Ruediger,  E.  H . . Bismarck 

Schipfer,  L.  A _ _ Bismarck 

Shoregge,  C.  W.  _ Bismarck 

Simon,  John  - . Napoleon 

Smith,  C.  C.  . Mandan 

Smith,  L.  G . . Mandan 

Smyth,  F.  R . . . Bismarck 

Speilman,  G.  H . - . Mandan 

Stackhouse,  C.  E.  _ Bismarck 

Strauss,  F.  B _ _ Bismarck 

Timm,  J.  F . - . Makoti 

Thelan,  W.  P _ _ Wilton 

Thompson,  R.  C . - . Wilton 

Whittemore,  A.  A . Bismarck 

Winchester,  H.  E . Hazelton 

Wolverton,  W.  C . - . Linton 


STARK  COUNTY  MEDICAL  SOCIETY 


PRESIDENT 

Davis,  H.  A.  . . -Dickinson 

SECRETARY 

Chernausek,  Sam _ Dickinson 

Bowen,  J.  W . - . —Dickinson 


Chernausek,  Sam  _ Dickinson 

Crossette,  G.  D.  _ Richardton 

Davis,  FI.  A _ _ Dickinson 

Kenney,  K.  K.  _ Beach 

Law,  1.  M . . Halliday 

Nachtwey,  A.  P . Dickinson 


Perkins,  George  A . Dickinson 

Schierbaum,  A.  F.  E . Beach 

Smith,  O . . Kildeer 

Spear,  A.  E . Belfield 

.Stickney,  V.  H . Dickinson 

Werlich,  R.  E . . Hebron 


STUTSMAN  COUNTY  MEDICAL  SOCIETY 


PRESIDENT 

Guest,  A.  W . Jamestown 

SECRETARY 

Gerrish,  W.  A . Jamestown 

Arzt,  P.  G . Jamestown 

Buzzell,  C.  P . — . Cleveland 

Cowin,  C.  C _ _ Jamestown 

Culbert,  M.  H . - . Courtenay 


De  Puy,  T.  L.  - Jamestown 

Forbes,  G.  H . Streeter 

Gerrish,  W.  A.  _ Jamestown 

Guest,  A.  W . Jamestown 

Holt,  G.  H . - . Jamestown 

Longstreth,  W.  E . Kensal 

Melzer,  S.  W . . Woodworth 

Morsman,  C.  F . —Jamestown 

Movius,  A.  H _ _ Jamestown 


Nolte,  W.  C . - . Jamestown 

Stokes,  G.  R . . . Streeter 

Todd,  G . Medina 

Titzell,  F.  C . Jamestown 

Whitson,  J.  H . Carrington 

Wink,  Helen  K.  . . ..Jamestown 

Wood,  W.  W . Jamestown 

Woodward,  F.  O.  _ Jamestown 
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TRI-COUNTY  MEDICAL  SOCIETY 


PRESIDENT 

Rankin,  J.  A . . . Carrington 

SECRETARY 

Van  de  Erve,  H . Carrington 

Boyum,  P.  A . . Harvey 

Brown,  D.  F . McClusky 

Qark,  I.  D . . Harvey 


Claybough,  W.  R . . Grenora 

Hagen,  E.  J . _.Williston 


Crawford,  John  New  Rockford 

Donker,  A.  E . _.Carrington 

Gaebe,  E.  C _ _ Harvey 

Goss,  E.  L.  . Carrington 

Linker,  E . Goodrich 

MacKenzie,  J.  Ross  ..Carrington 
MacLachlan,  Chas  New  R’kford 
Matthaei,  D.  W.  _ Fessenden 

KOTANA  MEDICAL  SOCIETY 

Johnson,  P.  O.  C.  ...Watford  City 
Scott,  W.  B . Ray 


Owenson,  H.  A.  _ Grace  City 

Rankin,  J.  A.  _ Carrington 

Stickelberger,  Josephine  Oberon 

Tompkins,  C.  R . Oberon 

Van  de  Erve,  H. _ Carrington 

Westervelt,  A.  E.  _ Bowden 


Skovholt,  H.  T.  - Williston 

Wicklund,  C.  A.  _ Wildrose 


NORTHWESTERN  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Ncstos,  P.  A . Minot 

SECRETARY 

Knapp,  H.  G _ _ .Minot 

Anderson,  C.  O.  Concordia,  Kans. 

Blatherick,  W.  E . Van  Hook 

Carr,  Andrew  _ Minot 

Carr,  Andy  M . . . Minot 

Carter,  P.  B . Parshall 

Christie,  J.  F . Burlington 

Constance,  G.  M.  Blue  Earth,  M. 

Craise,  O.  S . Towner 

Critchfield,  L.  R . ..St.  Paul 

Devine,  J.  L . . Minot 

Dragstedt,  C.  A . Kenmare 

Durnin,  G.  A . Bottineau 

Durnin,  Charles  . . ...Westhope 

Ernfeld,  H.  M _ _ Minot 

Ewing,  Fred  - Oakland,  Calif. 

Ewing,  John  _ Kenmare 

Fardy,  M.  J . Carrol,  Iowa 


Flath,  Milford  G . 

. . Stanley 

Frogner,  G.  S . 

Grangaard,  H.  O . 

Greaves,  J.  P . . 

Greene,  E.  E . 

Grogan,  J.  S . . 

. Plaza 

. Rvder 

.Sherwood 
..Westhope 
_ Flaxton 

Halverson,  H.  L . 

Hammargrcn,  A.  F. 

Hancock,  E.  W . 

Hanson,  G.  C _ _ 

...Des  Lacs 

. Drake 

. Carpio 

Minot 

Haroldson,  O . 

Hillis,  S.  J . 

Johns,  S.  M _  _ 

Johnson,  J.  A . 

Kermott,  L.  H . . . . 

. Minot 

_ Berthold 

. Velva 

...Bottineau 
.  Minot 

Kittelson  J.  A . 

. . Tolley 

Knapp,  H.  G . . 

Kolb,  F.  K . . . 

Landes,  H.  E . 

T.ppdahl,  O,  .S, 

. Minot 

.....Granville 
...Kenmare 
_ Stanley 

Mackay,  A.  R . . . 

..Bottineau 

McCannel,  A.  J . 

. Minot 

McCannel,  Archie  D.  _ Minot 

Me  Kay,  A.  R . ...Bottineau 

McLean,  N . . Devils  Lake 

Moffatt,  George  _ ..Crosby 

Moreland,  J.  W _ _ Maxbass 

Nestos,  P.  A . . . Minot 

Newlove,  J.  W.  _ Alinot 

Pence,  J.  R _ _ Minot 

Pence,  R.  W. _ Minot 

Rainville,  S _ _ Crosby 

Ransom,  E.  M _ _ Minot 

Ray,  R.  H _ _ Garrison 

Ritchie,  C.  K.  _ Velva 

Rogers,  Joseph  . Alexander 

Rollefson,  C.  O.  _ Ambrose 

Smith,  J.  A . . Noonan 

Stevens,  E.  O . . . Rugby 

Stone,  E.  C . Minot 

Welker,  A.  J _ _ Max 

Wheelon,  F.  E . Minot 

\yindell,  H.  C . . Williston 

Yeomans,  T.  N . . Minot 


RICHLAND  COUNTY  MEDICAL  SOCIETY 


PRESIDENT 

Sasse,  E.  G . Lidgerwood 

SECRETARY 

Olson,  C.  T . Wyndmere 

Bean,  O.  G . Walcott 

Christensen,  W . Lidgerwood 

Durkee,  C.  A . Lidgerwood 


Greenman,  N.  H.  _ Fairmont 

Ivers,  M.  U . — . .Christine 

Jacobs,  G.  C . „Wahpeton 

Lancaster,  Blake  _ Wahpeton 

Lancaster,  W.  M . .Wahpeton 

Lancaster,  W.E.G.  Abercrombie 

McDonnell,  R.  H . Hankinson 

O’Brien,  T _ _ Wahpeton 


Olson,  C.  T.  . . Wyndmere 

Rice,  C.  P . . . Wahpeton 

Ryan,  D.  E . Hankinson 

Sasse,  E.  G . -Lidgerwood 

Wiig,  I.  C.  J _ _ Wahpeton 

Wray,  W.  E . Campbell,  Minn. 


SHEYENNE  VALLEY  MEDICAL  SOCIETY 


PRESIDENT 

Wicks,  F.  L . Valley  City 

SECRETARY 

Moore,  W.  H . Valley  City 

Brimi,  C.  L . Cooperstown 

Crosby,  E.  B . . . Valiev  City 

Kellogg,  P.  M . . . Rogers 


Lang,  A.  A.  J . Sanborn 

LeBien,  E.  A . McHenry 

MacDonald,  A.  C.  ..Valley  City 
MacDonald,  A.  W.  ...Valley  City 

Moore,  W.  H . Valley  City 

Nesse,  S.  A . — _ Nome 

Platon,  C.  A . Litchville 

Pray,  E.  A.  _ Valley  City 


Spicer,  C.  E . Valley  City 

VanHouten,  J . .-Valley  City 

Wanner,  W.  B.  _ Wimbledon 

Westley,  M.  D . Cooperstown 

Wicks,  F.  L . Valley  City 

Zimmerman,  S.  A.  ...Valley  City 


SOUTHERN  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Plane,  J.  F . . . . . Edgeley 

SECRETARY 

Ferguson,  F.  W . Kulm 

Bradley,  W.  W . Marion 


Campbell,  C.  C.  - . . . .Ashley 


Ferguson,  F.  W.  _ Kulm 

Grace,  J.  B _ _ Zeeland 

Grant,  Geo . . . . Wishek 

Greene,  L.  B . . Edgeley 

Gunderman,  H.  R . Monago 

Hubbard,  F.  G.  _ Cogswell 

Lyle,  W.  D . Havana 


Lynde,  Roy  _ ...Ellendale 

Maercklein,  E.  H . .Ashley 

Maercklein,  F.  W.  . ...Oakes 

Meunier,  H.  J . Oakes 

Meadows,  E.  M . ...Oakes 

Plane,  J.  F . Berthold 

Ribble,  Geo.  B. . . -LaMoure 

Ryan,  E.  E . Hankinson 
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TRAIL-STEELE  MEDICAL  SOCIETY 


Dean,  A.  C.  . . Hatton 

Glasscock,  T.  J.  _ Finley 

Heimark,  A.  J _ _ Finley 

Hjelle,  C.  A.  _ Portland 

Kjelland,  A.  A . Hatton 

Knutson,  O.  A . . . Buxton 


ALPHABETICAL  ROSTER 


Little,  R.  C _ _ Mayville 

Martin,  Thomas  P . .Mayville 

Savre,  M.  T . . Northwood 

Swanson,  J.  C . . . Clifford 

Vinje,  Syver _ Hillsboro 


PRESIDENT 

Alartin,  T.  P . Mayville 

SECRETARY 

Vinje,  Syver  . .Hillsboro 

Cuthbert,  W.  H . ...Hillsboro 


Alliare,  J _ _ _ _ Lehr 

Anderson,  C.  O.  Concordia,  Kans. 

Arneberg,  J.  G.  _ Grand  Forks 

Arnson,  J.  O.  _ _ _ Bismarck 

Arneson,  A.  O.  _ McVille 

Arzt,  P.  G _ _ Jamestown 

Aylen,  J.  P.  . . Fargo 

Aylen,  W.  C.  _ .Mandan 

Backus,  A.  C.  . . . St.  Paul 

Baillie,  W.  F.  . . Fargo 

Bakke,  Hans  _ Lisbon 

Bayard,  W.  D.  . . .Fargo 

Bean,  O.  G . „Walcott 

Beek,  R.  H . . . Lakota 

Beeson,  H.  B.  _ Grand  Forks 

Bennett,  C.  E . Aneta 

Bennwell,  H . Grand  Forks 

Benson,  O.  T . Glen  Ullin 

Blatherwick,  W.  E . Van  Hook 

Bodenstab,  W.  H . Bismarck 

Boutelle,  L.  . Bismarck 

Bowen,  J.  W . Dickenson 

Boyum,  P.  A . . Harvey 

Bradley,  W.  W . Marion 

Brandes,  H.  A . . . Bismarck 

Brandt,  A.  M . . Bismarck 

Brigham,  Frank  . Los  Angeles 

Brimi,  C.  L . . Cooperstown 

Brown,  D.  F.  . . McClusky 

Brown,  W.  G.  . Fargo 

Bunting,  F.  E . Mandan 

Burton,  P.  H . Fargo 

Buzzell,  C.  P . Cleveland 

Call,  A.  M . ..Rugby 

Callander,  C.  N . Fargo 

Campbell,  C.  C . . . Ashley 

Campbell,  Robt.  D  Grand  Forks 

Carpenter,  Geo.  A _ _ Fargo 

Carr,  Andrew  . - . Minot 

Carr,  Andy.  M.  _ _ Minot 

Carter,  J.  A _ _ Warwick 

Carter,  P.  B . . „Parshall 

Chernausek,  Sam  . Dickinson 

Christensen,  W . Lidgerwood 

Christie,  J.  F . . . Burlington 

Clark,  1.  D . . . ..Harvey 

Clay,  A.  J . . . Fargo 

Claybough,  W.  R . Grenora 

Constance,  G.  M.  Blue  Earth,  M. 

Countryman,  J.  E . Grafton 

Cowin,  C.  C . . . Jamestown 

Craise,  O.  S . . . Towner 

Crawford.  John  New  Rockford 
Critchfield,  L.  R.  St.  Cloud,  Alinn. 

Crosby,  E.  B . . . Valley  City 

Crossette,  G.  D . Richardton 

Culbert,  M.  H . Courtenav 

Cuthbert,  W.  H . Hillsboro 


Dach,  J.  L . Reeder 

DeMoull}^  O . Flasher 

Darrow,  F.  I . Fargo 

Darrow,  Kent  E . Fargo 

Davis,  H.  A . Dickinson 

Dean,  A.  C . San  Diego,  Calif. 

De  Puy,  T.  L . Jamestown 

Devine,  J.  L _ _ Minot 

Dillon,  J.  C . Fargo 

Diven,  W.  L . . . Bismarck 

Dixon,  O.  C . Adams 

Donker,  A.  E . Carrington 

Dragstedt,  C.  A . ...Kenmare 

Drew,  G.  F . Devils  Lake 

Durkee,  C.  A . . . Ledgerwood 

Durnin,  Charles  . . Westhope 

Durnin,  G.  A . Bottineau 

Eastmas,  L.  G . Hazen 

Eggers,  Aug . Grand  Forks 

Emert,  H.  F . Sarles 

Engesather,  A.  D . Brockett 

Engstad,  J.  E . Grand  Forks 

Erenfeld,  H.  M . Minot 

Erwin,  R.  M . Mandan 

Evans,  R.  M . . Minto 

Evans,  L.  J . Fargo 

Ewing,  Fred  . .Kenmare 

Ewing,  John  _ Kenmare 

Fardy,  M.  J . Carrol,  Iowa 

Fawcett,  W.  C . Starkweather 

Ferguson,  F.  W . Kulm 

Field,  A.  B . . . Forest  River 

Fisher,  A.  M.  . . Bismarck 

Fisher,  Stephen  _ New  Salem 

Flatten,  A.  P . Edinburg 

Flath,  Milford  G . Stanley 

Floew,  A.  T.  _ Harvey 

Forbes,  G.  H.  . . Streeter 

Fortin,  H.  J . . . Fargo 

Fortun,  O.  J . Grand  Forks 

French,  H.  E. . . Grand  Forks 

Frogner,  G.  S . Plaza 

Gaebe,  E.  C . Harvey 

Gaebe,  O.  C . New  Salem 

Gerrish,  W.  A.  _ Jamestown 

Gislason,  G.  J . Grand  Forks 

Glaspel,  C.  J . Grafton 

Glaspel,  G.  W . Grafton 

Glasscock,  T.  J . Finley 

Gordon,  W.  L . Washburn 

Goss,  E.  L _ _ _ Carrington 

Gowenlock,  H.  J . Gardner 

Grace,  J.  B.  _ Zeeland 

Grangaard,  H.  O . R3uler 

Grant,  Geo.  _ Wishek 

Grassick,  Jas.  . . .Grand  Forks 

Greaves,  J.  P . Sherwood 

Greene,  E.  E . Westhope 


Greene,  L.  B . Edgeley 

Greenman,  N.  H . Fairmont 

Griebenow,  F.  F . Bismarck 

Grogan,  J.  S . Flaxton 

Gronvold,  F.  O . Fargo 

Guest,  A.  W . Jamestown 

Gundernian,  H.  R . Monago 

Gustuson,  E.  V . Fargo 

Haagenson,  E.  C.  Grand  Forks 

Hagen,  E.  J . Williston 

Halldorson,  M.  B.  Win’peg,  Ca. 

Halverson,  H.  L . ...Des  Lacs 

Hammargren,  A.  F Drake 

Haiuilton,  E.  E . New  Leipzig 

Hamilton,  J.  S . Bathgate 

Hancock,  E.  W . Carpio 

Hanna,  J.  F . Fargo 

Hanson,  G.  C . . Minot 

Harris,  C.  B . Pembina 

Haroldson,  O . Minot 

Hayhurst,  J.  O . Rolette 

Healy,  H.  H . Grand  Forks 

Heimark,  A.  J . Finley 

Heimark,  J.  J . Fargo 

Henderson,  R.  W . Bismarck 

Hendrickson,  Gilbert  ...Enderlin 
Hetherington,  J.  E.  Grand  Forks 

Hill,  S.  W . Regent 

Hillis,  S.  J . Berthold 

Hjelle,  C.  A . Portland 

Holt,  G.  H . Jamestowm 

Horsman,  A.  T.  : . Devils  Lake 

Hotchkiss,  W.  M . .....Fargo 

Hougen,  H _ Fargo 

Hubbard,  F.  G . Cogswell 

Huntley,  H.  B . Leonard 

Irvine,  V.  S.  . Park  River 

Ivers,  M.  U _ _ Christine 

Jacobs,  G.  C . Wahpeton 

James,  J.  B.  . Page 

Jelstrup,  Christian  Kindred 

Johns,  S.  M . . Velva 

Johnson,  J.  A . Bottineau 

Johnson,  P.  O.  C.  ...Watford  City 

Joistad,  A.  H . Fargo 

Jones,  W.  D - - Devils  Lake 

Kaess,  A.  J . Fargo 

Kellogg,  P.  M . - . Rogers 

Kermott,  L.  H . Minot 

Kilbourne,  B.  K . Fargo 

Kinney,  K.  K.  _ Beach 

Kittelson,  J.  A.  . Tolley 

Kjelland,  A.  A.  . ..Hatton 

Knapp,  H.  G . . Minot 

Knutson,  O.  A _ Buxton 

Kolb,  F,  K,  . ...Granville 

LaRose,  V.  J . . . _.Bismarck 

Lamont,  J.  G . Dunseith 
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Lancaster,  Blake  . _„Wahpeton 

Lancaster,  W.  M.  _ Wahpeton 

Lancaster,  W.E.G.  Abercrombie 

Landes,  H.  E . _Kenmare 

Landry,  L.  H.  _ Walhalla 

Lang,  A.  A.  J . . . . Sanborn 

Larson,  E.  J . _..Underwood 

Larson,  G.  A.  . . —Fargo 

Laughlin,  Zach . Fort  Yates 

Law,  H.  W.  F.  - Grand  Forks 

Law,  1.  M _ _ Halliday 

LeBien,  E.  A . McHenry 

Leavitt,  R.  R.  _ Carson 

Leedahl,  O.  S - - Stanley 

Lemieux,  Darie  . _Bowman 

Lees,  H.  D.  . . Esmond 

Lewis,  T.  H . Fargo 

Link,  J.  J.  _ McVille 

Linker,  E . Goodrich 

Limberg,  A.  M . . . Fargo 

Lipp,  G.  R . —Bismarck 

Litman,  M.  H . . . . . Tolna 

Little,  R.  C . - . Mayville 

Lodge,  F.  B . Steele 

Lommen,  C.  E . . . Fordville 

Longstreth.  W.  E . Kensal 

Lyle,  W.  D . Havana 

Lynde,  Roy  . Ellendale 

MacDonald,  A.  C.  Valley  City 
MacDonald,  A.  W.  Valley  City 

MacGregor,  Murdock  . Fargo 

Mackay,  A.  R . Bottineau 

MacKenzie,  J.  Ross  Carrington 
MacLachlan,  C.  New  Rockford 

MacLachlan,  T.  M . Bismarck 

Maercklein,  E.  H . Ashley 

Maercklein,  F.  W . . . ..Oakes 

Maercklein,  O.  C . Mott 

Mahon,  Ruth  . ...Grand  Forks 

Martin,  Thomas  P . Mayville 

Matthaei,  D.  W . Fessenden 

McCannel,  A.  J . Minot 

McCannel,  Archie  D . Minot 

McDonnell,  C.  H . Hankinson 

McGurren,  C.  J . Devils  Lake 

McIntosh.  G.  J . Devils  Lake 

McLean  Neil,  . Devils  Lake 

McNeil,  R.  N . Gilby 

Mc-Queen,  W.  W . Langdon 

Meadows,  E.  M . Oakes 

Meadows.  R.  W . Sheyenne 

Melzer,  .S.  W . .Woodworth 

Meyers,  L.  W . . . Fargo 

Miller,  H.  W . Casselton 

Miller,  J.  P . Grand  Forks 

Moffatt,  George  Crosby 

Monteith,  George  . Hazelton 

Moore,  J.  H . Grand  Forks 

Moore,  W.  H . Valley  City 

Moreland,  T.  W.  . ..Maxbass 

Morsman,  C.  F.  Hot  Sp’gs,  S.  D. 

Morris,  A.  C . . . Fargo 

Movius,  A.  H.  _ Jamestown 

Mulder,  J.  F . . Cavalier 

Mulligan  T _ _ Grand  Forks 

Meunier,  H.  J . Oaks 

Nachtwey,  A.  P . Dickinson 

Nelson,  W.  P . .Powers  Lake 

Nesse,  S.  A _ _ Nome 

Nestos,  P.  A _ _ _ _ Minot 
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Newlove,  J.  T.  _ Minot 

Nichols,  A.  A.  _ _ Fargo 

Nichols,  Wm.  C.  . . ..Fargo 

Nicholson,  E.  G.  _ Lawton 

Nickerson,  B.  S.  _ Mandan 

Nolte,  W.  C _ _ Jamestown 

O’Brien,  T _ _ _ Wahpeton 

O’Keefe,  Henry  _ Grand  Forks 

Oftedahl,  Arne  _ Fargo 

Oftedal,  Sverre  ' . Fargo 

Oftedal,  Axel  . . Fargo 

Olson,  C.  T . . . Wyndmere 

Owenson,  H.  A . Grace  City 

Panek,  A.  T . . . . . ..Milton 

Peake,  F.  Margaret  Grand  Forks 

Pence,  J.  R.  _ Minot 

Pence,  R.  W . . Minot 

Perkins,  Geo.  A . Dickinson 

Peterson,  O.  T . . . ..Minot 

Plane,  J.  F . Berthold 

Platou,  C.  A . - Litchville 

Platou,  L.  S . . Fargo 

Porter,  W.  H . Calvin 

Pray,  E.  A . Valley  City 

Quain,  E.  P . Bismarck 

Quain,  Fannie  D . Bismarck 

Rainville,  S . Crosby 

Ramstad,  N.  O . Bismarck 

Rankin,  J.  A . Carrington 

Ransom,  E.  M . . . Minot 

Ray,  R.  H . Garrison 

Ribble,  George  B.  _ La  Moure 

Rice,  C.  P . Wahpeton 

Rice,  P.  F _ _ Solen 

Richter,  E.  H . Hunter 

Rindlaub,  Elizabeth  P . Fargo 

Rindlaub,  John  H.  . Fargo 

Rindlaub,  M.  P . Fargo 

Ritchie,  C.  K.  _ Velva 

Roan,  M  .W . . . .Bismarck 

Roberts,  F.  J . . Cando 

Robinson,  C.  O _ _ Bismarck 

Rogers,  Joseph  _ Alexander 

Rollefson,  C.  O . Ambrose 

Rothnem,  T.  P . Fargo 

Rowe,  H.  J . . . Minneapolis 

Rudiger,  E.  H . Bismarck 

Ruud,  M.  B . Grand  Forks 

Ryan,  D.  E . . . Hankinson 

Rystad,  O.  H . „Grand  Forks 

Sand,  Olaf  _ Fargo 

Sasse,  E.  G . Lidgerwood 

Savre,  M.  T . .Northwood 

Schipfer,  L.  A . Bismarck 

Schierbaum.  A.  F.  E . Beach 

Schneider,  J.  E . Bowman 

Schumacker,  W.  W.  Hettinger 

Scott,  R.  A . Crystal 

Scott,  W.  B _ _ Ray 

Shoregge,  C.  W.  _ Bismarck 

Sihler,  W.  F . Devils  Lake 

Simon,  John  . — .Napoleon 

Skelsey,  A.  W _ _ Fargo 

Skovholt,  H.  T . Williston 

Smith,  C.  C.  . . Mandan 

Smith,  Clinton  _ Devils  Lake 

Smith,  Geo.  . . Grafton 

Smith,  J.  A _ _ —Noonan 

Smith,  J.  C . . . ..Thompson 

Smith,  L.  G . . . .Mandan 


Smith,  O  . Kildeer 

Smyth,  F.  R . . Bismarck 

Sorenson,  A.  R . Rugby 

Spanare,  C.  I . Inkster 

Spellman,  G.  H . ..Mandan 

Spear,  A.  E.  _ Belfield 

Spicer,  C.  E . . . . Valley  City 

Stackhouse,  C.  E.  Bismarck 

Steeves,  E.  O . . . Rugby 

Stickelberger,  Josephine  Oberon 

Stickney,  V.  H . Dickinson 

Stokes,  G.  R . .Streeter 

Stone,  E.  C _ _ Minot 

Strauss,  F.  B . —Bismarck 

Stromberg,  G.  E.  _ Langdon 

Suter,  J.  C _ _ Grafton 

Swanson,  J.  C.  _ ...Clifford 

Swanson,  A.  W . Bisbee 

Taintor,  Rolfe  _ Fargo 

Taylor,  J.  D . Grand  Forks 

Thelan,  W.  P _ _ ^Wilton 

Thompson,  A.  Y.  _ Larimore 

Thompson,  R.  C _ Wilton 

Timm,  T.  F.  . Makoti 

Titzell,  T.  C.  _ Jamestown 

Todd,  Gilbert  _ Medina 

Tompkins,  C.  R _ Oberon 

Tronnes,  N _ _ Fargo 

Van  de  Erve,  H.  _ Carrington 

Van  Houten,  J . -Valley  City 

Verrett,  B.  D.  _ Rolla 

Vigeland,  J.  G . Brinsmade 

Vinje,  Syver  . -Hillsboro 

Voss,  Carl  _ Hettinger 

Wadel,  K.  A . . Fargo 

Wagar,  W.  D . . . Michigan 

Waldren,  H.  M _ Drayton 

Wands,  E.  E _ _ Lisbon 

Wanner,  W.  B . ..Wimbledon 

Watson,  E.  M . Fargo 

Weed,  F.  E . . . .Park  River 

Weible,  R.  E . Fargo 

Welch,  W.  H _ _ Larimore 

Welker,  A.  J . Max 

Werlich,  R.  E . . . Hebron 

Westeen,  A.  A . Grand  For’xs 

Westervelt,  A.  E _ _ Bowden 

Westley,  M.  D . .Cooperstown 

Weyrens,  P.  J.  . . — . Sheldon 

Wheelon,  F.  E _ _ _ _ Minot 

Whittemore,  Arthur  A.  Bismarrk 

Whitson,  J.  H . . . Enderlin 

Wicklund,  C.  A.  _ Wildrose 

Wicks,  F.  L _ _ Valley  City 

Widmeyer,  J.  P.  . . Rolla 

Wiig,  I.  C.  J . -Wahpeton 

Williamson,  Geo.  M.  Grand  F’ks 

Wilson,  W.  C . —Grand  Forks 

Winchester,  H.  E.  _ Hazelton 

Windell.  H.  C . . . Williston 

Wink,  Helen  K . -Jamestown 

Witherstine,  W.  W.  Grand  Forks 

Wolverton,  W.  C.  _ Linton 

Wood,  W.  W . . Jamestown 

Woodward,  F.  O . Jamestown 

Woutat,  H.  G.  _ Grand  Forks 

Wray,  W.  E.  ...Campbell,  Minn. 

Wylie,  A.  R.  T.  - Grafton 

Yeomans,  T.  N . Minot 

Zimmerman,  S  A. _ Valley  City 
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THE  PASSING  OF  THE  OLD  FAMILY  DOCTOR:  THE  PRESIDENT’S 

ADDRESS 

By  James  Grassick,  M.D. 

GRAND  FORKS,  NORTH  DAKOTA 


As  president  of  your  Association  it  becomes 
my  duty  to  address  you.  I  can  assure  you  that 
I  fully  appreciate  the  privilege.  To  be  counted 
worthy  of  the  trust  is  no  small  honor.  In  an 
organization  like  the  North  Dakota  Medical  As¬ 
sociation  whose  ethical  ideals  are  of  the  highest, 
and  whose  aim  is  to  elevate  the  profession  of 
medicine  to  the  topmost  round  of  scientific 
achievement,  there  is  no  room  for  the  mercenary 
charlatan,  the  get-rich-quick  promoter,  or  the 
self-seeking  adventurer,  and  far  less  in  its  high¬ 
est  elective  position  for  other  than  him  who  has 
won  his  spurs  in  his  chosen  profession  and  who 
has  demonstrated  to  his  fellows  that  he  is  worthy 
of  the  office. 

In  the  thirty-four  men  who  have  held  the  office 
of  president  prior  to  the  present  incumbent,  the 
Association  has  been  extremely  fortunate.  They, 
with  few  exceptions,  were  “Big  men  all” — men 
that  would  have  graced  any  position  of  honor  or 
responsibility  to  which  they  might  have  aspired. 
We  may  truthfully  say,  and  it  is  with  some  de¬ 
gree  of  pride  that  we  do  so,  “We  have  been 
captained  well.” 

It  may  be  of  interest  to  outline  and  briefly 
discuss  some  problems  that  we  as  physicians  are 
called  upon,  if  not  to  solve,  at  least,  to  aid  in  so 
doing.  Probably  no  question  in  late  years  has 
so  affected  modern  medicine  and  its  relation  to 
the  public  as  the  passing  of  “the  old  family 
doctor.”  Interwoven  as  his  life  was  with  the 
social  and  economic  conditions  of  the  people,  it 
is  little  wonder  that  a  change  in  the  pattern  may 
be  discerned  in  the  finished  fabric  when  the  web 
has  to  be  fashioned  without  him. 

“The  old  family  doctor”  is  a  character  dear 
to  literature,  for  his  life  exemplifies  so  well  the 
practical  application  in  this  work-a-day  world  of 
the  homely  virtues, — sympathetic  interest  in  the 
welfare  of  others,  steadfast  devotion  to  duty,  un¬ 
selfish  service  in  the  cause  of  human  betterment, 
— that  it  appeals  to  the  finest  instincts  of  the 
race.  Weelum  MacLure,  the  Doctor  of  the  Old 
School,  has  been  immortalized  by  Ian  MacLaren, 
as  has  been  the  Village  Preacher  by  Oliver  Gold¬ 
smith.  Of  the  former  it  was  written,  “He  served 
the  Glen  with  a  devotion  that  has  knowm  no  re¬ 
serve  and  a  kindliness  of  heart  that  never  failed.” 
and  of  the  latter,  “E’en  his  frailties  leaned  to 


Virtue’s  side.”  These  worthies  were  so  closely 
associated  in  their  labors  that  what  is  said  of  the 
one  applies  with  equal  force  to  the  other.  Would 
that  our  memories  might  he  treated  thus  consid¬ 
erately. 

The  family  doctor  was  a  product  of  the  age 
in  which  he  lived  and  did  his  day’s  work.  To 
understand  his  passing  is  to  be  familiar  with  the 
progress  of  human  events  and  the  evolution  of 
society.  To  sigh  for  his  return  is  as  futile  as 
to  long  for  the  good  old  days  of  our  fathers.  He 
would  be  as  much  a  misfit  in  this  day  and  genera¬ 
tion  as  a  modernist  would  have  been  in  his.  True, 
he  may  still  be  found  in  some  isolated  communi¬ 
ties,  but  even  there  he  is  in  a  transition  stage  and 
bears  little  resemblance  to  his  venerable  proto¬ 
type  of  a  preceding  age. 

There  are  two  great  forces  in  operation  in  the 
evolution  of  the  family  physician,  one  acting 
from  within  and  the  other  from  without.  The 
former  found  him  alive  to  everything  in  his 
limited  environment,  but  out  of  touch  with  things 
beyond.  The  spirit  of  man,  however,  be  it  in 
physician,  prince,  or  peasant,  has  ever  rebelled 
at  bondage ;  and  one  day — it  may  have  been  at  a 
meeting  of  our  State  Association — he  had  a  vi¬ 
sion  of  the  possibilities  outside  of  his  narrow 
circle.  He  felt  the  latent  powers  within  him 
throb  for  expression,  and  ere  he  knew  it  he  had 
broken  through  and  shouldered  himself  out  into 
a  world  so  large  as  to  be  bounded  only  by 
the  limitations  of  his  own  finite  mind.  Once 
free,  after  drinking  at  the  refreshing,  life-giving 
springs  of  the  newer  knowledge  and  sipping 
honeyed  sweets  from  the  petals  of  scientific  in¬ 
vestigation,  he  found  the  doors  of  opportunity 
of  a  larger  service  standing  widely  ajar,  as  if  to 
welcome  him  within.  On  entering  this  “new 
freedom”  it  is  little  to  be  wondered  that,  at  times, 
carried  away  by  zeal  or  influenced  by  error,  he 
was  found  chasing  some  will  o’  the  wisp  of 
doubtful  therapeutic  efficacy.  It  was  always  thus 
in  every  great  forward  movement.  One  of  the 
latest  to  cause  a  ripple  on  the  placid  waters  of 
regular  medicine  was  the  so-called  electronic 
method  of  Abrams, — an  agency  conceived  in  the 
subjective  ego  of  an  individualist,  born  in  an  at¬ 
mosphere  of  sordid  gain,  and  reared  in  the  slums 
of  unethical  practice.  This  unhallowed  waif, 
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masquerading  in  an  attractive  garl)  of  recent 
scientific  nomenclature  and  cavorting  with  the  un¬ 
wary  “even  as  you  and  I,”  has  had  its  little  day 
and,  like  other  unfits,  will  soon  cease  to  he. 

In  the  adjustment  of  new  relations  between 
the  physician  and  his  patients,  something  was 
dropped  by  the  former  that  was  very  vital  to  his 
old  clientele.  For  generations  he  had  been  not 
only  physician,  ministering  to  their  physical  needs, 
but  their  prophet,  priest,  and  king  on  matters 
pertaining  to  their  spiritual,  social,  and  economic 
welfare.  In  these  affairs  he  was  their  confidant, 
their  counsellor,  and  their  guide.  He  rejoiced 
with  them  in  their  hours  of  gladness  and  mourned 
with  them  in  their  times  of  troubles ;  he  chided 
the  wayward  and  erring,  and  a])plied  balm  to  the 
bruised  and  bleeding  heart ;  he  was  an  incentive 
to  the  young  and  robust,  and  a  tower  of  strength 
to  the  feeble  and  infirm ;  he  was  the  ideal  social 
Avorker  and  the  one  man  who  understood  their 
frailties  and  foibles,  to  whom  they  could  go  and 
be  assured  of  a  sympathetic  reception.  This  re¬ 
lation  of  physician  and  patient  was  a  very  real 
thing,  for  it  was  backed  by  memories  that  welled 
up  like  the  waters  of  a  wayside  spring.  Here 
was  a  fallow  field  in  no-man’s-land  that  was  ready 
for  the  planting,  and  the  pseudoscientific  cults 
were  not  long  in  discovering  it.  From  a  seed¬ 
ing  of  the  proverbial  one  grain  of  truth  on  the 
receptive  soil  of  human  credulity,  watered  by  the 
showers  of  a  hokus-pokus  semblance  of  scientific 
plausability,  and  activated  by  the  warm  rays  of 
mysticism  and  sympathetic  appeals  for  confidence, 
they  have  reaped  an  abundant  harvest.  The 
modern  progressive  physician  took  the  mystery 
and  mysticism  out  of  medicine  and,  in  so  doing, 
made  it  easy  for  the  coming  of  the  cults.  The 
ordinary  patient  knows  little  of  pathology,  neither 
is  he  supposed  to  understand  and,  far  less,  care 
for  the  fine  points  of  laboratory  diagnosis  or 
technic.  But  what  concerns  him  very  specifically 
is  whether  or  not  he  can  get  relief.  “Our  fathers 
of  old,”  wittingly  or  unwittingly,  were  strong  on 
psychological  healing.  The  sympathetic  assur¬ 
ances  of  health  they  were  wont  to  give  were  al¬ 
ways  fortified  by  the  suggestions  of  help  that 
their  heroic  doses  of  Galenicals  carried — often 
of  greater  therapeutic  value  than  the  drugs  pre¬ 
scribed.  The  success  of  “patents,”  a  few  sur- 
viA'^als  of  which  may  still  be  found  on  the  shelves 
of  any  drug  store,  was  due  largely  to  this  element 
in  human  nature.  In  the  transition  to  sugar- 
coated  medication  the  influence  of  this  airy  but 
potent  agency — suggestive  therapeutics — was  lost, 
and  we  for  a  time  failed  to  find  a  satisfactory 


substitute.  This  was  a  grievous  error  that  cost 
us  much  in  prestige,  if  not  in  concrete  remedial 
results.  The  Irregulars  were  quick  to  sense  our 
weakness  and  immediately  capitalized  it.  By  dint 
of  persistent,  blatant,  publicity  and  in  spite  of 
their  utter  disregard  of  the  most  rudimentary 
scientific  truths,  they  have  won  a  measure  of 
po])ular  recognition. 

Coincident  with  the  passing  of  the  family  phy¬ 
sician  was  the  coming  of  the  modern  specialist. 
Formerly  he  was  known  as  specialist  who  could 
best  “box  the  craft”  and  give  the  most  up-to- 
date,  all-round  medical  and  surgical  service  to 
those  in  need.  Those  of  the  progressive  type — 
and  they  have  always  been  with  us — developed 
into  this  class,  and,  be  it  said,  a  considerable 
number  succeeded  in  covering  the  field  in  a  way 
that  cast  no  discredit  on  the  profession.  In  con¬ 
formity  with  the  general  acceptance  of  this  view, 
an  honored  member  of  our  Association  in  the 
earlier  years  of  its'  history  ran  a  card  in  his 
local  paper — “S])ecialist  of  all  diseases  of  men, 
women,  and  children.”  It  is  a  far  cry,  however, 
from  thisj  kind  of  practitioner  to  the  modern 
scientifically  trained  specialist.  But  this  much 
may  be  said,  that  the  wider  viewpoint  of  the  gen¬ 
eral  practitioner  is  often  lost  in  studying  disease 
problems  from  a  limited  angle  of  observation, 
and  especially  so  at  a  time  when  so  much  stress 
is  laid  on  laboratory  findings  in  diagnosis,  and 
when  the  tendency  is  to  study  the  disease  rather 
than  the  patient.  General  practice  in  a  rural 
community  would,  in  some  measure  at  least, 
provide  the  essentials  of  stability  for  a  super¬ 
structure  of  specialism. 

The  great  difference  between  the  specialist  of 
the  old  school  and  of  the  newer  order  is  that, 
whereas  the  former  had  a  well-defined  policy  of 
expansion,  covering  as  many  departments  of 
medicine  as  possible,  the  latter  has  one  of  con¬ 
traction,  restricting  the  study  to  a  limited  num¬ 
ber.  No  organ  in  health  or  disease  can  be  prop¬ 
erly  understood  unless  studied  in  its  relation  to 
other  organs  and  to  the  body  as  a  whole.  Neg¬ 
lect  of  this  basic  principle  has,  undoubtedly,  at 
times  brought  severe  criticism  on  specialized 
medicine.  A  physician  has  a  legal  right  to  prac¬ 
tice  in  any  department  he  desires,  but  he  has  no 
moral  right  to  pose  as  an  authority  or  specialist 
merely  because  he  so  chooses  to  limit  his  work. 
To  do  so  without  definite  preparation  may  bring 
into  disrepute  some  very  important  division  of 
the  healing  art,  and  breed  skepticism  in  the  mind 
of  the  public  as  to  the  character  of  our  standards 
or  the  integrity  of  our  motives. 
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Another  movement  of  far-reaching  importance 
within  the  profession  is  the  growth  of  so-called 
group  practice.  The  idea  is  not  new,  but  its 
practical  application  to  modern  problems  is  a 
product  of  the  present  age.  It  came  as  a  sequela 
of  specialized  medicine,  with  organization  and 
co-operation  as  adjuvants.  In  the  business  world, 
these  latter  forces,  like  the  wand  in  the  hand 
of  a  skilled  magician,  have  brought  order  out 
of  chaos  and  success  out  of  failure.  It  was  only 
a  step  to  the  medical  ])rofession,  for  it  was  real¬ 
ized  that  art,  no  less  than  trade,  has  its  business 
side.  The  advances  made  in  our  knowledge  of 
the  allied  sciences,  the  widening  of  our  field  of 
service,  and  the  perfecting  of  laboratory  technic 
are  influences  that  are  working  against  the  one- 
man  unit ;  but  groups  that  are  dominated  by  the 
spirit  of  selfish  commercialism  have  no  place  in 
modern  medicine. 

The  day  of  arm-chair  diagnoses  is  practically 
a  thing  of  the  past.  Patients  are  demanding  up- 
to-the-minute  tests,  and  these  may  mean  more 
to  the  laity  than  their  intrinsic  value  would  seem 
at  times  to  warrant.  He  who  does  not  avail 
himself  of  modern  methods  in  solving  obscure 
disease  problems  can  hardly  expect  to  hold  the 
confidence  of  the  people  and,  far  less,  to  merit 
the  endorsement  of  the  profession.  Ideal  group 
practice  furnishes  a  rational  means  of  meeting 
the  requirements  without  destroying  the  individ¬ 
uality  of  the  physician.  It  gives  the  friction  of 
mind  on  mind  so  necessary  to  bring  out  the 
luster ;  the  close  co-operation  of  fellow-crafts¬ 
men  to  promote  the  spirit  of  brotherhood  and 
helpfulness ;  the  stimulating  spirit  of  rivalry  that 
knows  no  allegiance  but  to  truth ;  the  elimination 
of  dilatory  and  wasteful  methods  that  the  best 
there  is  in  us  may  be  conserved  for  the  uplift 
of  humanity;  the  availability  of  laboratory  facil¬ 
ities  without  which  modern  medicine  would  be  a 
misnomer;  and,  what  is  of  great  importance  to 
the  patient,  a  body  of  experts  under  a  guiding 
spirit  with  no  other  end  to  serve  than  the  proper 
understanding  of  the  subject  under  consideration 
and  the  application  of  indicated  therapeutic 
measures.  It  has  been  said  that  clinics  are  cold, 
heartless,  unsympathetic  things.  The  same  criti¬ 
cism  applies  to  science  and  even  to  nature  in  the 
working  out  of  her  eternal  purposes.  They  may 
appear  so  in  contrast  to  the  freedom,  familiarity, 
and  cordiality  of  the  home ;  but  the  heart  of  the 
true  physician,  whether  in  clinic  or  cabin,  re¬ 
mains  the  same  and  will  so  continue  as  long  as 
there  is  suffering  to  relieve,  disease  to  combat, 
or  grief  to  assuage.  Modern  medicine  in  the 


group,  when  dominated  by  a  strong  ethical  per¬ 
sonality,  is  our  art  at  its  best. 

While  these  changes  were  going  on  within  the 
profession,  others  quite  as  evolutionary  were  tak¬ 
ing  place  without.  The  radical  transformation 
of  industry;  the  marked  change  of  living  condi¬ 
tions  ;  the  passing  of  the  simple  life  with  all  of 
its  domesticity  and  charm ;  the  coming  of  the 
new  wage  scale  with  its  influence  on  the  servant 
question ;  the  development  of  the  internal  com¬ 
bustion  engine,  revolutionizing  transportation  and 
cartage ;  the  popularization  of  hospital  service ; 
the  general  use  of  the  telephone,  eliminating  time 
and  space ;  the  introduction  of  the  free  mail  de¬ 
livery  system,  keeping  rural  communities  in 
touch  with  world  events,  are  among  the  influ¬ 
ences  that  have  a  bearing  on  our  profession. 

It  is  within  the  memory  of  many  now  living 
that  the  call  for  the  doctor  was  made  by  special 
messenger.  When  a  distance  of,  say,  ten  miles 
had  to  be  covered  it  took  from  two  to  three  hours 
under  the  most  favorable  circumstances  before 
he  was  available.  Contrast  this  with  the  present 
conditions  if  you  will.  Under  similar  circum¬ 
stances  with  telephone  and  auto  at  our  service, 
a  call  of  fifty  to  seventy-five  miles  can  be  made 
as  quickly.  It  is  not  too  much  to  predict  that  in 
a  decade,  with  radio  and  aeroplane,  a  radius  of 
two  hundred  miles  may  be  similarly  served. 
These  unthought  of  revolutionary  changes  place 
the  remote  country  districts  that  formerly  were 
served  by  a  local  physician,  in  comparatively 
close  touch  with  medical  centers.  But  they  do 
not  supply  the  personal  touch  of  the  family  phy¬ 
sician  in  community  life  with  all  that  it  implies 
of  sympathy  and  of  deep  concern  for  the  moral, 
social,  and  physical  welfare  of  those  among 
whom  he  labors.  Here  is  a  widening  gap  that 
our  modern  methods  of  training  are  doing  little 
to  remedy.  The  average  graduate  fresh  from  a 
seven-year  course  where  he  has  had  free  access 
to  well-equipped  laboratories,  finds  it  difficult  to 
practice  in  a  rural  community  where  there  are 
no  such  facilities,  so  he  seeks  the  medical  center. 
The  fundamental  economic  principle,  that  in¬ 
crease  of  cost  or  lack  of  adaptability  restricts 
distribution,  applies  with  equal  force  to  Fords, 
Franklins,  or  physicians.  From  this  lack  of  dis¬ 
tribution  comes  the  cry  of  the  masses  from  out¬ 
lying  districts  for  service,  and,  if  not  supplied, 
it  is  only  a  step  to  “state  medicine”  with  its  par¬ 
alyzing  influence  on  individualism. 

There  was  a  time,  and  not  long  ago,  when  the 
practitioner  of  medicine  was  surrounded  with  a 
halo  of  privacy,  when  anything  like  publicity  was 
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regarded  as  an  intrusion,  alike  inimical  to  the 
best  interests  of  his  patients  and  the  profession. 
Of  late  this  veil  has  been  ruthlessly  removed,  and 
the  glaring  headlight  of  publicity  has  been  flashed 
on  his  actions.  He  finds  his  patients’  ailments 
heralded  and  discussed  on  the  telephone  through¬ 
out  the  neighborhood  before  he  has  time  to  leave 
the  sick-chamber ;  he  finds  his  diagnoses  and 
treatments  subjected  to  a  professional  and  lay 
scrutiny  that  at  times  is  anything  but  comfort¬ 
ing;  he  finds  that  his  isolation  and  individuality 
are  being  alike  annulled;  and,  in  short,  that  he 
is  bound  in  a  thousand  ways  to  his  environment, 
and,  unless  he  can  fit  in,  so  to  speak,  to  the  new 
order,  he  must  of  necessity  be  weeded  out. 

If  we  accept  Spencer’s  definition  of  life  as 
“the  continual  adjustment]  of  internal  relations 
to  external  relations”  we  can  readily  see  how 
the  old  family  doctor  was  eliminated.  The 
changes  in  his  surroundings  were  so  many,  so 
rapid,  and  so  radical  that  he  lost  “correspond¬ 
ence”  with  them  and  was  thus  unable  to  appro¬ 
priate  such  environmental  pabulum  as  was  nec¬ 
essary  for  his  existence.  And  so  the  passing  of 
the  old  family  doctor  was  in  conformity  to  the 
workings  of  immutable  laws ;  and  these  same 
laws  have  given  us  as  his  successor,  as  so  aptly 
stated  by  McGuire,  “A  type  perhaps  less  ethical 
and  more  mercenary,  but  it  is  certainly  a  scien¬ 
tific  instrument  of  greater  professional  efficien¬ 
cy.”  With  this  new  equipment  the  profession 
should  be  in  a  position,  not  only  to  hold  what  it 
has  already  won,  but  to  strive  for  and  achieve 
still  greater  heights.  We  may  not  be  able  to  stay 
the  forces  that  are  at  work,  but,  if  we  are  to 
retain  “our  place  in  the  sun,”  we  must  keep  in 
active  vital  relation  with  them,  influencing  them 
and  being  influenced  by  them. 

During  the  past  few  decades  there  has  accu¬ 
mulated  a  great  fund  of  information  on  medical 
subjects  that,  if  made  available  to  the  masses 
through  the  channels  of  regular  medicine,  would 
go  far  toward  checking  in  the  public  mind  those 
feelings  of  doubt  and  distrust  that  are  being 
fomented  and  fostered  by  the  cults.  We  are  the 
recognized,  logical  respository  of  this  knowledge 
and  its  rational  dispenser.  The  American  Med¬ 
ical  Association  has  sensed  this  need,  and  Hygeia, 
a  splendid  publication,  has  been  launched.  With 
its  less  than  5,000  paying  lay  subscribers,  its  in¬ 
fluence  where  most  needed  has  hardly  been  felt. 
The  best  that  can  reasonably  be  expected  from 
this  source,  for  some  time  to  come,  will  only  be 
a  partial  relief.  We  need  a  more  direct  contact 
with  the  masses  than  any  periodical  can  give  us. 


and  the  personal  touch  of  the  regular  physician 
is  the  agency  of  choice. 

There  has  grown  up  in  our  state  and  elsewhere 
in  late  years  a  number  of  social  and  welfare 
organizations  and  independent  health  agencies 
that  are  wielding  a  very  far-reaching  influence. 
Their  membership  is  representative  of  the  best 
in  American  citizenship.  The  latest  additions  to 
the  list  are  the  so-called  luncheon  clubs  which 
are  international  in  scope  and  operation.  Here 
are  inviting  fields  that  have  hardly  been  touched, 
let  alone  tilled.  Judiciously  planted  with  the 
vigorous  seedlings  of  medical  thought,  they  would 
in  due  time  yield  a  fruitage  that,  in  the  words 
of  the  late  Oom  Paul,  “would  astonish  the 
world.”  Nor  are  they  difficult  of  approach.  On 
the  contrary,  they  are  eager  for  the  truth  and 
anxious  to  hear  an  authoritative  message.  Sup¬ 
plied  with  the  facts,  they  immediately  become  a 
force  that  must  be  reckoned  with.  Every  local 
medical  society  in  the  state  should  have  a  pub¬ 
licity  committee  whose  special  business  it  is  to 
keep  in  close  touch  with  all  such  organizations 
and  agencies  and  supply  them  and  the  public, 
systematically,  with  authentic  information  on 
things  medical.  This  personal  touch  of  the  phy¬ 
sician  with  the  most  influential  elements  in  com¬ 
munity  life  would,  in  large  measure,  if  properly 
conducted,  control  the  situation.  However  dis¬ 
tasteful  personal  advertising  may  be  to  the  pro¬ 
fession  and  however  detrimental  to  the  morals 
of  the  community,  there  is  no  doubt  whatever 
that  a  campaign  of  publicity  under  proper  safe¬ 
guards  embracing  a  discussion  of  the  simple 
practical  facts  relating  to  health  and  to  disease 
prevention,  the  more  intricate  problems  of  the 
practice  of  medicine,  and  the  relation  of  the  med¬ 
ical  profession  to  the  people  whom  it  serves, 
would  have  a  decided  influence  in  creating  in 
the  public  mind  the  confidence,  appreciation,  and 
respect  that  is  due  an  honorable  and  learned  pro¬ 
fession.  The  day  is  past  when  the  medical  pro¬ 
fession  needs  to  hang  its  head  and  hide  its  face. 
Having  won  a  place  among  the  great  public 
benefactors  of  the  race  it  should  openly  and  ag¬ 
gressively  lay  claim  to  recognition.  In  a  genera¬ 
tion,  by  its  control  of  disease  processes  it  has 
added  over  ten  years  to  the  span  of  human  life, 
and,  if  the  known  knowledge  of  preventive 
measures  were  rationally  applied,  as  many  more 
years  could  be  added.  The  democracy  of  the 
future  rests  on  the  intelligence  of  the  masses, 
and  the  profession  of  regular  medicine  is  charged 
with  a  duty  that  it  cannot  with  impunity  ignore. 

Lmless  the  medical  profession  recognizes  these 
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obvious  avenues  of  approach  and  directs  its  ac¬ 
tivities  in  ways  that  are  indicated  by  the  trend 
of  the  times,  we  run  the  risk  of  sacrificing  our 
most  cherished  birthright — the  molding  of  public 
opinion,  the  greatest  force  in  a  Democracy!  We 
cannot  afford  to  let  this  happen.  The  people 
cannot  afford  to  have  it  happen,  and  we  are  their 
guardians.  To  stand  idly  by  and  allow  the  enemy 
to  advance  unchallenged  over  the  sacred  soil  of 
ethical  medicine  would  be  unworthy  of  the  best 
traditions  of  our  profession.  No,  “They  shall 
not  pass.” 

Just  a  word  in  conclusion.  With  the  passing 
of  the  Old  Family  Doctor  came  the  exit  of  his 
adventurous  brother,  the  Pioneer  Physician  of 
the  West.  It  has  been  generally  recognized  that 
there  have  been  left  but  few  authoritative  records 
and  these  meagre,  to  tell  the  tale  of  his  labors 
and  influence  in  the  stirring  times  in  which  he 
lived.  For  information  along  these  lines  we 
have  to  rely  largely  on  personal  ken,  which  is 
limited ;  on  narratives  from  faulty  memories ;  or 
on  such  scraps  as  are  available  in  files  of  local 


or  state  periodicals. 

It  has  been  our  desire  and  endeavor  to  rescue 
from  obscurity  and  preserve  for  the  future  such 
historical  data  bearing  on  North  Dakota  Med¬ 
icine  as  was  readily  available ;  and  the  accom¬ 
panying  manuscripts  represent  the  result  of  our 
labor.  It  goes  without  saying  that  the  summary 
is  far  from  complete.  It  is  our  earnest  hope, 
however,  that  it  may  form  a  nucleus  around 
which  may  grow,  as  the  years  go  by,  a  more 
pretentious  narrative  bearing  on  the  profession 
of  medicine  in  our  state. 

It  has  been  a  great  pleasure  to  give  to  this  the 
time  that  was  necessary,  and  my  deep  regret  has 
been  that  I  had  not  enough  at  my  disposal  to 
fashion  a  product  worthy  of  the  theme.  Such 
as  it  is,  however,  I  offer  it  as  my  contribution 
to  the  profession  under  whose  banner  it  has  been 
my  privilege  to  serve ;  and  as  a  tribute  of  grat¬ 
itude  to  my  fellows  of  the  North  Dakota  Medical 
Association  who  have  so  indulgently  honored  me 
with  their  counsel,  their  friendship,  and  their 
good  will. 


CHEST  CONDITIONS  SIMULATING  TUBERCULOSIS: 

A  CLINIC* 

By  J.  S.  Pritchard,  M.D. 

President  Mississippi  Valley  Tuberculosis  Association;  Chief  of  Department  of  Pulmonary  Diseases,  Battle  Creek  Sanitarium 

BATTLE  CREEK,  MICHIGAN 


Mr.  President,  Members  of  the  Association : 

In  considering  the  subject  of  “thoracic  con¬ 
ditions  simulating  pulmonary  tuberculosis,”  it 
necessarily  means  that  we  must  take  up  the 
question  of  differential  diagnosis. 

In  the  diagnosis  of  any  thoracic  condition  we 
have  three  methods  at  our  disposal  by  which  we 
have  arrived  at  reasonably  logical  conclusions, 
namely : 

1.  A  carefully  taken  history. 

2.  A  physical  examination,  including  an  .v-ray 
study. 

3.  Laboratory  methods. 

Any  one  of  these  methods  may  give  us  sufficient 
information  in  a  given  case  to  make  a  positive 
diagnosis  of  a  lung  condition.  Any  two  may 
often  give  us  sufficient  evidence.  But  if  we  are 
desirous  of  obtaining  all  possible  information 
from  our  cases,  and  about  our  cases,  we  must 
use  all  the  available  means  at  our  disposal,  name¬ 
ly,  the  three  above  mentioned  methods. 

♦Presented  at  the  Forty-first  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association,  Mitchell,  S.  D., 
May  21-22,  1924. 


In  the  carefully  taken  history  there  are  a  few 
essential  points :  first,  the  history  of  past  pleurisy, 
wet  or  dry.  If  the  pleuritic  attack  is  not  asso¬ 
ciated  with  an  acute  upper  respiration  infection 
or  does  not  follow  in  the  wake  of  a  recent  op¬ 
eration  we  feel  that  such  a  pleurisy  is  due  to 
the  tubercle  bacilli  in  at  least  80  to  85  per  cent 
of  these  cases,  and  such  cases  should  be  treated, 
not  as  a  case  of  pleurisy,  but  as  one  of  manifest 
tuberculosis.  The  tubercle  bacilli  have  formed 
a  lesion  in  the  pleura  the  same  as  if  they  were 
a  stage  farther  on  in  their  destruction  in  the  lung 
tissue  proper,  and  this  is  the  time  to  save  that 
patient.  Such  patients  should  have  absolute 
rest,  and  when  the  symptoms  subside  work  should 
not  be  resumed.  Cases  of  this  nature  must  be 
placed  under  supervision  for  a  long  period  of 
time  after  the  pleurisy  has  subsided,  and  their 
general  life  must  be  regulated. 

The  next  point  in  the  history  is  that  of  hemopty¬ 
sis.  What  is  hemoptysis?  It  is  the  expectora¬ 
tion  of  a  dram  or  more  of  bright,  fresh  blood. 
In  all  probability  that  amount  of  blood  is  intra- 
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pulmonary,  and,  if  it  is  intrapul monary,  a  heart 
lesion  can  usually  be  ruled  out.  It  is  from  a 
pulmonary  tuberculosisl  in  about  75  to  85  per 
cent  of  the  cases. 

The  third  point  in  the  history  is  that  of  fistula 
in  ano,  and  that  may  be  practically  considered 
the  same  as  pleurisy. 

I  am  going  to  mention  only  those  three  points 
in  the  history,  as  I  do  not  wish  to  discuss  points 
to  be  taken  up  by  the  other  speakers  on  the 
program. 

The  physical  examination,  the  second  point,  is 
important,  and  we  must  remember  that  a  phy¬ 
sical  examination  does  not  necessarily  take  half  an 
hour  or  an  hour,  as  we*  have  often  been  told  by 
those  of  us  who  have  suffered  from  specialitis. 
Fifteen  minutes  can  give  you  a  great  deal  of  in¬ 
formation  about  the  chest,  and  do  not  forget  that, 
before  you  consider  anything  you  find  abnormal 
in  the  chest,  ])articularly  with  your  stethoscope, 
the  upper  respiratory  tract  is  an  important  factor 
in  causing  many  of  these  signs.  Any  stenosis 
may  cause  rales  in  the  upper  part  of  the  lung. 
It  is  even  possible  that  it  may  cause  grouped 
rales.  Therefore,  know  the  upper  respiratory 
tract  before  you  give  an  opinion  on  the  lower. 

Third,  remember  that  part  of  this  physical  ex¬ 
amination  should  include  an  x-vay  study.  Why 
do  we  put  the  jr-ray  examination  in  with  the  phy¬ 
sical  ?  We  have  been  taught  that  the  fundamen¬ 
tals  of  diagnosis  are  percussion,  palpation,  aus¬ 
cultation,  but  first  of  all  inspection,  and  we  ex¬ 
amine  the  chest  to  see  if  there  are  any  abnor¬ 
malities  regarding  the  contour,  the  size,  the  type 
of  chest,  irregularities  in  outline,  the  movement, 
and  then  we  go  inside  the  chest  with  our  x-v^y 
and  continue  our  inspection  through  the  medium 
of  the  x-x2,y,  be  that  fluoroscopic  or  by  the  film. 
Remember  that  the  fluoroscope  in  x-xz.y  study  is 
a  register  of  motion.  It  is  true  that  it  will  show 
up  certain  densities  in  the  lung  tissue,  but  do 
not  rely  on  that.  The  stereoscopic  film  is  much 
more  important  and  advantageous,  as  it  shows  up 
in  detail  more  defects  and  you  have  a  permanent 
record  for  your  files. 

Laboratory  methods  are  sadly  neglected.  It 
is  of  interest  to  note  that  frequently  when  some 
suspected  condition  or  symptom  makes  it  advis¬ 
able  for  us  to  have  the  patient  examined,  or  to 
examine  the  patient’s  chest,  we  feel  that  if  we 
have  had  an  ;r-ray  examination  we  have  had 
everything.  No  one  appreciates  the  ;r-ray  more 
than  I  do,  but  do  not  forget  to  have  the  sputum 
examined.  This  is  often  neglected  by  all  of  us, 
and  a  sputum  examination  is  a  very  fundamental 
thing  to  speak  about  in  a  gathering  of  this  type. 


but,  nevertheless,  it  is  often  neglected.  In  cases 
of  doubt,  where  you  have  made  a  number  of 
sputum  examinations  and  found  no  evidence  of 
acid-fast  bacilli,  do  not  forget  the  guinea-pig  in¬ 
oculation.  Send  the  sputum  to  the  State  Board 
Laboratory,  because  when  you  consider  that  you 
can  inject  a  cubic  centimeter  of  sputum  into  the 
peritoneum  of  a  guinea-pig,  and  if  only  a  few 
bacilli  are  j)resent  the  chances  are  that  you  will 
get  a  positive  case  within  six  weeks  time,  you 
can  see  the  advantage  over  the  examination  of 
the  very  small  amount  of  expectoration  that  one 
examines  under  the  microscope  after  picking  it 
up  on  a  platinum  loop,  and  you  can  realize  fully 
what  a  small  amount  is  covered  by  one  ordinary 
examination  of  the  sputum. 

After  all  these  methods  have  been  employed 
I  find  that  a  borderline  case  or  an  early  case  of 
pulmonary  tuberculosis  is  very  difficult  to  diag¬ 
nose.  I  have  no  sympathy  with  the  specialist 
who  is  always  maligning  the  general  practitioner 
because  he  fails  to  make  a  diagnosis  of  tuber¬ 
culosis  in  its  incipiency.  After  twenty  years  in 
the  work  I  feel  a  great  deal  of  hesitancy  in  diag¬ 
nosing  many  cases  of  tuberculosis,  unless  I  have 
certain  signs,  like  grouped  tuberculous  rales  or 
something  definite.  The  first  two  years  it  seemed 
difficult  for  me  to  be  mistaken  in  my  diagnosis. 
Within  the  next  two  years  I  thought  possibly 
that  some  mistakes  were  made.  Since  then  I 
have  learned  how  easy  it  is  to  make  a  mistake. 
Let  us  now  apply  these  three  methods  of  diag¬ 
nosis  to  some  cases  simulating  pulmonary  tuber¬ 
culosis  and  illustrate  the  interesting  points  with 
lantern  slides. 

Slide  1:  Taking  up  lung  pathology  let  us,  for 
convenience  sake,  divide  the  lung  into  three  ver¬ 
tical  zones,  the  inner,  the  middle  and  the  outer; 
and  three  horizontal  zones,  the  lower,  the  middle 
and  the  upper.  We  realize  fully  that  in  the  up¬ 
per  and  outer  third  is  the  most  likely  geographical 
position  for  the  beginning  of  a  pulmonary  tuber¬ 
culosis.  We  realize  also  that,  according  to  our 
early  teachings,  the  base  is  probably  the  least 
likely  location  in  which  to  have  a  pulmonary  tu¬ 
berculosis  confined  to  that  area  alone,  while  a 
few  isolated  tuberculous  lesions  are  confined  to 
the  middle  zone  itself. 

Speaking  of  the  vertical  inner  zone,  or  the 
long  root,  it  is  difficult  to  diagnose  hilum  tuber¬ 
culosis.  There  is  no  group  of  signs  from  the 
physical  examination  that  is  pathognomonic.  We 
can  diagnose  enlarged  bronchial  glands.  The 
.r-ray  examination  does  not  help  us  to  differ¬ 
entiate.  It  shows  definitely  the  size  of  the  glands, 
but  many  things  will  give  enlarged  long  root 
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sig^ns  or  shadows  or  densities,  namely :  upper  re¬ 
spiratory  stenosis,  a  deflected  septum,  and  in¬ 
fected  sinus,  enlarged  and  infected  toxic  tonsils, 
and  certain  types  of  decayed  conditions  in  the 
teeth.  Again,  we  may  get  enlarged  long  root 
zones  from  vocational  conditions,  such  as  dusty 
occupations.  We  may  have  a  congestion  in  this 
area  in  certain  forms  of  cardiac  conditions,  and 
therefore  find  it  hard  to  make  a  differential  diag¬ 
nosis.  It  is  most  difficult  to  prove  that  this  child 
is  suffering  from  a  tuberculous  adenitis.  We  can 
safely  say  that  she  is  suffering  with  symptoms 
which  suggest  a  tuberculous  adenitis  and  should 
be  treated  accordingly. 

We  may  divide  the  pathology  into  two  groups: 
first,  that  type  of  infection  which  involves  bron¬ 
chial  tree  and  leaves  nothing  but  an  enlarged 
bronchial  branch. 

The  next  type  is  the  one  where  the  bronchial 
branches  begin  to  coalesce  and  interlace,  and 
then  you  have  a  definite,  fixed  sign  on  the  ront- 
genogram.  When  that  occurs  in  the  upper  third, 
and  particularly  in  the  outer  third,  with  the  thick¬ 
ened  bronchial  trunk  through  a  long  root  zone, 
we  have  perhaps  our  most  pathognomonic  sign 
of  pulmonary  tuberculosis,  if  we  can  rule  out 
pneumonia. 

After  this  geographic  scheme  we  will  try  to 
apply  it  to  the  cases  which  will  follow,  associ¬ 
ating  with  it  the  three  methods  mentioned  of 
diagnosis. 

Slide  2:  Here  is  a  case  in  which  from  the  phy¬ 
sical  examination  we  have  a  typical  pneumonia. 
There  was  bronchial  breathing,  a  few  fine  rales, 
temperature  of  105°  F.,  a  leukocytosis  of  19,000, 
and  nothing  of  importance  in  the  patient’s  previ¬ 
ous  history.  A  girl  of  twenty-five  was  suddenly 
taken  ill  with  a  typical  syndrome  known  as  in¬ 
fluenza. 

Slide  3:  Here  is  the  same  case  about  four 
weeks  later.  The  physical  examination  shows  no 
abnormal  signs  in  this  right  apex.  You  can  see 
that  the  shadow  has  disappeared  and  the  patient 
is  apparently  restored  to  her  accustomed  health. 
The  history,  the  physical  examination,  and  the 
rontgenogram  all  give  us  a  reasonable  picture  of 
pneumonia.  The  laboratory  in  this  instance  made 
the  differential  diagnosis.  Nine  sputum  exam¬ 
inations  showed  no  acid-fast  bacilli  but  the  guin¬ 
ea-pig  died  of  a  generalized  tuberculosis. 

There  is  a  great  difference  in  what  we  do  in 
this  case  as  regards  treatment.  This  is  a  tuber¬ 
culous  case,  and  in  all  probability  there  was  su¬ 
perimposed  on  it  an  influenza  and  a  broncho¬ 
pneumonia.  Prolonged  treatment  for  an  active 
tuberculosis  is  essential. 


In  the  next  case  symptoms  suggested  some  tox¬ 
emia,  which  lasted  for  about  ten  days,  and  the  ex¬ 
pectoration  of  considerable  pus  with  a  foul  odor. 
Tonsillectomy  was  performed  under  general  anes¬ 
thesia  three  weeks  prior  to  the  discovered  fever. 
I  am  not  saying  which  is  the  better  way  to  remove 
tonsils.  We  get  lung  abscesses  from  other  causes 
than  the  removing  of  tonsils.  Do  not  misunder¬ 
stand  my  statement.  I  am  only  showing  you  this 
case  in  the  way  in  which  it  was  presented  to  me 
when  the  patient  came  in  for  diagnosis.  The 
:r-ray  and  the  physical  findings  are  those  of  a 
tuberculosis,  the  history  is  not,  and,  I  think,  we 
can  assume  that  it  was  not  a  tuberculous  condi¬ 
tion  because  elastic  tissue  was  found  in  the  spu¬ 
tum,  and  the  guinea-pig  inoculation  was  negative 
to  tubercle  bacilli.  When  we  have  elastic  tissue 
in  the  sputum'  we  certainly  have  a  change  in 
the  lung  structure,  and  if  this  occurs  in  con¬ 
nection  with  negative  guinea-pig  inoculation  I 
think  we  are  justified  in  assuming  that  it  is  a 
case  of  non-tuberculous  lung  abscess. 

Slide  4:  This  shows  the  case  three  months 
after  rest  in  bed.  Some  get  them  better  by  pneu¬ 
mothorax,  but  this  is  the  result  of  absolute  rest 
in  bed. 

Slide  5:  Here  is  another  case  which  is  con¬ 
fusing  to  those  of  us  who  are  attempting  to  prac¬ 
tice  internal  medicine.  Dr.  Dunn  would  spot 
this  immediately.  This  boy  is  nineteen  years  of 
age.  His  previous  and  family  history  are  neg¬ 
ative  regarding  tuberculosis.  He  came  for  diag¬ 
nosis  on  account  of  hemoptysis.  He  had  expec¬ 
torated  a  considerable  amount  of  bright,  fresh 
blood,  the  Rontgen  findings  which  you  see  show 
considerable  coalesing  markings  in  the  upper  left 
lung,  and  to  some  extent  on  the  right,  with  the 
bases  reasonably  clear.  Rffies,  increased  on  cough 
were  elicited  in  the  upper  left  lung,  such  findings 
were  characteristic  of  pulmonary  tuberculosis. 
But  the  patient  showed  a  distinct  mitral  insuf¬ 
ficiency,  and  digitalis  with  three  months  in  bed 
practically  cleared  up  the  symptoms,  .r-ray  evi¬ 
dence  and  physical  signs.  This  is  shown  to  illus¬ 
trate  to  you  that  venous  congestion  does  not 
necessarily  confine  itself  to  the  base  in  cardiac  or 
circulatory  conditions.  It  may  go  up  to  the  apex 
and  confine  itself  to  that  region  alone.  Of  course, 
this  is  the  exception  and  in  the  ordinary  cases 
we  find  it  at  the  base,  but  here  we  see  it  simu¬ 
lating  tuberculosis. 

Slide  6:  The  next  case  represents  a  density  in 
the  upper  right  lung  associated  with  feeble  breath 
sounds  but  no  rales  were  heard.  On  percussion 
there  was  decreased  resonance,  and  there  was  an 
afternoon  fever  of  100.6°  to  101°  F. ;  the  post- 
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mortem  revealed  secondary  carcinoma.  Fever 
is  a  very  common  symptom  of  thoracic  malig¬ 
nancy. 

Slide  7 :  Here  is  another  case  which  I  was  sure 
was  tuberculosis.  Why?  The  patient’s  father 
died  of  tuberculosis.  There  was  decreased  re¬ 
sonance  on  percussion.  True,  there  were  no 
rales.  It  was  at  the  time  when  we  used  plates  in¬ 
stead  of  films  in  the  ;r-ray  work,  and  the  odd 
plate  was  broken.  A  single  plate  was  read  and  a 
diagnosis  of  tuberculosis  was  made.  The  patient 
returned  in  two  weeks,  when  I  made  another  ex¬ 
amination  which  included  a  stereoscopic  view, 
and  it  revealed  an  exostosis  of  the  clavicle  and 
first  and  second  ribs.  Let  no  one  tell  you  that  a 
single  x-rsiy  chest  film  is  as  important  or  as  valu¬ 
able  as  a  stereogram. 

Slide  8:  This  is  a  case  illustrating  what  some¬ 
times  occurs  in  young  adults  from  fifteen  to 
twenty-five  years  of  age,  a  condition  which  is 
difficult  of  diagnosis  and  is  often  overlooked. 
This  patient  had  a  negative  family  history,  an 
unimportant  personal  history,  and  was  in  perfect 
health  until  an  attack  of  influenza  during  the  epi¬ 
demic,  and  tubercle  bacilli  were  found  in  the 
sputum.  Grouped  rales  were  found  in  the  back, 
and  you  see  the  coalescing  shadow  extending 
horizontally  out  from  the  right  root  zone  with 
both  apices  apparently  clear.  I  have  followed 
this  case  for  a  year,  and  the  patient  is  recovering. 
The  geographical  situation  is  in  the  lung  with 
the  base  and  apex  clear,  an  atypical  position,  an 
unusual  onset,  and  our  lesson  in  this  case  is,  al¬ 
ways  examine  the  sputum  in  cases  of  acute  upper 
respiratory  infections. 

Slide  9:  This  slide  shows  you  the  chest  of  a 
man  aged  sixty-seven  who  was  going  around  with 
his  own  diagnosis  of  chronic  bronchitis  and  re¬ 
ceiving  little  or  no  relief  from  Florida,  from 
Arizona,  or  from  some  of  the  various  cults. 
Here*  (indicating)  is  a  round  distinct  cavity, 
grouped  rales  were  easily  elicited  over  this  area, 
and  prolonged,  blowing  breath  sounds  were  quite 
easily  obtained;  and  yet  he  had  no  involvement 
of  the  apices  or  the  left  lung,  but  he  had  tubercle 
bacilli  in  his  sputum. 

Slide  10:  I  had  just  finished  a  very  interesting 
talk  to  the  father  of  this  young  man  and  told  him 
he  was  suffering  from  chronic  lung  abscess.  He 
has  all  the  cardinal  symptoms  of  lung  abscess 
following  pneumonia  two  years  prior  to  this.  He 
has  the  typical  fetid  expectoration,  and  he  can, 
by  changing  position,  empty  this  cavity  when  full, 
or  partly  full.  After  the  sputum  examination 
came  back  negative  I  felt  satisfied  in  giving  an 
opinion.  Then  the  next  examination  and  all 


others  showed  many  tubercle  bacilli  in  the  spu¬ 
tum.  Repeated  sputum  examinations  are  neces¬ 
sary. 

Slide  11:  Here  is  something  about  the  lung 
root  zones.  The  history  in  the  case  showed  that 
the  child  had  been  exposed  to  tuberculosis.  The 
physical  examination  revealed  some  rales  over 
this  area  (indicating),  but  the  rontgenogram 
showed,  as  you  can  see,  the  quite  definitely  en¬ 
larged  lung  root  zone  on  this  side  (indicating), 
and  all  the  appearance  of  tuberculous  change. 

Slide  12:  Here  is  the  same  thing  forty-eight 
hours  later,  showing  more  than  one-half  diminu¬ 
tion  in  the  size  of  this  lung  root.  I  am  satisfied 
that  this  was  a  low-grade  hilum  pneumonia.  On 
questioning  the  parents  carefully  it  was  found 
that  the  child  was  exposed  to  some  other  children 
who  were  suffering  from  an  epidemic  of  right 
upper  lobe  pneumonia.  I  show  it  to  help  us  to 
be  careful  before  making  a  diagnosis  of  chronic 
adenopathy  in  children. 

Slide  13:  Here  is  the  picture  of  a  young  man 
who  had  a  frank  pulmonary  hemorrhage.  He 
was  nineteen  years  old,  and  the  family  history 
showed  definite  signs  of  frequent  exposures  to  an 
open  case  of  tuberculosis  in  the  family.  There  was 
no  evidence  of  any  abnormality  from  the  physical 
examination  or  rontgenographic  findings  and  no 
expectoration,  yet  here  (slide  14)  showing  frank 
right  lung  root  enlargement,  is  the  same  case 
two  months  later  without  any  evidence  of  the 
appearance  of  symptoms,  except  slight  after¬ 
noon  fever.  I  feel  satisfied  that  in  this  case  we 
are  dealing  with  glandular  tuberculosis,  and  this 
boy  should  be  treated  accordingly,  and  parents 
have  been  so  advised. 

Slide  15:  This  brings  us  into  cases  of  enlarged 
lymph  tissue  in  the  thoracic  area.  This  is  Hodg¬ 
kin’s  disease.  There  are  three  types  that  we  may 
meet :  the  type  we  know  so  well  with  the  enlarged 
cervical  glands ;  another  type  with  the  enlarged 
bronchial  glands  with  nothing  in  the  cervical  re¬ 
gion;  and  the  third  group  with  or  without  fluid 
in  the  chest.  In  this  instance  we  have  the  type 
of  bronchial  enlargement  minus  the  cervical,  plus 
the  fluid.  You  can  see  that  the  diagnosis  here 
is  a  little  difficult  because  nearly  all  of  this  type 
of  cases  will  show  a  definite  elevation  of  tem¬ 
perature,^ — 99.2°  to  100°  to  101°  F.,  daily.  Nat¬ 
urally,  the  patient  has  cough  and  an  expectora¬ 
tion  from  pressure.  The  diff'erential  diagnosis  can 
be  helped  very  little  by  repeated  blood  examina¬ 
tion.  The  Wassermann  reaction  in  this  case  is 
negative,  but  on  deep  .;r-ray  therapy  this  patient 
showed  a  very  dramatic  change  in  forty-seven 
days.  That,  I  think,  is  quite  an  important  point 
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in  differentiating  between  thoracic  malignancy 
with  a  large  amount  of  glandular  enlargement 
and  Hodgkin's  disease.  When  you  have  a  malig¬ 
nant  mass  here  (indicating)  the  deep  .r- ray  ther¬ 
apy  does  not  melt  it  away  in  so  short  a  time  as 
in  cases  of  Hodgkin’s  disease,  so  I  think  this 
may  be  considered  as  a  diagnostic  point. 

Slide  16:  Here  is  another  case  of  Hodgkin’s 
disease,  to  show  you  a  different  type.  This  is  a 
combination  of  cervical  and  bronchial  enlarge¬ 
ment,  and  three  months  later  the  result  of  deep 
jr-ray  therapy.  All  these  cases  which  T  have 
shown  you  have  had  a  general  examination 
consisting  of  urinalysis,  chemical  and  microscopic, 
complete  blood  chemistry,  blood  pressure,  CO2, 
thorough  examination  of  the  nose,  throat,  teeth 
and  tonsils,  blood  Wassermann,  and  a  fluoroscopic 
study  of  the  chest ;  then  the  internist  has  gone 
over  the  chest  very  carefully  from  the  standpoint 
of  general  medicine,  and  the  patient  has  then 
been  referred  to  my  department  for  a  clinical 
study  of  the  chest,  so  I  am  only  pointing  out  to 
you  the  positive  findings. 

Slide  17:  Now  we  come  to  surgery  of  the 
chest.  This  patient  has  a  cough  of  four  months 
duration.  She  is  a  nurse,  twenty-eight  years  old, 
and  has  been  having  some  elevation  of  temper¬ 
ature  for  four  or  five  months,  but  her  tempera¬ 
ture  never  has  gone  above  100°  F.  She  is  very 
nervous  and  is  afraid  she  has  tuberculosis.  The 
physical  examination  was  negative,  the  history 
was  negative,  and  the  laboratory  findings  were 
negative ;  but  in  the  rontgenogram  we  see  a  cer¬ 
vical  rib.  Does  this  cervical  rib  cause  pressure, 
and  has  it  anything  to  do  with  the  cough?  The 
upper  respiratory  tract  is  normal.  We  told  the 
lady  just  what  we  had  found,  and  stated  that  we 
did  not  know  whether  it  caused  the  cough  or 
not.  She  said,  “Let  us  take  the  rib  out,”  so  Dr. 
Case  and  I  proceeded.  We  removed  the  rib  but 
found  that  the  floating  end  was  adherent  to  the 
pleura,  and  in  taking  it  out  we  caused  a  collapse 
of  the  lung — proving  conclusively  that  there  were 
no  tuberculous  adhesions.  This  patient  two  and 
a  half  hours  afterward  developed  respirations  of 
over  60,  her  temperature  ran  up  to  104°  F.,  and 
she  became  cyanotic.  We  placed  a  needle  in  the 
lower  part  of  the  lung  and  started  the  motor 
running,  just  as  if  we  were  pumping  fluid  out. 
Whether  we  did  any  good  or  not,  I  do  not  know, 
but  here  (indicating  Slide  18  showing  a  reex¬ 
panded  lung  with  cessation  of  symptoms)  is  the 
case  three  hours  later.  This  occurred  four  years 
ago,  and  she  has  had  no  signs  of  tuberculosis 
since.  I  am  not  saying  that  the  cervical  rib 
caused  the  cough,  but  she  has  been  cured. 


We  sometimes  find  an  enlarged  thyroid  pres¬ 
sing  on  the  trachea  and  causing  very  serious 
symptoms  in  the  form  of  embarrassed  respira¬ 
tory  function. 

Slide  19:  Here  is  a  large  thyroid  weighing 
about  one  and  a  half  pounds,  and  you  can  see 
the  calcification  around  it. 

Slide  20:  We  have  here  the  case  of  a  man 
who  had  empyema  following  pneumonia,  of 
eight  months’  duration.  He  had  some  paste  here 
(indicating)  and  proceeded  to  cough  the  paste 
up,  proving  that  he  had  a  bronchial  fistula.  I 
know  it  is  not  considered  good  form  to  fill  these 
with  paste,  but  this  was  done  five  years  ago  so 
I  trust  I  may  be  forgiven.  We  filled  it  so  full 
of  paste  that  some  of  it  must  have  stuck,  the  pa¬ 
tient  was  placed  on  complete  rest  for  five  months, 
and  he  is  clear,  showing  the  value  of  rest  in 
some  conditions  other  than  tuberculosis. 

Slide  21:  This  is  another  case  of  a  heart  con¬ 
dition,  emphasizing  the  fact  that  Dr.  Dunn 
brought  out,  that  rest  in  bed  is  a  very  important 
procedure.  You  can  see  that  there  is  a  venous 
congestion  at  both  bases  with  fluid  in  the  left 
pleural  cavity.  The  next  slide  shows  the  im¬ 
proved  condition  after  six  weeks  in  bed  without 
digitalis. 

Slide  22:  I  am  showing  you  this  because  I 
know  you  are  interested  in  this  condition,  and 
that  is  pneumoconiosis.  I  show  you  this  because 
your  worthy  President  gave  me  a  very  important 
point  yesterday,  that  whenever  he  found  grouped 
rales  in  these  cases  he  felt  very  sure  in  saying 
tuberculosis.  The  im])ortant  thing  about  that  is 
that  in  these  cases  they  are  reasonably  free  from 
rales  in  the  earlier  stages,  and  you  are  very  dra¬ 
matically  surprised  when  the  rontgenologist  shows 
you  the  rontgenogram  and  you  see  such  an  ex¬ 
tensive  density  as  this.  That  tuberculosis  is  a 
complication  of  pneumoconiosis  cannot  be  dis¬ 
puted.  Whether  it  is  a  forerunner  or  a  follower 
I  cannot  say.  My  belief  is  that  the  patient  ag¬ 
gravates  glandular  tuberculosis,  which  spreads 
along  the  lung  tissue,  and  as  the  circulation  is  not 
good  it  makes  a  rapid  advance  into  the  pneumo- 
coniotic  tissue. 

Slide  23:  This  is  a  definitely  enlarged  thymus 
in  a  child  having  all  the  symptoms  found  in  such 
a  condition.  Deep  .ar-ray  therapy  relieved  the 
symptoms  and  diminished  the  thymus  in  size. 

Slide  24:  In  this  illustration,  we  have  a  case 
of  a  man  of  two  hundred  and  ten  pounds  seeking 
relief  of  cough  of  over  four  years  duration.  He 
has  some  afternoon  rise  in  temperature.  He  has 
some  expectoration,  and  is  negative  to  guinea-pig 
inoculation.  His  Wassermann  reaction  was  anti- 
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complimentary  the  first  time  and  also  the  second. 
Physical  examination  showed  a  dense  change  at 
the  base  of  the  left  lung  in  the  form  of  increased 
percussion  note,  and  the  breath  sounds  were 
feeble,  no  rales  being  present.  The  dulness  was 
very  pronounced.  A  provocative  arsphenamin 
injection  has  resulted  in  a  positive  Wassermann 
reaction  ever  since,  and  under  antisyphilitic  treat¬ 
ment,  you  see,  the  same  case  here  six  months 
later.  The  left  base,  as  you  see,  is  entirely  clear. 
Physical  examination  is  negative ;  the  patient  has 
lost  his  symptoms  and  is  apparently  well.  I  am 
not  saying  that  this  is  a  syphilitic  lung,  but  the 
action  of  this  lesion  under  antisyphilitic  treat¬ 
ment  suggests  luetic  gumma. 

Slide  25:  Here  is  the  same  type  of  case  show¬ 
ing  an  extensive  lesion  in  the  base  of  the  right 
lung  and  to  some  extent  on  the  other  side, 
a  few  rales,  and  a  positive  Wassermann  reaction. 
Some  of  these  cases  have  been  reported  as  pul¬ 
monary  syphilis.  This  case  was  examined  later 
at  post-mortem  and  it  proved  to  be  a  typical 
brown  induration  due  to  myocardial  degenera¬ 
tion.  Syphilis  of  the  lung  is  very  rare,  regardless 
of  what  we  have  read  in  many  articles. 

Slide  26:  Here  is  the  case  of  a  woman  twenty- 
nine  years  old,  whose  history  is  unimportant. 
Physical  examination  showed  a  typical  pneumo¬ 
nia  in  the  left  apex,  and  the  rdntgenogram  con¬ 
firmed  it.  The  patient  was  not  acutely  ill.  She 
had  been  expectorating  some  blood-streaked  spu¬ 
tum  for  several  weeks  and  went  to  a  nose  and 
throat  specialist  to  see  if  there  was  anything  in 
the  upper  respiratory  tract  to  account  for  this. 
The  upper  respiratory  tract  was  negative,  and 
we  see  here  an  interesting  case.  On  this  side 
(indicating)  practically  no  air  could  get  into  the 
lung.  It  is  a  blocked  bronchus. 

Slide  27 :  Here  is  the  same  case  thirty-four 
days  later.  This  density  in  left  apex  still  per¬ 
sists,  but  you  see  the  size  of  the  right  lung  root 
has  increased  (indicating)  ;  this  triangular  type  of 
lesion  with  the  base  toward  the  long  root,  definite 
in  outline,  is  very  suggestive  of  malignancy. 
That  patient  died  four  days  after  the  last  ex¬ 
amination,  or  seventy-two  days  after  she  was 
first  observed,  of  sarcoma,  so  far  as  we  could 
determine  of  primary  type,  verified  by  Dr. 
Warthin. 

Slide  28:  This  is  the  case  of  a  brakeman 
off  work  for  two  weeks.  He  developed  a  cough 
and  had  afternoon  fever.  The  condition  was 
diagnosed  as  tuberculosis  because  the  physical 
signs  were  quite  definite.  The  rdntgenogram 
gives  definite  evidence  of  malignancy  here  (in¬ 
dicating).  The  same  case  at  the  post-mortem 


twenty-nine  days  later  showed  primary  sarcoma 
so  far  as  could  be  determined.  When  we  say 
that  pulmonary  and  mediastinal  sarcoma  are  of 
long  duration  we  are  mistaken. 

Slide  29:  Here  is  the  primary  lesion  in  this 
case  (indicating),  carcinoma.  Here  are  the 
definite  nodules,  very  distinct,  round,  cherry-like 
shadows  seen  in  the  lung,  and  the  metastases  re¬ 
spond  readily  to  deep  jr-ray  therapy,  while  the 
primary  lesions  do  not. 

Slide  30:  Here  is  a  type  of  calcification  in  the 
whole  side  of  this  chest,  one  solid  mass,  as  if 
it  has  been  placed  there  with  plaster  of  Paris. 
This  is  only  to  show  you  what  Nature  will  do  in 
restoring  and  protecting  the  lung  and  pleura. 
This  patient  gave  a  history  of  pleurisy  fourteen 
years  before,  necessitating  incapacity  and  rest 
for  over  seven  months.  You  can  see  the  cal¬ 
careous  deposit  up  in  this  lung,  and  three  weeks 
later  she  came  in  to  me  with  over  one  hundred 
lung  stones  which  she  had  expectorated. 

Slide  31:  Here  is  a  case  I  wish  to  show  you 
to  illustrate  a  calcification  of  the  pericardium, 
which  is  not  common.  Only  ninety-one  cases 
have  been  mentioned  in  the  literature  and  Dr. 
Case  reported  this  one  a  year  ago. 

I  wish  to  say  a  word  or  two  of  the  value 
of  visualizing  a  posterior  mediastinum.  This 
man  (Slide  32)  has  all  the  symptoms  of  angina. 
The  anterior  rontgenogram  does  not  show  any¬ 
thing  very  alarming  in  a  patient  of  sixty-two 
years.  The  aorta  is  hooked  a  little,  and  the  hook¬ 
ing  of  the  aorta  suggests  pressure,  but  here  on 
the  oblique  visualization  you  can  see  the  calci¬ 
fication  in  the  walls  outlining  both  the  anterior 
and  posterior  border  of  the  entire  thoracic  aorta. 

Slide  32:  Again,  you  would  hardly  realize 
from  this  anterior  exposure  of  the  chest  by  .r-ray 
that  this  aneurysm  here  (indicating)  was  caus¬ 
ing  definite  pressure,  atrophy  in  the  fifth  dorsal 
vertebra,  and  accounting  for  a  persistent  pain 
which  the  patient  had  for  four  years  between  the 
shoulder  blades.  This  is  a  syphilitic  condition 
in  a  man  sixty-two  years  old,  and  we  feel  that 
in  a  normally-sized  heart  when  we  find  an  aneu¬ 
rysm  of  the  aorta  it  is  more  likely  than  not  to 
be  of  syphilitic  origin. 

Slide  33:  Here  we  have  a  definite  thickening 
of  the  whole  aorta,  while  the  anterior  view  (in¬ 
dicating)  is  seemingly  a  normal  condition. 

Slide  34:  The  anterior  view  of  this  case, 
another  one  of  angina  of  the  true  type ;  and  this 
aorta  is  hooked  to  the  left  very  definitely.  The 
heart  is  not  markedly  enlarged  but  on  the  oblique 
film  we  have  a  tortuosity,  enlargement,  and 
thickening. 
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Slide  35:  This  would  have  been  entirely 
missed  on  the  anterior  exposure  and  is  a  localized 
dilatation  running  out  in  front  of  the  descending 
aorta,  and  on  the  oblique  view  you  can  see  the 
peach-shaped  bulging  of  the  aneurysmal  sac. 

Slide  36:  This  is  a  foreign  body  in  the  left 
bronchus.  It  is  very  hard  to  distinguish  in  the 
anterior  view.  This  is  not  a  bullet,  but  the  steel 
tip  of  a  lead  pencil  swallowed  some  years  ago 
by  an  energetic  young  woman,  and  it  was  re¬ 
covered  by  Chevalier  Jackson. 

Slide  37:  This  is  not  an  enlarged  heart  but  an 
abscess  in  the  mediastinum  proven  by  recovering 
pus  with  the  needle. 

Slide  38:  This  is  a  far-advanced  tuberculosis 
with  a  pericardial  effusion.  The  patient  is  ex¬ 
tremely  short  of  breath,  and  patients  do  not  walk 
into  your  office  extremely  short  of  breath  from 
tuberculosis.  In  endeavoring  to  remove  this  fluid 
the  patient  coughed,  the  tube  became  discon¬ 
nected,  and  we  got  air  in  the  pericardium  (in¬ 
dicating).  You  can  see  the  pericardium  and  the 
advanced  tuberculosis.  After  removing  the  air 
and  the  fluid  we  practically  brought  the  peri¬ 
cardium  down  on  the  heart  and  we  see  a  nor¬ 
mal  size  heart. 

I  thank  you  very  much.  ( Prolonged  applause.) 


MISCELLANY 


THE  ABRAMS  METHOD  OF  DIAGNOSIS 
AND  TREATMENT  REPUGNANT  TO 
SCIENTIFIC  MEDICINE 

We  publish  at  the  request  of  the  Aberdeen 
(S.  D.)  District  Medical  Society  and  we  do  so 
gladly  the  charges  made  against  Dr.  Sigmond 
Rosenthal,  of  Aberdeen,  leading  to  his  expulsion 
from  the  Society,  giving  also  a  copy  of  the  paper 
upon  which  the  Board  of  Censors  based  their 
findings. 

We  cannot  but  recognize  the  ability  of  Dr. 
Rosenthal  so  to  mingle  truths,  half  truths,  and 
falsehoods  as  apparently  to  justify  conclusions 
that  will  deceive  the  ordinary  reader;  and  we 
must  not  overlook  the  ability  of  the  Board  of 
Censors  to  present  a  case  that  fully  justifies 
their  action  in  expelling  from  their  society  a  man 
who  by  teaching  and  practice  is  a  menace  to  the 
health  and  the  lives  of  his  patients  and  to  the 
health  of  the  community. 


A  COPY  OF  THE  CHARGES 

Aberdeen,  S.  D.,  June  14,  1924. 

Dr.  W.  A.  Rates, 

Secretary  of  the  Aberdeen  District  Medical  Society, 
Aberdeen,  South  Dakota. 

Dear  Doctor; 

I  herewith  prefer  charges  of  gross  misconduct 
against  Dr.  Sigmond  Rosenthal,  of  Aberdeen,  South 
Dakota,  and  submit  the  enclosed  copy  of  the  Aber¬ 
deen  Evening  Nezvs  of  June  13,  1924,  page  4,  under  the 
title  “Letters  to  The  Editor,  Heredity  in  Chicago 
Murder  Case,”  as  evidence. 

I  ask  that  these  charges  be  taken  up  through  the 
proper  channels  as  prescribed  by  the  by-laws  of  our 
Society. 

Yours  very  truly, 

(Signed)  R.  D.  Alway,  M.D. 

A  COPY  OF  THE  FINDINGS  OF  THE  BOARD 
OF  CENSORS 

Honorable  Members  of  Aberdeen  District  Medi¬ 
cal  Society: 

In  pursuance  of  your  orders  to  examine  the 
charges  of  gross  misconduct  perferred  against  our 
member  Dr.  Sigmond  Rosenthal,  your  Board  of 
Censors  has  the  following  to  report: 

Dr.  Sigmond  Rosenthal  wrote  and  caused  to  be 
published  in  the  Aberdeen  News  June  13,  1924,  an 
article,  in  which  he  gives  credence  to  the  teachings 
of  one  Dr.  Abrams,  of  San  Francisco,  and  suggests 
the  use  of  Electronic  Medicine.  He  is  also  reported 
to  be  using  this  form  of  treatment,  making  of  it  a 
specialty  in  his  practice. 

Your  Board  of  Censors  took  up  a  study  of  elec¬ 
tronic  medicine  as  promulgated  by  Dr.  Albert 
Abrams  and  find  it  void  of  any  scientific  bases  and 
an  absolutely  fraudulent  and  incompetent  method 
of  treatment. 

We  base  our  opinion: 

On  the  American  Medical  Journal  October  27,  1923, 
and  December  8,  1923. 

On  a  report  of  the  San  Francisco  Medical  Society. 

Upon  the  study  arid  personal  tests  made  by  Dr. 
Paul  H.  de  Kruif,  well-known  laboratory  specialist 
of  New  York,  who  published  his  verdict  in  the 
Hearst  International. 

On  the  examination  and  study  made  by  a  commis¬ 
sion  of  men  appointed  by  the  Sientific  American  Mag¬ 
azine,  who  studied  the  entire  teachings  of  Dr.  Abrams 
from  a  physiological,  biological  and  physics  stand¬ 
point,  and  their  studies  extending  over  an  entire 
year  and  their  verdict  as  found  in  the  September 
issue  of  the  Scientific  American. 

Upon  exposure  made  in  the  Dearborn  Independent, 
the  Ford  Special  Newspaper. 

The  above  proof  of  the  incompetency  of  this  meth¬ 
od  of  diagnosis  and  treatment  seems  to  us  sufficient. 

Your  board  also  condemns  the  writing  and  print¬ 
ing  of  such  an  article  in  the  daily  papers,  which  was, 
to  all  intents  and  purposes,  only  an  advertising 
scheme. 

It  is  an  unfair  and  unscrupulous  form  of  compe¬ 
tition,  and  contrary  to  medical  ethics. 

For  the  above-mentioned  reasons  we  the  under¬ 
signed  Board  of  Censors  therefor  recommend  that 
Dr.  Sigmond  Rosenthal  be  expelled  from  member¬ 
ship  in  this  Society. 
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We  also  recommend  that  the  Society  take  steps, 
through  the  State  Board  of  Medical  Examiners, 
to  have  his  license  revoked  as  well  as  the  re¬ 
voking  of  the  license  of  all  practitioners  who  em¬ 
ploy  this  method  of  diagnosis  and  treatment  in  the 
State  of  South  Dakota. 

We  base  this  recommendation  on  the  precedent 
set  by  a  resolution  which  was  introduced  before  the 
Ohio  State  Board,  which  reads  as  follows: 

Whereas,  Numerous  complaints  are  being  re¬ 
ceived  concerning  the  use  of  the  Abrams  treatment 
in  the  diagnosis  and  treatment  of  disease,  and 

Whereas,  the  investigations  of  scientific  men  in 
the  medical  and  allied  professions  agree  that 
the  diagnosis  and  treatment  of  disease  by  the  so- 
called  Abrams’  method  or  electronic  medicine  is 
wholly  unscientific  and  without  value,  therefore,  be  it 

Resolved,  That  the  Ohio  State  Medical  Board  is 
of  the  opinion  that  its  employment  in  diagnosis  and 
treatment  of  disease  should  be  suppressed. 

Further,  the  Secretary  of  the  State  Medical  Board 
is  directed  to  cite  all  practitioners  who  continue  to 
employ  this  method  in  the  diagnosis  and  treatment 
of  disease  to  show  cause  why  their  certificates  to 
practice  in  the  State  of  Ohio  should  not  be  revoked. 

Respectfully  yours, 

(Signed)  J.  O.  F.  Kraushaar,  M.D. 

T.  P.  Ranney,  M.D., 

J.  F.  Adams,  M.D. 

A  COPY  OF  DR.  ROSENTHAL’S  ARTICLE 

From  Aberdeen  Evening  Nezvs,  Friday,  June  13,  1924. 

Heredity  in  Chicago  Murder  Case 

Editor  of  the  The  News: — Last  week  the  Chicago 
papers  stated  that  the  sins  of  the  children  fell  upon 
the  parents.  I  differ  with  them,  and  so  does  the  Bible. 
T^eopold  and  Imeb,  the  two  degenerates,  who  killed 
Robert  Franks,  on  May  21,  and  who  confessed  their 
crime,  are  brilliant  students,  or  post-graduate  stu¬ 
dents,  of  the  University  of  Chicago.  They  planned 
their  deed  for  months,  as  evidence  given  by  them¬ 
selves.  Now  I  am  not  going  to  defend  or  incrimin¬ 
ate  these  two  murderers,  but  I  want  to  give  the 
cause  of  their  crime,  as  it  appears  to  my  mind  as  an 
M.  D.  and  electronic  physician,  and  to  suggest  treat¬ 
ment  for  the  prevention  of  crime,  and  so  in  turn 
relieve  the  burden  of  the  taxpayers,  who  are  taxed 
for  the  upkeep  of  all  institutions  for  the  unfit  millions 
in  the  army  of  the  insane,  epileptic,  feeble-minded, 
high-grade  morons  and  criminals. 

A  duty  and  a  privilege  presents  themselves  to 
preachers,  teachers,  lawyers  and  to  the  medical  pro¬ 
fession,  and  especially  to  those  physicians  who  prac¬ 
tice  the  electronic  reactions  of  Abrams,  to  pay 
greater  attention  to  the  children  of  to-day,  who  will 
make  up  the  citzenship  of  tomorrow.  Too  little  at¬ 
tention  has  been  paid  to  moulding  the  bodies  and 
training  the  minds  of  these  coming  men  and  women. 

The  training  of  a  child’s  mind  is  dependent,  to  a 
great  extent,  upon  a  clean  and  healthy  body,  and 
the  perfection  or  imperfection  of  his  body  depends 
upon  the  kind  of  stock  from  which  he  springs,  and 
his  very  early  physical  training  and  attention. 

The  ancient  law-giver  announced  that  the  sins  of 
the  fathers  should  be  visited  upon  the  children  unto 
the  third  and  fourth  generations,  and  Dr.  Abrams 


explains  this  by  saying:  “We  are  all  omnibuses  in 
which  our  ancestors  ride.” 

Both  in  the  United  States  and  abroad,  the  rigid 
examinations  given  to  recruits  and  conscripts  during 
the  World  War  told  a  tale  of  weakness  and  of  lack 
that  is  too  well  known  to  need  elaboration  here. 

Statistics  show  that  the  present  generation  as  a 
whole,  presents  a  lamentable  deficiency  in  physical 
makeup  and  in  a  great  many  instances,  a  dwarfing 
of  mental  capacity.  This  is  due  both  to  inherited 
weakness  and  to  lack  of  proper  training  in  early 
childhood. 

At  this  time  we  wish  to  deal  only  with  the  inher¬ 
ited  weakness,  or,  as  Dr.  Albert  Abrams  calls  this 
toxic  condition,  “diminished  resistance.”  This  refers 
to  a  toxic  element  or  poison  found  in  the  general 
blood  stream,  which  lowers  the  resistance  of  an 
individual  and  makes  him  more  or  less  susceptible 
to  the  many  diseased  conditions  to  which  the  human 
race  is  heir. 

This  toxic  condition  may  also  have  an  effect  upon 
the  different  organs  and  glands,  which  have  to  do 
with  the  normal  functioning  power  of  the  body,  and 
modify  their  activity — either  lessening  or  increasing 
it — to  such  an  extent  that  health  is  impaired. 

Dr.  Abrams  has  said,  and  clinical  observation  has 
proved,  that  this  toxic  condition  of  the  blood,  or 
“diminished  resistance,”  is  “the  father  of  disease.” 
In  other  words,  most  diseased  conditions  are  de¬ 
pendent  upon  this  basic  soil  for  their  growth  and 
development. 

Observation  has  shown  that  cancer,  tuberculosis 
and  many  other  pathologic  conditions  do  not  de¬ 
velop  unless  this  general  blood  condition  is  present. 
Examination  of  thousands  of  individuals  indicates 
that  this  “diminished  resistance”  prevails  in  all  of 
us.  The  only  reason  that  we  do  not  all  show  physi¬ 
cal  or  mental  evidence  of  it,  is  that  some  of  us  have 
enough  vitality  within  us  to  hold  the  “diminished 
resistance”  in  abeyance  of  that  in  some  individuals 
the  amount  present  is  very  slight. 

Of  what  importance  are  these  facts  in  relation  to 
future  generations?  In  us  who  are  older — who  have 
partly  served  our  purpose  in  life,  and  whose  bodies 
have  become  accustomed  to  function  to  a  fair  de¬ 
gree  in  the  presence  of  this  toxic  condition,  it  is 
not  so  vitally  important  that  immediate  steps  be 
taken  to  rid  the  body  of  “diminished  resistance,”  un¬ 
less  it  be  to  insure  the  purity  of  our  offspring  or  in 
the  event  of  some  specific  disease  which  is  depend¬ 
ent  upon  it  for  growth. 

But  the  children  of  today  present  an  entirely  dif¬ 
ferent  problem  and  everything  that  can  be  done  to 
insure  their  well-being  in  every  respect  should  be 
done,  for  they  will  have  to  bear  the  burdens  of  state 
tomorrow.  Many  a  child  born  today,  is  already 
headed  for  the  penitentiary,  for  the  home  for  the 
demented,  or  for  long  years  of  sickness  just  because 
of  his  tainted  (not  sainted)  forebears  a  generation 
or  two  back.  The  child  has  this  toxic  condition  in 
his  blood  stream.  It  weakens  certain  parts  of  the 
body,  which  do  not  develop  normally,  and  thus  the 
path  is  partially  marked  out  for  his  future  life. 

Of  course  the  child  would  have  had  a  clean  start 
if  this  “diminished  resistance”  could  have  been 
cleaned  out  of  his  forebears,  but  since  that  was 
not  done,  the  best  we  can  do  is  to  eliminate  these 
resistance  lowering  toxins  from  the  child’s  body  and 
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give  him  as  good  a  chance  as  possible  to  develop 
into  a  normal,  healthy  individual,  in  spite  of  his  in¬ 
heritance. 

If  this  basic  soil  be  removed  in  infancy  or  early 
childhood,  it  will  tend  to  prevent  further  weakening 
of  body  resistance  and  function,  and  to  a  great  ex¬ 
tent  remove  the  possibility  of  contracting  the  many 
ills  and  diseases  of  early  childhood.  If  this  cleaning- 
out  process  were  made  universal,  the  next  genera¬ 
tion  or  two  would  show  such  marked  improvement 
in  physical  and  mental  well-being,  that  our  poor- 
houses,  prisons  and  insane  asylums  would  be  almost 
vacant. 

A  murderer  has  a  diseased  brain  and  a  thief  has 
a  twisted  sense  of  right  or  wrong.  In  both  instances 
that  toxic  condition,  “diminished  resistance,”  is  one 
of  the  exciting  agencies  producing  the  thought  be¬ 
hind  the  act. 

Dr.  Albert  Abrams  spent  twenty  years  of  hard 
work,  study,  experimentation  and  research,  in  per¬ 
fecting  a  method  that  would  detect,  identify  and 
measure  diseased  conditions  of  the  body  and  then 
clean  them  out.  Although  his  method  of  diagnosis 
and  treatment  is  only  in  its  infancy,  great  good  has 
already  been  done,  and  many  people  are  now  well 
who  would  otherwise  have  been  gone  and  for¬ 
gotten. 

One  of  the  greatest  possibilities  offered  by  the 
Abrams  discoveries  and  methods,  is  through  the 
work  we  can  do  today  with  our  children,  making  it 
possible  for  them  to  develop  into  healthy  and  happy 
men  and  women. 

Further  in  dealing  with  the  great  army  of  delin¬ 
quents  and  criminals  it  has  been  often  suggested  that 
crime  is  the  direct  result  of  some  structural  malfor¬ 
mation.  Now  comes  the  idea  that  crime  may  be  a 
result  of  malignant  energy  that  may  be  detected 
and  eliminated  by  the  electronic  reactions  of  Ab¬ 
rams.  Judge  Ben  Lindsey  of  Denver  has  often  made 
the  statement  that  the  delinquent  boy  is  not  bad 
but  sick.  Dr.  George  Starr  White  says  regarding 
criminals:  “Some  day  humans  will  learn  that  crim¬ 
inals  are  not  cured  by  means  of  prisons,  whippings, 
or  even  by  murdering  them.  There  is  good  in  every 
so-called  criminal.  You  and  I  might  have  been  just 
as  bad  as  the  worst  of  criminals  had  we  been  born 
with  the  bodily  defects  that  all  criminals  have.  The 
only  way  to  cure  criminals  is  to  cure  the  body.” 

My  suggestion  is  to  clean  the  body  by  eliminating 
the  toxic  condition  which  produces  the  diminished 
resistance  and  I  advocate  that  societies  be  formed 
for  the  racial  purification  of  children,  by  means  of 
the  electronic  reactions  of  Abrams. 

Science,  fortunately,  upon  which  we  must  ever  de¬ 
pend  for  progress,  is  coming  to  our  aid.  The  new 
knowledge  of  heredity  and  electrons  has  burst  upon 
the  world  like  a  new  sun  out  of  heaven.  Upon  this 
knowledge  is  based  the  young  science  of  Electronic 
Medicine  which  promises  as  great,  if  not  greater, 
practical  good  to  man  than  has  come  through  medi¬ 
cine  and  sanitation  from  the  discovery  of  germs. 
That  no  limit  can  be  set  to  the  good  that  may  come 
through  electronic  medicine  or  E.  R.  A.,  is  the 
opinion  expressed  by  hundreds  of  physicians,  who 
practice  the  electronic  reactions  of  Abrams. 

Sigmond  Rosenthal,  Ph.L.,  D.D.S.,  M.D.,  C.M. 


THE  SUPREME  COURT  OF  SOUTH  DA¬ 
KOTA  AND  THE  MEDICAL  MEN 
OF  THAT  STATE 

At  the  request  of  Dr.  R.  D.  Alway,  Secretary 
of  the  South  Dakota  State  Medical  Association, 
and  of  other  physicians  in  the  state  we  gladly 
publish  the  following  unbiased  and  documentary 
information  concerning  a  phase  of  the  political 
situation  in  that  state  which  affects  physicians : 

The  election  of  three  judges  of  the  Supreme 
Court  on  the  non-political  judicial  ballot  in  South 
Dakota  is  of  peculiar  interest  this  year  to  surgeons 
and  physicians.  Three  of  the  persons  incumbents. 
Judges  Polley,  Gates,  and  Sherwood,  are  candidates 
for  re-election,  and  are  opposed  by  gentlemen 
whose  judicial  caliber  is  at  least  unknown. 

The  present  Supreme  Court  handed  down  two 
decisions  that  are  particularly  worthy  of  note  on 
the  part  of  surgeons.  Hanson  vs.  Harris  was  decided 
August  31,  1921,  and  in  the  opinion.  Judge  Polley, 
among  other  things,  said  that  in  that  action,  which 
was  for  damages  for  malpractice  in  the  treatment 
of  an  injured  knee,  the  evidence  was  insufficient 
to  show  neglect  or  want  of  care  and 

“That  the  mere  fact  that  plaintiff’s  limb  was 
not  restored  to  its  natural  condition  and  use¬ 
fulness,  does  not  prove  nor  even  imply  that  the 
doctor  was  negligent  or  unskillful.  Physicians 
and  surgeons  are  not  to  be  held  responsible  for 
results,  but  only  for  the  kind  of  service  rendered 
by  them.  The  undisputed  evidence  shows  that 
the  purpose  of  taking  an  x-ray  of  the  injury  is 
to  ascertain  facts  that  cannot  be  ascertained  in 
any  other  way.  .  .  .  But  it  was  wholly  un¬ 

necessary  for  that  purpose,  because  the  defendant 
had  ascertained  that  there  was  no  broken  bone. 

.  .  .  We  fail  to  find  any  facts  that  warrant  the 

conclusion  that  any  other  course  of  treatment 
known  to  the  medical  profession  would  have 
produced  better  results.  .  .  .  The  plaintiff  has 

suffered  much  pain,  and  no  doubt  will  continue 
to  suffer  great  pain  and  much  inconvenience  from 
the  condition  of  his  leg.  No  doubt  his  condition 
appealed  strongly  to  the  sympathies  of  the 
jury,  as  it  certainly  does  to  the  sympathies  of 
this  Court,  but  this  does  not  justify  the  verdiet 
against  the  defendant.  The  evidence  did  not  justify 
a  verdict  against  the  defendant,  and  the  judgment 
and  order  are  reversed.” 

In  the  later  case  of  Warwick  vs.  Bliss,  the  Court 
held  to  this  same  rule,  and  also  announced  the  rule 
that  a  physician  is  not  required  to  exercise  the 
highest  degree  of  skill  and  diligence  possible  in 
the  treatment  of  an  injury  or  disease,  unless  he  has 
by  special  contract  agreed  to  do  so.  In  the  ab¬ 
sence  of  such  special  contract,  he  is  only  required 
to  exercise  such  reasonable  and  ordinary  skill  and 
diligence  as  are  ordinarily  possessed  and  exercised 
by  the  average  of  the  members  of  the  profession  in 
good  standing  in  similar  localities,  and  in  the  same 
general  line  of  practice,  regard  being  had  to  the 
state  of  medical  science  at  the  time.  And  the  Court 
held  that  there  was  no  evidence  at  all  from  which 
carelessness  or  negligence  of  the  doctor  could  be 
inferred,  and  that  the  Circuit  Court  should  have 
directed  a  verdict  for  the  defendant. 
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These  cases  are  positive  proofs  of  the  fidelity  with 
which  the  present  members  of  the  Supreme  Court 
construe  the  law  as  it  is,  regardless  of  their  sympa¬ 
thies  in  a  given  case.  The  soundness  of  the  de¬ 
cisions  is  unquestioned.  It  should  be  the  duty  of 
every  physician  in  the  state  to  manifest  an  interest 
in  the  re-election  of  the  present  judges.  The  im¬ 
portance  of  the  office  is  too  great  to  take  any  chance 
on  experiments  with  unknown  quantities. 


For  Sale 

Tycos  sphygmomanometer,  Victor  centrifuge,  Wit- 
mer  record  cabinet,  Paragon  table.  Address  2168 
Carroll  Ave.,  St.  Paul. 

Drug  Stock  for  Sale 

Minnesota  physician  desires  to  dispose  at  once 
of  his  nearly  new  drug  stock  at  half  cost  price.  Ad¬ 
dress  156,  care  of  this  office. 

Position  Wanted 

By  a  thoroughly  competent  woman  as  industrial 
nurse  or  in  a  clinic  or  as  office  attendant  with  a 
group  of  physicians  in  Minneapolis. 

Locum  Tenens  or  Large  Country  Practice  Wanted 

I  desire  a  position  to  do  substitute  work  or  will 
take  over  a  country  practice  if  the  field  is  a  large 
one.  Address  157,  care  of  this  office. 

X-Ray  Machine  for  Sale 

One  large  Snook  X-Ray  Machine  complete  with 
Coolidge  tube,  stand,  and  screen.  In  first-class 
working  condition.  For  sale  at  a  bargain.  Address 
115,  care  of  this  office. 

Technician  Desires  Position 

A  technician  who  has  had  six  months  experience 
in  a'  hospital  laboratory  seeks  work.  Can  also  do 
office  and  stenographic  work.  Moderate  salary  will 
be  accepted.  Address  146,  care  of  this  office. 

Office  Position  Wanted 

By  a  young  woman  who  has  been  two  and  a  half 
years  in  a  physician’s  office.  A  fair  typist  who  can 
take  medical  reports  in  long-hand.  Best  of  refer¬ 
ences.  Wages,  moderate.  Address  151,  care  of  this 
office. 

Good  South  Dakota  Location  Open 

In  richest  farming  section  of  state.  Good  roads; 
fine  people;  competition  20,  25,  30,  and  35  miles. 
Will  introduce  successor.  Small  investment  to  pay 
for  drugs  and  office  equipment.  Address  152,  care 
of  this  office. 

Laboratory  and  X-Ray  Technician  Wants  Position 

A  graduate  from  the  laboratories  of  the  Minne¬ 
apolis  General  Hospital  desires  a  position.  Can  do 
all  general  laboratory  work,  including  Wassermanns, 
etc.,  and  .v-ray  work;  and  is  a  good  typist.  Address 
155,  care  of  this  office. 

Position  Wanted  by  X-Ray  and  General  Laboratory 
Technician 

A  graduate  of  the  Minneapolis  Hospital  Labora¬ 
tory  in  jr-ray  and  general  laboratory  work,  with  ex¬ 
perience  in  St.  Mary’s  and  other  hospitals.  Best  of 
references.  Address  153,  care  of  this  office. 


Assistant  Wanted 

As  soon  as  possible,  to  do  general  work  in  clinic. 
New  modern  hospital  and  well-equipped  office.  Will 
pay  $200  per  month  and  all  expenses  pertaining  to 
practice.  Address  Kittson  County  Clinic,  Hallock, 
Minnesota. 

Technician  Wants  Position 

A  young  woman  with  three  years  experience 
wants  a  temporary  or  permanent  position.  Can  do 
all  routine  work  and  blood  chemistry.  Now  taking 
basal  metabolism  and  Wassermanns  in  a  city  labora¬ 
tory.  Address  140,  care  of  this  office. 

Wanted,  An  X-Ray  and  Laboratory  Nurse 

Position  open  in  new  modern  Tuberculosis  Insti¬ 
tution  in  Northern  Minnesota;  excellent  opportunity 
for  one  thoroughly  familiar  with  .r-ray  technique 
and  general  laboratory  methods,  also  to  assist  in 
heliotherapy.  Complete  maintenance  at  hospital. 
State  salary  desired,  references,  and  when  available. 
Address  156,  care  of  this  office. 

Physician’s  Office  Furniture,  Etc.,  For  Sale 

Roll-top  desk,  safe,  white  enamel  folding  chair 
and  cushion,  instruments,  and  medicines  of  the  late 
Dr.  H.  Z.  Fisher,  of  Lansford,  N.  D.,  are  offered 
for  sale.  Everything  in  good  condition.  Can  be 
bought  at  a  bargain.  Good  location  for  a  doctor. 
Address  Mrs.  H.  Z.  Fisher  (Box  186),  Lansford, 
N.  D. 

Operating  Table  and  Instrument  Case  for  Sale 

I  have  for  sale  one  large-sized  steel  and  plate- 
glass  instrument  case,  suitable  for  either  physician’s 
office  or  hospital  operating  room;  has  combination 
lock  and  is  enameled  white;  a  bargain.  Also  one 
Allison  office  operating  table,  golden  oak,  in  fair 
condition.  Write  or  call  upon  Dr.  Hugh  J.  Tunstead, 
1126  Metropolitan  Bank  Bldg.,  Minneapolis. 

Physician  Wanted 

Reliable  physician  in  a  Northern  Alinnesota  town 
of  375  inhabitants,  about  3,000  people  in  community. 
Physician’s  territory  much  larger,  including  five 
villages  and  districts.  Nearest  competition  22  miles 
North,  47  West,  45  South,  none  East.  Excellent 
dairying  and  farming  district.  Good  office  and  resi¬ 
dence  quarters  available.  Good  man  can  run  receipts 
to  $5,000  a  year  in  six  months  time.  Village  and 
townships  health  officer  business  guaranteed  to  resi¬ 
dent  physician,  which  amounts  to  about  $900  per 
year.  Applicant  must  furnish  references.  Address 
154,  care  of  this  office. 

Practice  for  Sale  in  South  Eastern  Minnesota 

Practice  free  to  buyer  of  my  drug-store.  A  com¬ 
plete  stock  of  drugs,  all  that  goes  with  a  well-con¬ 
ducted  drug-store.  It  will  invoice  $3,500  to  $4,000. 
Town  of  280,  another  inland  town  250  within  four 
and  one-half  miles  which  is  ten  miles  from  any  com¬ 
petition  in  practice  and  drug-store.  Competition  10, 
20,  18  and  15.  Only  doctor  and  drug-store  in  town. 
Rich  German  community;  all  is  cash.  A  German 
who  is  a  Catholic  or  Lutheran  and  who  does  his 
own  surgery  will  make  ten  thousand  per  year. 
Three  churches,  high  school,  a  fine  bank,  creamery, 
and  all  kinds  of  business;  modern  town  with  24-hour 
electric  service,  water  works,  etc.  Don’t  write  if 
you  have  no  money.  Address  149,  care  of  this  office. 
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“WHAT’S  THE  MATTER  WITH  COUNTY 
SOCIETIES?” 

This  is  the  subject  of  a  short  editorial  in  the 
American  Medical  Association  Bulletin  for  Octo¬ 
ber,  1924,  and  although  it  has  been  written  on 
many  times  there  is  no  reason  why  our  attention 
should  not  be  again  directed  toward  this  subject. 
The  principal  complaint  that  we  hear  now  from 
physicians  is  that  there  are  too  many  medical 
societies.  This,  again,  is  an  old  heading,  but  it 
still  stands  out  as  truly  as  it  has  before ;  and 
in  all  large  cities  there  are  independent  organiza¬ 
tions,  sometimes  they  are  of  the  various  special¬ 
ties,  and  occasionally,  as  is  the  case  in  the  larger 
cities,  the  younger  men  of  the  profession  organize 
a  society  in  which  they  feel  more  at  home  than 
they  do  in  the  old  county  society,  and  there  is  a 
good  reason  for  this,  perhaps,  in  that  the  young 
men  feel  that  the  older  men  who  have  been  in 
attendance  on  the  county  society  for  many  years 
have  controlled  it.  as  they  believe,  and  the  young 
man  has  but  little  chance  for  advancement  or 
for  office  in  the  county  organization.  This  is 
hardly  the  proper  attitude  to  take.  If  the 
younger  men  would  come  in  they  could  very 
soon  control  any  medical  society  by  voting  in 
their  own  members,  and  there  is  no  reason  why 
they  should  not  do  so.  In  their  various  clubs 
or  organizations  of  younger  men  they  are  in 
training  and  they  can  readily  come  into  a  larger 
society  and  acquire  a  substantial  foothold.  Then, 
too,  although  many  of  them  are  members  of  the 
larger  societies,  they  feel  that  the  dues  are  rather 


high,  but  what  medical  organization  can  be  run 
on  a  small  membership  fee?  Perhaps,  too,  they 
feel  that  in  the  smaller  groups  they  can  develop 
greater  social  intercommunication  and  better 
human  relationship  among  members  of  the  pro¬ 
fession.  That  is  doubtless  true,  too,  but  that  does 
not  prevent  them  from  taking  an  active  part  in 
the  larger  association  which  needs  their  support 
and  their  discussions  and  papers. 

The  older  men  and  the  younger  men  should 
unite  cordially,  and  the  relation  between  the  two 
should  be  upon  as  firm  and  friendly  a  founda¬ 
tion  as  in  the  smaller  and  younger  organization. 
One  argument  that  has  been  advanced  against 
the  smaller  medical  groups  is  that  they  do  not  do 
so  much  as  the  larger  county  society.  They  are 
better  equipped  to  take  an  active  part  in  the  work 
of  the  large  society  to  get  before  the  public,  to  be 
known  as  men  advancing  in  medicine,  and  to  do 
missionary  work  among  their  fellows,  younger  or 
older.  The  whole  thing  travels  back  to  the  large 
society  and  its  management.  Why  do  they  not 
get  out  and  attract  the  younger  men  to  the  meet¬ 
ings?  It  is  lamentably  true  that  in  the  greater 
organizations  the  attendance  is  less  in  numbers 
and  the  interest  in  the  organization  is  lessened; 
hence  we  need  fresh  blood  and  new  ideas  to  come 
in  and  stir  us  up.  It  is  quite  true  that  when  an 
emergency  arises  all  medical  men  get  together  in 
a  county  organization,  but  they  do  not  get  to¬ 
gether  often  enough,  and  it  should  be  the  duty 
of  the  district  councilor  to  exercise  his  advice 
and  authority,  perhaps,  in  amalgamating  these 
organizations,  be  they  great  or  small. 

The  same  thing  is  true  of  the  state  organiza¬ 
tion.  They  have  to  contend  with  three  or  four 
sectional  medical  societies,  and  the  result  is  that 
the  members  flock  to  these  various  meetings  and 
receive  thereby  something  that  is  full  of  youth¬ 
ful  enthusiasm.  For  instance,  in  Minnesota 
there  are  nearly  1,900  members  of  the  .State 
Association,  and  yet  the  registration  at  the 
average  state  meeting  is  ridiculously  small.  At 
St.  Cloud  last  month,  when  the  State  Associa¬ 
tion  met  there,  there  was  a  good  respresentation 
from  the  Benton-Stearns  County  society  and  a 
fair  representation  from  the  membership  outside. 
Of  course  the  larger  cities  contribute  mainly  the 
numbers  at  the  state  meetings.  Again  there 
comes  up  the  question  of  dues,  and,  if  we  stop 
to  consider  for  a  moment,  the  men  who  belong 
to  many  societies  are  paying  more  dues  than 
they  suspect.  Would  it  not  be  better  for  them 
to  concentrate  their  efforts  on  one  greater  or¬ 
ganization  and  uphold  it  both  financially  and  by 
their  interest  and  attendance? 
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DR.  ARCHIBALD  MACLAREN 

The  Northwest  lost  a  beloved  member  of  the 
medical  organization  in  the  death  of  Dr.  Archi¬ 
bald  MacLaren,  which  occurred  on  October  12, 
1924.  His  acquaintance  was  not  only  wide 
throughout  the  Northwest  but  very  general,  and 
he  was  particularly  well  known  among  the  surgi¬ 
cal  associations  of  the  United  States. 

Dr.  MacLaren  was  a  Minnesota  man,  having 
been  born  in  Red  Wing,  in  1858.  He  graduated 
from  Princeton  University  in  1880,  and  received 
his  medical  degree  from  the  College  of  Physicians 
and  Surgeons  of  Columbia  University,  New 
York.  He  was  a  surgeon  of  repute,  and  he  was 
particularly  well  liked  for  his  frankness  and  his 
unfailing  honesty  in  his  surgical  work,  whether 
in  diagnoses  or  operations.  He  perhaps  did  as 
much  for  the  Northwest  in  the  way  of  surgery 
as  any  man  we  have  ever  known,  due  to  the  un¬ 
failing  readiness  with  which  he  admitted  his 
mistakes ;  usually  the  papers  that  he  read  before 
medical  societies  were  of  this  type,  and  conse¬ 
quently  he  left  behind  him  a  trail  of  instruction 
and  advice  that  is  worth  more  than  the  rehears¬ 
ing  of  cases  successfully  operated  on.  Doctors 
throughout  the  Northwest  have  remarked  upon 
this,  so  that  it  is  not  a  one-man  opinion,  and 
they  all  feel  that  in  him  they  had  a  straight¬ 
forward  advisor,  a  man  who  knew  what  he  was 
talking  about,  and  a  man  who  told  them  some¬ 
thing  every  time  they  came  in  contact  with  him. 

Dr.  MacLaren  came  to  St.  Paul  when  he  was 
ten  years  old,  and  after  his  graduation  he  was 
an  interne  in  the  New  York  Women’s  Hospital; 
probably  this  was  the  beginning  of  his  work  in 
gynecology,  although  he  did  not  confine  his 
surgery  to  the  pelvis.  His  first  professional  as¬ 
sociation  was  formed  in  St.  Paul,  with  Dr.  Ed¬ 
ward  C.  Spencer,  in  1885.  After  the  death  of 
Dr.  Spencer  he  became  associated  with  Dr.  C. 
A.  Wheaton,  and  retained  this  association  until 
1896.  In  1898  he  joined  Dr.  Harry  P.  Ritchie 
and  that  association  continued  until  his  death; 
with  them  were  associated  Dr.  Louis  E.  Daugher¬ 
ty  and  Dr.  Harry  Oerting. 

Dr.  MacLaren  was  sick  for  several  months 
with  an  organic  heart  trouble,  consequently  his 
death  was  not  unexpected  although  it  occurred 
suddenly.  He  leaves  a  widow  and  three  children. 
He  was  a  member  of  the  American  College  of 
Surgeons,  the  American  Medical  Association, 
and  the  American  Surgical  Association,  and  was 
president  of  the  Minnesota  State  Medical  Asso¬ 
ciation,  but  was  unable  to  preside  at  the  meet¬ 
ing  which  was  held  in  St.  Cloud  on  October  8, 


9,  and  10.  He  was  also  Professor  of  Surgery 
in  the  University  Hospital,  at  the  University  of 
Minnesota. 

DR.  J.  A.  MONAHAN 
Dr.  J.  A.  Monahan,  died  on  Monday,  October 
13,  at  his  home  in  Minneapolis  after  a  three- 
months  illness  of  a  combination  of  arterial  and 
cardiorenal  disorders.  He  was  fifty-seven  years 
old  at  the  time  of  his  death.  Born  in  Elm- 
ville.  New  Brunswick,  Canada,  he  came  to 
Minneapolis  in  1887,  and  for  a  few  years  he 
was  engaged  in  operating  a  drug-store.  But  he 
graduated  in  medicine,  from  Hamline  University, 
in  1902,  and  had  practiced  here  for  twenty-two 
years.  He  leaves  a  widow  and  two  daughters, 
also  four  brothers,  one  of  whom.  Dr.  Robert 
Monahan,  practices  in  Minneapolis.  He  be¬ 
longed  to  the  various  medical  organizations  and 
was  a  member  of  the  different  clubs,  and  also  of 
the  Zurah  Temple  of  the  Mystic  Shrine  and  a 
member  of  Phi  Rho  Sigma  medical  fraternity. 

Dr.  Monahan  was  the  quiet  type  of  man.  He 
was  always  very  sincere  and  cordial,  but  was 
not  a  man  who  was  obtrusive  in  his  acquaintance. 
He  was  on  the  surgical  staff  of  St.  Barnabas 
Hospital  and  of  Asbury  Hospital  for  many 
years. 

DR.  FREDERICK  LEE  BECKLEY 
Since  the  above  notices  were  written  and  as 
The  Journal-Lancet  is  ready  for  the  press, 
word  reaches  us  of  the  death  of  Dr.  F.  L.  Beck- 
ley,  of  St.  Paul,  which  occurred  on  Thursday, 
October  23. 

Dr.  Beckley  died  at  the  age  of  fifty-three.  He 
was  a  graduate  of  the  University  of  Minnesota 
(College  of  Homeopathy),  class  ’97,  and  had 
practiced  in  St.  Paul  since  his  graduation. 

Dr.  Beckley  was  treasurer  of  the  Minnesota 
State  Medical  Association  at  the  time  of  his 
death  and  had  held  the  office  for  several  years. 
He  was  a  good  business  man,  as  well  as  a  ph'  si- 
cian,  and  was  an  ardent  golfer  and  lodge  man. 
He  was  very  highly  esteemed  by  his  associates 
in  medicine. 
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Dr.  O.  D.  McCartney  has  located  at  Carpio, 

N.  D. 

Dr.  Hood,  of  Souris,  Manitoba,  has  located  at 
Lansford,  N.  D. 
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Dr.  P.  M.  Reilly  has  moved  from  Mayville, 
to  Fond  du  Lac,  Wis. 

Dr.  G.  S.  Frogner  has  moved  from  Mayville, 
N.  D.,  to  Plaza,  N.  D. 

Dr.  J.  H.  Barrette  has  moved  from  Steele, 
N.  D.,  to  Neche,  N.  D. 

Dr.  Roy  F.  Raiter,  of  Cloquet,  is  spending  a 
month  in  the  clinics  of  New  York  City. 

Dr.  O.  E.  Nelson,  a  1924  graduate  of  the  Med¬ 
ical  School  of  the  U.  of  M.,  has  located  in  Gay¬ 
lord. 

Dr.  J.  A.  Myers,  of  Minneapolis,  presented  a 
paper  before  the  Trudeau  Society  of  Michigan 
at  Ann  Arbor  last  week. 

Dr.  C.  R.  Sanborn,  who  has  been  practicing 
in  Bemidji  for  the  past  year  or  more,  has  re¬ 
turned  to  his  practice  in  St.  Paul. 

Dr.  F.  L.  Beckley,  of  St.  Paul,  died  last  week 
at  the  age  of  53.  Further  notice  of  Dr.  Beckley 
appears  in  our  editorial  columns. 

Dr.  W.  M.  Barnes  resigned  as  health  officer 
of  Sioux  Falls,  S.  D.,  on  Sept.  1,  and  is  devot¬ 
ing  his  entire  time  to  private  practice. 

Dr.  Homer  Boehsinger  has  moved  from  Moun¬ 
tain  Lake  to  Windom  to  join  his  brother.  Dr. 
Harvey  R.  Boesinger  in  practice  in  Windom. 

Dr.  Robinson  Bosworth,  of  the  Minnesota  San¬ 
atorium  Advisory  Commission,  aserts  that  the 
death  rate  from  tuberculosis  in  Minnesota  has 
decreased  one-third  since  the  State  began  to 
fight  the  disease. 

Dr.  R.  P.  Pearsall  has  been  appointed  health 
officer  of  Virginia  to  succeed  Dr.  C.  W.  Miller, 
who  resigned  because  he  is  moving  to  Columbus, 
Ohio,  to  practice. 

Dr.  William  O.  McFall,  a  retired  physician  of 
Parshall,  N.  D.,  died  the  last  of  August  at  the 
age  of  73.  He  graduated  from  Bellevue,  New 
York,  with  the  class  of  ’79. 

Dr.  Clyde  A.  Undine,  of  Minneapolis,  has  re¬ 
turned  from  a  trip  through  the  New  England 
States  and  Eastern  Canada,  where  he  visited 
hospitals  in  New  York,  Boston,  and  Montreal, 
Canada. 

Dr.  Benjamin  Thane,  of  Barrett,  has  moved  to 
Hankinson,  N.  D.  Dr.  Thane  was  associated 
with  Dr.  F.  N.  Powers  at  Barrett  in  hospital 
work.  He  is  a  graduate  of  the  Medical  School 
of  the  \J.  of  M.,  class  of  ’17. 
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Dr.  Henry  W.  Gammell,  of  Madison,  died  last 
month  at  the  age  of  66.  Dr.  Gammell  graduated 
from  Northwestern  in  the  class  of  ’87,  and  began 
practice  at  once  in  Lac  qui  Parle  County,  where 
he  continued  in  practice  till  his  death. 

The  Northwestern  Hospital,  of  Minneapolis, 
has  been  granted  a  building  permit  to  erect  a  six- 
story  addition  to  its  present  building,  Chicago 
Ave.  and  26th  St.  The  cost  of  the  new  struc¬ 
ture  will  be  several  hundred  thousand  dollars. 

Dr.  D.  C.  Lockhead,  Field  Secretary  for  the 
past  two  years  of  the  Minnesota  Public  Health 
Association,  has  been  appointed  deputy  health 
officer  of  the  city  of  Rochester,  working  with 
Dr.  Charles  H.  Mayo,  the  health  officer  of  that 
city.  He  succeeds  Dr.  W.  F.  Bleifuss. 

Dr.  Walter  J.  Marcley,  of  IMinneapolis,  and 
Dr.  E.  B.  Doughtery,  of  St.  Paul,  have 
been  appointed,  as  tuberculosis  experts,  mem¬ 
bers  of  the  committee  that  will  select  a  site  for 
the  Government  hospital  for  the  tuberculosis 
veterans  in  the  Tenth  District. 

At  the  annual  meeting  of  the  St.  Louis  County 
(Duluth)  Medical  Society,  the  following  officers 
were  elected  for  the  current  year ;  President,  Dr. 
F.  H.  Magney,  Duluth ;  first  vice-president.  Dr. 
M.  M.  Hursch,  Grand  Rapids ;  second  vice-presi¬ 
dent,  Dr.  D.  J.  Paradine,  Duluth ;  secretary- 
treasurer,  Dr.  H.  C.  Anderson,  Duluth. 

The  Sheyenne  (S.  D.)  Valley  Medical  Society, 
at  its  October  meeting,  agreed  strictly  to  enforce 
the  rulings  of  its  Credit  Association  formed  in 
the  Spring  of  the  year.  The  work  of  other  mu¬ 
tual  credit  associations  formed  by  the  physicians 
of  North  Dakota  during  the  past  year  or  so,  has 
proved  satisfactory  to  both  physicians  and  their 
patients. 

The  Wright  County  Medical  Society  held  its 
annual  meeting  last  month  and  elected  the  follow¬ 
ing  officers :  President,  Dr.  O.  J.  R.  Freed,  Co- 
kato ;  vice-president,  Dr.  A.  E.  Phillips,  Delano ; 
secretary,  Dr.  J.  J.  Catlin,  Buffalo ;  delegate.  Dr. 
A.  E.  Phillips.  The  Society  has  enrolled  every 
physician  in  Wright  County,  and  thus  becomes 
a  100  per  cent  society. 

Dr.  J.  G.  Parsons,  of  Sioux  Falls,  S.  D.,  who 
has  been  prominent  in  medical  circles  in  that 
state  for  a  good  many  years,  has  joined  the  Attix 
Clinic  of  Lewiston,  Montana.  He  will  be  missed 
by  the  profession  of  South  Dakota.  An  appre¬ 
ciation  of  his  services  appears  in  the  report  of 
the  Sioux  Falls  Medical  Society,  on  another  page. 
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Dr.  Parsons  graduated  from  the  Medical  School 
of  the  U.  of  M.,  class  of  ’98. 


Seventh  District  Medical  Society  of 
South  Dakota 

The  regular  meeting  of  the  Sioux  Falls  (7th) 
District  Medical  Society  was  held  October  14, 
1924,  at  the  Carpenter  Hotel.  Dinner  was  served 
at  6:30  followed  by  the  business  session  and 
later  by  the  essayists  of  the  evening. 

The  secretary  was  instructed  to  investigate, 
and  take  such  action  as  he  deemed  necessary,  re¬ 
garding  the  renewals  of  the  expired  subscrip¬ 
tions  to  Hygeia.  Last  year  the  Society  had  this 
magazine  sent  to  five  schools  and  the  public  li¬ 
brary. 

Authority  was  granted  to  pay  the  express 
charges  on  a  public-health  film  secured  from 
the  Metropolitan  Life  Insurance  Co.  for  exhibi¬ 
tion  before  the  Parent-Teachers  Associations  of 
the  public  schools. 

The  secretary  was  instructed  to  answer  a 
questionnaire  sent  by  the  Chicago  Gynecological 
Society  relative  to  the  operation  of  the  Shepard- 
Towner  bill. 

Dr.  J.  G.  Parsons  announced  to  the  Society 
his  intended  departure  at  an  early  date  to  be 
associated  in  group  practice  at  Lewiston,  Mon¬ 
tana.  Dr.  Parsons  expressed  his  pleasure  at 
having  been  a  member  and  eulogized  the  medical 
profession,  especially  that  of  the  Middle  West 
and  of  Sioux  Falls. 

Dr.  G.  G.  Cottam  responded  for  the  Society 
and  briefly  reviewed  Dr.  Parsons’  valuable  work 
in  the  local  and  State  societies,  and  a  resolution 
of  regret  at  Dr.  Parsons  departure  and  appre¬ 
ciation  of  his  very  valuable  services  to  the  medi¬ 
cal  profession  was  adopted  by  a  rising  vote. 

Dr.  Goldie  Zimmerman  read  a  paper  on 
“Bronchopneumonia  in  Children”  which  was 
freely  discussed. 

In  the  absence  of  Dr.  T.  E.  Jones,  Dr.  T.  J. 
Billion  presented  a  brief  paper  on  “Chronic  Diar¬ 
rheas  Due  to  Pancreatic  Deficiency,”  with  a  re¬ 
port  of  cases.  The  general  discussion  was  opened 
by  Dr.  G.  A.  Stevens. 

Twenty-seven  members  including  all  the  offi¬ 
cers  were  present. 

D.  A.  Gregory,  M.D.,  Secretary. 


Northwestern  North  Dakota  Medical 
Society 

The  October  meeting  of  the  Northwestern 
North  Dakota  Medical  Society  was  held  Friday 


evening  October  16  in  the  form  of  a  dinner 
meeting  at  the  Leland  Hotel,  Minot. 

Dr.  C.  N.  Callander,  of  Fargo,  read  a  paper 
on  “Bone  Tumors,”  illustrated  by  lantern  slides. 

Dr.  H.  M.  Erenfelt,  of  Minot,  read  a  paper  on 
“The  Etiology  and  Pathology  of  Leucorrhea,” 
which  was  followed  by  a  paper  on  “Diagnosis  and 
Treatment  of  Leucorrhea”  by  Dr.  E.  M.  Ransom. 
Dr.  H.  E.  Landes,  of  Kenmare,  opened  the  dis¬ 
cussion  of  these  papers,  and  a  good  general  dis¬ 
cussion  followed. 

About  twenty-five  doctors  were  present.  This 
was  the  first  meeeting  after  the  vacation  period 
and  one  of  the  best  meetings  ever  held  in  the 
District.  Monthly  meetings  will  be  held  through 
the  fall,  winter,  and  spring  months. 

A.  J.  McCannel,  M.D. 


Madison  (South  Dakota)  District  Medical 
Society 

At  the  October  meeting  (October  8)  of  the 
Madison  District  Medical  Society,  the  following 
program  was  presented : 

“A  New  Method  of  Performing  the  Schick  Test,  In¬ 
volving  the  Cutaneous  Application  of  Undiluted 
Toxin,”  C.  E.  Kassowitz,  M.D.,  Watertown,  S.  D. 
“Physiotheraphy  in  General,  and  Diathermy  in  Par¬ 
ticular,”  B.  T.  Green,  M.D.,  Brookings,  S.D. 
“Gas  Gangrene  Infection  Following  Extensive  In¬ 
jury  to  Muscles  Tissue,”  D.  S.  Baughman,  M.D., 
Madison,  S.  D. 

J.  R.  Westaby,  Secretary 


Program  of  the  Fourth  Annual  Mitchel 
(South  Dakota)  Clinic 
Tuesday,  November  11 

“Iodine  in  the  Treatment  of  Goitre,”  Wm.  A. 

IMummer,  M.D.,  Rochester,  Minn. 

“The  Newer  Concepts  of  Acute  Osteomyelitis,” 
A.  C.  Stokes,  M.D.,  Omaha,  Nebr. 

■‘Valuable  Measures  in  the  Practice  of  Obstetrics,” 
R.  T.  La  Vake,  M.D.,  Minneapolis,  Minn. 

“The  Use  of  Glucose  in  Traumatic  Shock  and  Post¬ 
operative  Conditions,”  B.  F.  Lounsbury,  M.D., 
Chicago,  Ill. 

Wednesday,  November  12 

“Essential  Hypertension  and  Arterio-sclerosis,”  S. 

Marx  White,  M.D.,  Minneapolis,  Alinn. 
“External  Fixation  and  Application  of  Splints  in 
Fracture  Work,”  A.  E.  Wilcox,  M.D.,  Alinne- 
apolis,  Minn. 

“Congenital  Hypertrophy  of  the  Pylorus,”  H.  H. 

AIcClanahan,  M.D.,  Omaha,  Nebr. 

“The  Fifth  Nerve  and  Its  Reflexes,”  Albert  H. 

Andrews,  M.D.,  Chicago,  Ill. 

“Venous  Angioma  of  the  Face  and  Its  Treatment,” 
Frederick  H.  Roost,  M.D.,  Sioux  City,  la. 

(See  For  Sale  Items  Page  560) 
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THE  MINNESOTA  GENERAL  HOSPITALS 

Tpie  Laying  of  the  Corner-Stones  of  tpie  Todd  Memorial  and  the  Cancer  Institute 

By  R.  O.  Beard,  M.D. 
university  of  MINNESOTA. 


It  is  Still  news  to  many  in  the  medical  pro¬ 
fession  and  even  to  medical  alumni  of  Minne¬ 
sota  that  the  University  Hospitals  are  known,  un¬ 
der  the  recently  enacted  law,  as  the  Minnesota 
General  Hospitals. 

Traditions  obtain  even  in  so  young  an  institu¬ 
tion  and  tradition  clings  tenaciously  to  the  names 
of  men  and  things.  Cyrus  Northrop  and  Frank 
Fairchild  Wesbrook  are  names  to  conjure  with, 
although  the  men  who  answered  to  them  have 
gone  into  the  Great  Beyond;  and  that  not  only 
because  they  were  great  men  and  of  large  vision, 
but  because,  being  great  and  seeing  far,  they 
were  loved  by  associates  and  students  alike. 
And  so  it  is  with  the  familiar  things,  as  well  as 
the  favored  folk,  of  a  great  institution;  so  it  is 
that  the  University  Hospitals  stand  for  something 
by  way  of  sentiment  in  the  minds  of  many  of  us. 
They  are  a  part  of  the  Medical  School  we  have 
loved  and  labored  for  so  long;  and  we  do  not 
easily  abandon  the  names  of  things  to  which  we 
are  personally  attached. 

The  extension  of  the  University  Hospitals  was 
a  slogan  to  which  Dean  Wesbrook  marched  and 
he  would  have  gone  on  marching  to  it,  had  he 
remained  at  Minnesota,  until  that  extension  was 
achieved,  even  though  the  soul  of  him  had  been 
straightened  in  its  accomplishment. 

Its  realization  has  been  long  delayed,  but  the 
now  proceeding  erection  of  two  new  hospital 
units  has  put  a  renewed  heart  of  hope  into  the 


faculty.  The  laying  of  the  corner-stones  of 
these  two  buildings  on  October  1st  was  an  event 
of  large  significance  in  the  history  of  the  School, 
because  it  represents  the  first  step  in  hospital  ex¬ 
tension  and,  more  importantly  still,  because  the 
rearing  of  them,  in  large  part  the  result  of  pri¬ 
vate  beneficence,  will  give  an  impetus  to  the  de¬ 
votion  of  great  gifts  toward  the  development  of 
scientific  medicine  in  Minnesota. 

This  was  the  key-note  of  the  address  of  Presi¬ 
dent  Coffman  in  opening  the  exercises  of  the 
corner-stone  laying.  He  recited  the  story  of  the 
giving  of  the  Elliot  Memorial  Hospital  and  the 
site  on  which  it  stands ;  of  the  contribution  to 
medical  education  and  research  of  the  Mayo 
Foundation  fund;  of  thej  recent  gifts  for  the 
Todd  Memorial  Clinic  and  the  Cancer  Institute; 
of  the  million  dollars  or  more  devoted  by  Mr. 
William  Henry  Eustis  to  the  treatment  and  train¬ 
ing  of  the  crippled  and  deformed  children  of  the 
State;  and  he  summed  it  all  up  into  one  far- 
reaching  conclusion. 

“Private  capital  is  engaged  in  a  great  co¬ 
operative  enterprise  with  the  State  in  providing 
for  the  study  of  human  diseases  and  the  training 
of  doctors  and  nurses.  This  is  as  it  should  be. 
There  is  no  type  of  education  more  expensive. 
It  requires  expensive  laboratories  and  hospitals. 

“Where  we  have  such  co-operation  as  exists  at 
Minnesota,  if  it  may  be  continued,  it  should  be 
possible  for  us  to  provide  facilities,  inviting  con- 
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ditions  for  work  and  a  staff  of  such  skill  as 
would  be  second  to  none  throughout  the  world. 
To  do  this  other  gifts  must  be  made  in  the  future, 
for  our  hospital  system  is  not  nearly  complete. 
There  must  be  endowment  for  beds,  for  special 
research  projects,  for  the  purchase  of  library 
and  laboratory  materials,  and  for  the  dissemi¬ 
nation  of  knowledge  relating  to  the  cure  and 
treatment  of  disease.  If  we  keep  constantly  be¬ 
fore  us  the  justification  for  the  existence  of 
these  buildings,  I  believe  this  dream  may  ultim¬ 
ately  be  realized.” 

President  Coffman  put  the  emphasis  upon  the 
real  values  for  which  these  buildings  stand.  “We 
assemble,”  he  added,  “upon  an  occasion  of  this 
kind  not  primarily  to  do  honor  to  those  who  have 
given  so  generously.  They  will  receive  their  re¬ 
ward  in  more  subtile  and  finer  ways.  We  as¬ 
semble  not  to  glorify  bricks  and  mortar.  The 
worth  of  an  institution  is  found  in  the)  spirit 
which  characterizes  and  influences  its  workers. 
It  is  this  spirit  of  service  which  I  hope  may  be 
magnified  and  glorified  with  the  passing  years. 
Those  who  give  will  soon  pass  on,  but  the  things 
for  which  this  institution  stands,  as  the  institu¬ 
tion  itself,  will  remain.” 

Dr.  Arthur  Dean  Bevan,  Chairman  of  the 
Council  on  Medical  Education,  made  the  prin¬ 
cipal  address  of  the  day.  He  sketched  the  his¬ 
tory  of  the  development  of  medical  education  in 
America  and  paid  tribute  to  the  schools  and 
teachers  of  earlier  days.  “It  has  become  rather 
the  fashion,”  he  said,  “to  belittle  the  earlier 
American  medical  schools  and  the  medical 
teachers  who  taught  in  them.  Surely  this  is  not 
warranted,  for  the  fact  is  that  medicine  was 
not  as  yet  a  science.  These  old  masters  taught 
well  what  was  then  known.  They  struggled  un¬ 
der  a  heavy  load.  Many  things  which  are  clear 
to  the  first  year  medical  student  of  today  were 
dark,  unsolved  problems  to  them.  They  were 
in  keeping  with  the  knowledge  of  their  day. 

“The  truth  is  that  in  forty  years  a  revolution 
has  occurred.  A  new  and  great  science,  the 
science  of  medicine,  has  been  born.  This  change 
has  been  so  rapid  and  so  great  that  even  those 
of  us  who  are  in  active  work  can  reach  back  and 
touch  the  dark  days  when  medicine  was  not  a 
science.” 

Dr.  Bevan  outlined  the  opportunity  of  the 
teacher  of  today,  the  necessity  of  a  reorganiza¬ 
tion  of  medical  teaching  and  the  value  of  a  well 
organized  profession  of  medicine.  As  one  of  the 
agencies  of  this  organization,  he  discussed  the 
valuable  service  of  the  Council  on  Medical  Edu¬ 


cation  and  Hospitals  in  the  uplift  of  the  teaching 
institutions  of  medicine  in  America. 

With  particular  reference  to  medical  education 
maintained  by  the  State  Universities,  he  said : 

“Medicine  has  become  one  of  the  great  func¬ 
tions  of  modern  civilization.  It  has  become  one 
of  the  great  functions  of  the  State.  The  time 
has  come  when  the  science  and  art  of  medicine 
can  properly  claim  the  support  of  the  State  for 
medical  education,  medical  research,  public  health 
work,  and  the  medical  care  of  the  dependents  of 
the  State.  In  the  interest  of  the  people  them¬ 
selves,  we  can  demand  adequate  state  support 
for  medicine,  so  that  medicine  in  turn  can  prop¬ 
erly  perform  its  great  function  to  the  state  and 
give  to  the  people  the  great  possibilities  offered 
by  preventive  medicine,  intelligent  medical  prac¬ 
tice,  and  research. 

“Medicine,  like  education  (in  general),  has  be¬ 
come  one  of  the  great  functions  of  the  State. 
When  this  conception  has  been  generally  adopted 
and  put  into  practice,  what  will  it  mean  ?  It  will 
mean  a  state  health  service  with  well-equipped 
laboratories  and  well-trained  men  in  every  part 
of  the  state  giving  to  the  people  the  benefits  of 
modern  preventive  medicine.  It  will  mean  a 
board  of  medical  licensure  with  authority  to  de¬ 
mand  thorough  training  from  the  candidates  who 
desire  to  practice  medicine  in  the  state  and  with 
power  to  protect  the  people  against  medical 
ignorance  and  inefficiency.  It  will  mean  a  strong 
medical  department  of  the  State  Lhiiversity,  situ¬ 
ated  if  possible  in  the  largest  center  of  population 
in  the  state,  provided  with  adequate  plant  and 
necessary  funds  and  in  medical  control  of  the 
great  state  and  municipal  hospitals,  eye  and  ear 
infirmaries,  insane  asylums  and  special  hospitals, 
such  as  maternity  hospitals,  orthopedic  and  chil¬ 
dren’s  hospitals,  so  that  the  educational  functions 
of  these  hospitals  can  be  properly  developed  and 
performed. 

“This  plan  would  secure  for  the  patients  of 
these  institutions  the  highest  type  of  medical 
service.  It  would  secure  for  medical  and  nursing 
students  the  best  possible  training  and  it  would 
result  in  medical  research  which  would  add  to 
our  existing  knowledge. 

“The  best  investment  that  any  state  can  make 
is  money  given  for  the  adequate  support  of  edu¬ 
cation  and  of  medicine.  There  will  always  re¬ 
main  the  great  privilege  and  great  opportunity 
for  private  endowment  to  assist  medical  educa¬ 
tion,  medical  research  and  medical  charities.  It 
is  interesting  to  note  that  the  great  endowments 
of  Rockefeller  and  Carnegie,  founded  for  the 
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general  benefit  of  mankind,  have  turned  more 
and  more  to  medicine  as  the  surest  way  of  ac¬ 
complishing  their  fundamental  purpose. 

“The  taking  over  of  the  medical  school  by  the 
university  has  brought  to  the  presidents  and 
trustees  of  our  universities  a  large  and  complex 
problem. 

“Medicine  has  become  such  an  important  part 
of  modern  life  that  it  touches  every  man,  woman 
and  child  in  the  community.  When  the  univer¬ 
sity  develops  a  medical  department  it  at  once  as¬ 
sumes,  through  that  medical  department,  a  func¬ 
tion  which  brings  it  for  the  first  time  in  its  his¬ 
tory  into  the  every-day  life  of  the  people.  The 
medical  school  cannot  be  developed  along  the  nar¬ 
rower  lines  of  the  other  departments  of  the  uni¬ 
versity, — the  departments  of  science,  theology, 
law,  etc.  The  medical  school  drags  the  university 
into  the  practical  every-day  life  of  the  people 
through  its  hospital,  dispensaries  and  public 
health  work,  its  maternities,  its  infant  welfare 
work,  its  care  of  the  blind  and  the  deaf,  and  the 
crippled  children,  and  its  nurses’  training  schools, 
and  not  only  with  the  patients  of  these  institutions 
but  with  the  people  who  manage  and  support 
them  and  also  with  the  medical  profession.  This 
marriage  of  the  university  and  of  medicine  can  be 
productive  of  great  good  if  both  parties  to  the 
contract  learn  to  do  their  part.  The  development 
of  a  medical  school  along  the  best  lines  will  be  a 
fine  thing  for  the  university.  It  will  have  a 
broadening  effect.  It  will  make  the  University 
a  part  of  the  community  in  a  way  that  it  has 
never  been  before. 

“The  universities  of  the  country  have  much  to 
learn  about  the  proper  development  and  conduct 
of  medical  schools.  They  are  as  a  whole  eager 
and  willing  to  learn.  Unfortunately,  so  far,  they 
have  often  been  badly  advised  and,  as  a  whole, 
they  do  not  yet  understand  many  of  the  practical 
problems  involved.  The  fundamental  error 
which  most  of  them  have  made  has  been  the 
conception  that  they  could  develop  a  medical 
department  as  they  could  a  department  of  chem¬ 
istry  or  physics ;  that  they  could  develop  the 
medical  school  within  the  university  with  uni¬ 
versity  plants  and  university  men,  as  they  have 
done  with  other  departments.  Of  course,  such 
a  conception  is  not  only  wrong  but  absurd.  The 
medical  school  can  not  be  developed  as  a  part  of 
the  university.  It  must  be  developed  as  a  living 
part  of  the  community. 

“You  here  in  Minnesota  are  in  a  most  fortunate 
position  to  develop  a  great  medical  school  upon 
sound  lines.  You  have  but  one  medical  school 
in  the  state  and  that  is  fortunately  the  medical 


department  of  the  state  university.  If  you  de¬ 
velop  the  medical  school  along  right  lines  you  will 
have  the  support  of  the  entire  profession  and  of 
all  the  people  of  your  entire  state.  You  can  place 
your  medical  school  in  close  co-operation  with 
the  public  health  service  of  your  state,  counties 
and  cities.  You  can  co-operate  with  the  hos¬ 
pitals  of  the  state  and  with  those  of  Minneapolis 
and  St.  Paul  and  with  the  great  state  institutions 
for  the  care  of  the  state’s  dependents.” 

In  concluding  his  address.  Dr.  Bevan,  address¬ 
ing  the  President,  the  Regents  and  the  Faculty, 
said : 

“I  desire  to  congratulate  you  and  the  people 
of  Minnesota  upon  the  splendid  development 
that  is  going  on  in  your  medical  school.  I  de¬ 
sire  especially  to  congratulate  you  upon  the  fine 
buildings  which  you  are  beginning  to  erect  to¬ 
day.  They  will  be  centers  of  medical  teaching 
and  medical  research  of  the  best  type.  I  have 
had  the  pleasure  of  inspecting  your  medical 
school  and  I  believe  that  you  have  the  oppor¬ 
tunity  of  developing  here  one  of  the  great  medi¬ 
cal  schools  of  the  world.  Build  your  school  on 
such  broad  lines  that  it  will  belong  not  to  the 
university  alone,  but  to  all  the  people  of  your 
state.  Conduct  it  so  that  it  will  not  only  train 
general  practitioners  of  medicine,  specialists  and 
research  men,  but  so  that  it  will  secure  for  the 
people  of  your  state  the  best  of  preventive  and 
curative  medicine.  Seek  to  master  the  great  un¬ 
solved  problems  of  the  cause,  the  prevention  and 
the  cure  of  disease,  so  that  from  your  labora¬ 
tories  and  clinics  there  will  come  great  medical 
truths  that  will  prove  of  service  to  all  mankind.” 

After  the  laying  of  the  corner-stone  of  the 
Cancer  Institute  by  Dr.  Arthur  C.  Strachauer, 
Chief  of  the  Department  of  Surgery,  the  gather¬ 
ing  was  addressed  by  Dr.  Edward  L.  Tuohy,  of 
Duluth,  representing  the  Alumni  of  the  School. 

His  address  is  entitled  “Dr.  Frank  C.  Todd  and 
the  Development  of  Medical  Education  in  the 
University  of  Minnesota”,  and  its  opening  pages, 
which  follow,  are  a  fitting  tribute  to  the  man 
whose  memorial  is  rising  upon  the  University 
campus. 

“Frank  Chisholm  Todd  was  born  at  Minneapolis, 
October  15,  1869.  In  May,  1892,  he  was  graduated 
from  the  Medical  School  of  the  University  of  Minne¬ 
sota  with  the  degrees  of  D.D.S.  and  M.D.  His  teach¬ 
ing  connections  with  his  Alma  Mater  began  with  the 
rank  of  Instructor  in  Ophthalmology  and  Oto- 
Laryngology,  in  the  fall  of  1897;  he  became  clinical 
professor  in  the  following  year,  a  full  professor  in 
1903,  and  he  assumed  the  chair  as  Director  of  his 
Department  in  1908,  a  position  which  he  continued 
to  hold  until  the  time  of  his  death. 
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“These  categorical  statements  dealing  with  the  re¬ 
markably  useful  and  stimulating  life  of  this  great 
Minnesota  alumnus  will  be  found  in  many  other 
places.  It  is  only  necessary  at  this  time  and  place 
to  introduce  them  again  in  order  to  focus  our  atten¬ 
tion  for  a  few  moments  upon  a  few  of  the  outstand¬ 
ing  situations  and  developments  which  have  led  up  to 
this  most  happy  occasion  and  to  the  consummation  of 
an  idea  and  a  gift  which  proclaim  the  manner  of  man 
he  was,  to  those  of  you  who  did  not  have  the  oppor¬ 
tunity  to  know  Frank  Todd,  better  than  any  mere 
words  may  do  although  they  fall  from  the  lips  of 
those  of  us  who  admired  him  as  a  teacher  and  loved 
him  as  a  man. 

“You  already  know  the  story  of  how  this  memor¬ 
ial  has  come  about: 

“After  Colonel  Todd’s  most  untimely  death  Mrs. 
Todd  found  among  his  private  papers  notes  fully 
outlining  the  idea  of  a  great  Clinic  in  Ophthalmology 
and  Oto-Laryngology  at  the  University  of  Minne¬ 
sota. 

“In  giving  today  to  the  great  leader  and  teacher 
the  greatest  praise  and  honor  of  which  we  are  capa¬ 
ble,  let  us  not  forget  to  bestow  a  full  portion  upon 
his  wife.  It  is  commonplace  to  hear  financial  ex¬ 
perts  state  that  a  legacy  considered  large  two  de¬ 
cades  ago  is  now  held  to  be  meagre.  There  are 
few  physicians  indeed  who  become  wealthy  in  the 
ordinary  acceptance  of  that  term.  Most,  if  thrifty, 
save  from  their  professional  earnings  by  cautious 
and  careful  living;  those  who  attempt  to  gain  opu¬ 
lence  by  speculation  help  to  swell  the  enormous 
numbers  of  our  cult  who,  as  their  life  progresses, 
share  with  their  families  far  more  of  penury  than  of 
affluence.  Therefore,  when  Mrs.  Todd  offered  to 
the  Medical  School  Committee  the  notes  above  re¬ 
ferred  to  and  set  aside  from  her  modest  estate  the 
sum  of  twenty  thousand  dollars  it  represented  a  very 
considerable  part  of  the  savings  of  a  teacher  in  medi¬ 
cine,  as  well  as  a  practitioner;  a  man  who  died 
relatively  young,  when  only  forty-nine  years  old, 
and  one  who  had  therefore  a  relatively  short  pro¬ 
fessional  life  in  which  to  save. 

“It  was  apparent  that  Frank  Todd  wanted  to  put 
his  own  chosen  specialty  upon  a  proper  basis;  he 
wanted  its  professional  standing  and  its  skill  to  be 
fully  commensurate  with  that  found  in  the  other 
branches  of  clinical  medicine;  he  wanted  it  to  meet 
up  with  the  very  heavy  responsibilities  arising  from 
the  essentially  intricate  and  devastating  disease 
processes  likely  to  rob  people  of  three  of  their 
highly-prized  special  senses.  The  value  of  hearing 
and  sight  is  so  overwhelmingly  apparent  as  to  put 
into  the  background  our  appreciation  of  the  sense, 
of  smell.  To  the  responsibility  for  the  preservation 
of  these  special  senses  has  come  to  be  added  the 
great  burden  of  preventing  the  wide  series  of  dis¬ 
eases  and  tissue  changes  incident  to  primary  infec¬ 
tion  in  the  mouth  and  throat  and  accessory  sinuses. 
Frank  Todd  saw  the  grave  need  of  providing  hos¬ 
pital  beds  for  cases  of  eye,  ear,  nose  and  throat 
diseases;  of  building  up  and  housing  a  dispensary 
clinic  in  these  branches;  of  gathering  into  one  in¬ 
stitute  all  the  necessary  appliances,  not  only  to  treat 
these  cases  but  to  teach  others  how  to  do  so.  He 
wanted  this  service  to  be  open  to  all,  and  ever  it 
was  his  zeal  as  a  teacher  to  organize  this  material 
so  as  to  fully  train  and  equip  students  to  become 


good  general  practitioners  and,  later,  to  develop 
them  along  his  special  line  by  the  method  of  the 
three-year  Fellowship,  which  he  was  among  the  very 
first  to  introduce. 

“Contagion  usually  conjured  up  in  our  minds  the 
transmission  of  something  unkindly  or  contaminat¬ 
ing.  However,  here  is  an  instance  in  which  we  note 
a  benevolent  contrast:  Mrs  Todd’s  “infection”  was 
caught  both  by  Mrs.  Gale  and  by  Mrs.  Mapes,  and 
when  the  contagion  had  run  its  course  forty-five 
thousand  dollars  were  available.  It  had  then  ac¬ 
cumulated  such  strength  as  to  infect  the  Board  of 
Regents,  and  when  they  responded  to  this  friendly 
inoculation  the  sum  available  had  advanced  to  ap¬ 
proximately  one  hundred  and  seventy-five  thousand 
dollars.  We  pause  here  in  our  usual  conflict  with 
transmissible  infection  to  ask  for  a  truce;  to  offer 
the  kindly  hope  that  for  Minnesota  and  for  similar 
institutions  this  benign  contagion  will  become  more 
and  more  general.  There  are  many  indications  and 
signs  which  lead  one  to  feel  that  this  is  not  a  for¬ 
lorn  hope.  Neither  is  it  an  unneccesary  burden  to 
place  upon  private  beneficence.  This  medical  school 
has  come  into  its  present  stature  and  position  by  a 
happy  set  of  circumstances.  It  is  the  only  medical 
school  in  our  great  state;  it  is  an  integral  part  of 
our  great  University.  Our  State  and  University  need 
with  the  State’s  population  (and  that  of  adjacent 
territories  engaging  with  us  in  the  ordinary  ex¬ 
changes  and  commerce  of  life)  a  first-class  medical 
school.  We  need  not  rely  upon  our  own  verdict  to 
proclaim  that  we  have  just  such  an  institution;  we 
are  fortunate  in  being  able  to  rely  upon  the  judgment 
of  experts  who  know;  we  were  among  the  very  first 
of  the  American  medical  colleges  to  be  placed  in 
classification  “A.”  In  the  matter  of  entrance  require¬ 
ments  and  the  early  development  of  the  fundamental 
branches  none  has  excelled  us.  We  have  succeeded 
in  attracting  to  Minnesota  a  class  of  students  of 
whom  this  institution  may  be  justly  proud.  Much 
evidence  might  be  brought  to  bear  to  affirm  and  prove 
this  statement,  but  only  one  fact  is  necessary.  The 
graduates  of  Minnesota  have  been  welcomed  as  in¬ 
ternes  to  the  very  best  hospitals  in  the  whole  United 
States;  and  let  it  be  said  further  that  they  have  not 
outstayed  their  welcome;  these  institutions  wish 
others  to  come  from  the  same  school,  with  the  same 
training  and  ideals.  We  may  assume,  in  fact,  that 
this  medical  school  has  a  dominant  position;  that  it 
is  backed  by  a  great  and  wealthy  state;  that  it  has 
proved  beyond  question  its  capacity  and  worthiness. 
You  may  well  ask,  then,  why,  as  inspirational 
hygienists,  we  should  seek  that  an  epidemic  of  giving- 
should  hit  our  alumni  and,  in  turn,  be  communicated 
to  their  patients  and  patrons,  with  the  hope  and 
understanding  that  as  a  complication  of  the  con¬ 
valescence  further  endowments,  memorials  and 
foundations,  connected  with  this  school,  shall  be  es¬ 
tablished.  We  should, — and  for  one  good  reason 
among  others.  A  most  interesting  hour  may  be 
spent  in  looking  over  the  announcements  and  cata¬ 
logues  of  the  leading  medical  institutions  of  our  own 
country  and  Canada.  Take  a  look,  for  example,  at 
a  statement  from  Johns-Hopkins  University  and  read 
of,  “The  Harriet  Lane  Home  for  Invalid  Children;” 
the  “DeLamar  Fund,”  with  its  emphasis  upon  a 
study  of  “The  Conservation  of  Health  by  Proper 
Food  and  Diet”;  note  the  names  of  Mary  Elizabeth 
Garrett  and  Janies  Buchanan  Brady;  consider  what 


569 


THE  JOURNAL-LANCET 


the  Rockefeller  family  and  Mr.  Phipps  have  done  at 
Hopkins,  as  well  as  elsewhere,  in  the  development  of 
the  different  phases  of  medical  science.  Coming 
close  home,  consider,  for  a  moment,  the  Sprague 
Memorial,  managed  co-ordinately  and  in  connection 
with  the  great  Rush  Medical  College,  now  a  part  of 
the  University  of  Chicago;  then  the  McCormick  In¬ 
stitute,  and  now  the  great  Billings  Memorial  Hos¬ 
pital.  One  might  proceed  from  one  institution  of 
note  to  another  and  outline  from  each  a  series  of 
most  noteworthy  projects  that  would  make  us 
all  feel  that  Minnesota’s  position  and  apparent 
wealth  and  tax-payers’  backing  are  yet  not  sufficient, 
by  aid  of  these  factors  alone,  to  keep  this  school  in 
the  front  rank. 

The  groaning  taxpayers  of  our  land  have  well 
come  to  a  stand  where  it  will  no  longer  be  popular, 
even  with  legislators,  to  spend  what  appears  to  be 
the  other  fellow’s  money.  The  state,  at  present, 
seems  to  be  about  loaded  up  with  the  immediate 
burden  of  past  inexpediency  and  the  present  ill- 
ordered  and  deciphered  expediency.  No  form  of 
taxation  has  even  been  or  ever  will  be  devised  which 
abstracts  from  the  wealthy  that  which  the  ordinary 
crowd  of  folks  think  they  do  not  need  and  would  be 
better  off  without.  The  great  masses  of  wealth  that 
have  already  been  returned  for  the  common  good  by 
men  and  women  with  great  accumulations  are  proof 
enough  of  the  essential  fairness  of  most  men,  who, 
when  the  time  is  ripe  for  it,  are  willing  to  segregate 
from  active  industry  greater  or  lesser  portions  of 
their  fortunes  and  set  them  at  the  disposal  of  prop¬ 
erly  guided  and  directed  institutions  of  learning,  to 
be  put  to  work  thereafter  for  the  people  who  helped 
originally  to  create  the  wealth.  That  which  can 
never  be  done  by  drastic  legal  action  is  already  be¬ 
ing  done  and  made  a  commonplace  in  America  by 
judicious  persuasion  on  the  part  of  those  really  in¬ 
terested  in  education,  and  with  the  help  of  those 
leaders  of  our  day  and  time  who  see  in  one  province 
or  another  desirable  fields  for  research  and  investi¬ 
gation. 

It  is  our  profound  belief  that  this  medical  school 
is  a  safe  institution  to  trust  with  such  funds.  As  the 
opportunity  is  given  from  time  to  time  to  contribute 
to  relief,  education  and  research,  it  is  to  be  hoped 
that  the  example  shown  here  today,  leading  up  to 
the  founding  of  this  Memorial  and  the  Cancer  In¬ 
stitute,  will  be  followed  by  others.  And  as  these 
various  leads  are  developed.  Education  and  Research, 
the  training  of  students,  must  be  the  University’s 
province. 

The  writer  entered  the  University  of  Minnesota 
as  a  student  in  the  academic  department  in  1898. 
He  was  given  degrees  of  B.A.  and  M.D.  in  the 
years  1902  and  1905  respectively.  This  is  not  an 
autobiography  on  his  part,  but  he  is  here  today  to 
represent  the  alumni  of  his  college  and,  with  you, 
to  pay  homage  to,  and  possibly  add  a  little  from  the 
personal  viewpoint  to  our  memory  of  a  remarkably 
keen  man. 

It  was  given  to  the  writer  in  his  earlier  years  after 
graduation  to  have  an  unusually  close  association 
and  friendship  with  the  late  Dr.  Frank  F.  Wesbrook, 
long  an  associate  and  admirer  of  Dr.  Frank  Todd,  and 
later  the  Dean  of  our  Medical  School  during  a 
period  when  it  broke  from  its  early  moorings, 
merged  with  Hamline,  and  became,  almost  unherald¬ 
ed,  a  national  factor  in  medical  education. 


Frank  Todd  held  the  very  closest  attention  of  his 
students  by  his  sincerity  and  kindliness  rather  than 
by  his  eloquence  as  a  speaker  or  a  lecturer.  It  must 
be  said  in  all  truthfulness  that  he  did  not  combine 
that  portliness  of  form  or  power  of  voice  that  so 
often  confuses  an  audience  and  is  held  to  indicate 
a  “bristling  personality.”  The  first  impression  he 
made  upon  you  was  not  the  best;  but  he  grew  upon 
you  as  time  went  on  and  his  true  worth  came  out. 
Some  years  after  the  writer’s  student  days  it  was 
something  of  a  surprise  to  hear  Dean  Wesbrook  say 
that  without  question  Frank  Todd  was  the  greatest 
organizer  and  executive  that  the  Minnesota  medical 
faculty  had  developed.  And  Dean  Wesbrook  was 
a  remarkable  judge  of  men.  The  war  proved  that 
he  was  absolutely  correct.  Those  who  were  per¬ 
mitted  to  see  our  erstwhile  teacher  and  Professor 
of  Eye,  Ear,  Nose  and  Throat  Diseases  as  a 
Lieutenant-Colonel  in  command  of  the  Base  Hospital 
at  Camp  Dodge  realized  at  once  that  this  physician- 
soldier,  with  none  of  the  military  stamp  either  upon 
his  countenance  or  in  his  gait,  was  able  to  bring  that 
immense  unwieldy  jumble  of  barracks  into  a  state 
of  vitality  and  competency  that  brought  expressions 
of  delight  from  all  his  old  friends  and  merited  com¬ 
mendation  from  his  superiors  at  Washington.  Re¬ 
member  that  this  was  at  a  time  when  severe  epi¬ 
demics  hit  our  farmer  boys  gathering  at  this  encamp¬ 
ment  and  made  the  organization  of  the  work  to  meet 
these  emergencies  a  most  formidable  task.  Yet 
Colonel  Todd  met  this  issue  with  the  same  serene, 
dispassionate,  logical  and  judicious  mentality  that 
formerly  met  the  lesser  issues  of  his  teaching 
position  upon  the  University’s  Administrative  Board. 
At  a  time  when  blame  was  passed  hither  and  thither 
for  everything,  not  a  word  was  heard  but  of  praise 
and  admiration  for  the  Hospital  Commandant.  He 
was,  in  a  word,  a  man  of  profound  executive  capacity. 
It  was  this  power  that  he  wielded  for  our  University. 
These  faculties  enabled  him  to  create  orderliness. 
This  institution  will  profit  for  all  time  thereby,  be¬ 
cause  he  did  not  choose  to  direct  all  his  powers  to 
his  own  personal  use. 

Many  of  you  here  today  are  attending  the  Uni¬ 
versity;  some  of  you  are  also  students.  However, 
few  of  you,  when  urged  to  look  about  and  observe 
the  very  substantial  buildings  already  giving  so  fine 
an  impression  of  what  this  medical  group  ultimately 
is  to  develop  into,  have  need  to  be  told  that  this 
grouping  and  position  is  not  just  a  matter  of  chance. 
Upon  this  vital  point  the  writer  must  again  bring 
personal  testimony  to  show  the  considerable  share 
of  credit  that  is  due  to  Frank  Todd  for  what  you 
see  before  you  here  today.  You  of  today  cannot 
appreciate  what  effort  it  required  to  push  the  campus 
out  here  to  the  river.  The  “medics”  should  never 
claim  too  much  credit  for  this  achievement;  but  few 
will  ever  fail  to  give  them  their  full  due,  because 
the  events  concerned  with  the  Elliot  bequest  and 
the  University  Hospitals  and  the  acquisition  of  part 
of  this  land  by  funds  raised  through  private  sub¬ 
scription  are  all  too  recent  to  slip  the  recollection 
of  many.  Memory  calls  us  back  to  a  fateful  day 
when  the  medical  faculty,  loaded  with  arguments, 
appeared  in  the  office  of  “Prexy”  Northrop,  to  ex¬ 
plain  whv  they  should  be  supported  in  the  movement 
for  the  Greater  Campus  and  why  they  should  have 
the  coveted  river  bank.  By  special  request,  a  com¬ 
mittee  of  medical  alumni  was  present;  the  writer  had 
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the  pleasure  of  being  a  member  of  that  committee. 
It  was  a  tense  hour  and  our  appeal  earnest.  We 
spoke,  not  for  ourselves,  but  for  our  Alma  Mater. 
Frank  Todd  was  there  in  the  anteroom  to  supply 
the  alumni  committee  with  the  facts  and  fighting 
spirit.  To  be  sure,  there  were  other  zealous  faculty 
members  present,  but  the  memory  of  that  tall,  thin, 
tired-appearing  man,  looking  into  the  future  needs 
of  our  school  with  a  foresight  and  vision  that  virtu- 
aly  said,  “Our  plea  is  right;  it  must  come  to  pass,” 
is  the  figure  that  has  not  faded. 

His  apparent  fatigue  is  mentioned  here  because 
there  can  be  no  doubt  that  his  most  unfortynate  and 
early  demise  followed  upon  an  infection,  overwhelm¬ 
ing  him  with  its  virulence,  at  a  time  when  he  was 
thoroughly  tired.  He  had  gone  on  to  Chicago  for 
a  meeting  from  Camp  Dodge.  He  had  worked  be¬ 
yond  his  strength  for  months.  The  same  calm,  un¬ 
hesitating  manner,  that  had  inspired  all  who  came 
in  touch  with  him  here  in  Minnesota,  had  gone  on 
unceasingly  and  constantly  serving  his  country  as  it 
had  his  school.  He  gave  to  both  an  unswerving  de¬ 
votion — it  is  a  mistake  to  call  it  love,  because  that 
much  abused  emotion  can  often  be  so  absurdly  pas¬ 
sive.  This  man  actually  burned  out  his  life  in  the 
service  of  his  country  and  there  was  no  motive  back 
of  it  whatever  except  the  zeal  of  a  true  man.” 

Dr.  Tttohy  took  up  at  this  point  in  his  address 
the  problems  in  medical  education  facing  the 
University  of  Minnesota  today.  As  questions  of 
major  import  he  inquired: 

“How  big  should  the  University  ultimately  become? 
How  many  medical  students  should  the  college  en¬ 
roll?  How  many  graduate  students  should  be  pro¬ 
vided  for?  At  what  point  of  hospital  development 
should  the  regents  pause  before  further  increasing 
the  legislative  burden  of  maintenance?  In  what  de¬ 
gree  should  this  maintenance  load  be  lifted  by  asking 
the  patients  treated  here  to  pay  their  own  way? 
How  far  should  the  University  go  in  the  treatment 
of  the  sick  among  our  own  taxpayers  and  how  may 
administrative  rules  differentiate  between  the  worthy 
and  the  unworthy  who  seek  aid?  The  disturbing 
question  of  providing  sufficient  beds,  and  thereby 
clinical  experience  for  “whole  time  teachers,” 
presses  for  a  harmonious  solution. 

“None  of  these  questions  can  be  answered  hurried¬ 
ly,  if  judiciously,  neither  can  immediate  expediency 
determine  the  wisest  policy. 

“The  alumni  of  this  school  now  total  1,639.  The 
school  has  had  a  very  rapid  growth.  The  session  of 
1913-14  had  an  enrolment  of  183;  that  of  1923-24,  514. 
Since  1913-14,  123  Fellows  have  taken  graduate  work 
here  at  the  University;  the  number  of  Fellows  regis¬ 
tering  at  the  Mayo  Foundation  at  Rochester  is  450. 

“As  to  the  size  of  the  University,  it  must  soon  be¬ 
come  apparent  that  “the  right  to  a  college  education” 
cannot  be  guaranteed  to  anybody.  And  lest  anyone 
should  feel  badly  thereat,  please  recall  that  the 
“New  Decalogue  of  Science”  has  recently  placed  in 
everybody’s  hands,  in  a  most  readable  form,  certain 
solemn  truths  long  known  and  understood,  but  too 
little  considered,  and  an  obvioush'^  pessimistic  motto, 
which,  nevertheless,  educators  themselves  should 
emblazon  over  the  portals  of  every  college  center 
in  the  world:  “Intelligence  is  that  birthright  that 


enables  its  possessor  to  get  along  without  an  edu¬ 
cation;  education  is  that  acquisition  which  enables 
its  possessor  to  live  comfortably  without  intelli¬ 
gence.”  The  mob  of  unintelligent  and  the  few  gifted 
are  battling  at  your  doors.  Your  difficulties  in  selec¬ 
tion  are  stupendous;  your  opportunities,  with  proper 
choice,  are  without  limit.  You  chose  105  freshmen 
this  year  from  190'  applicants. 

“Too  much  time  has  been  spent  in  all  of  our  edu¬ 
cational  work  in  elevating  the  capacity  and  qualifi¬ 
cations  of  the  poorest  students;  it  is  time  that  some 
of  the  practices  of  continental  universities,  which 
stimulate  and  push  forward  the  alert,  should  be  put 
into  operation.  Here  at  this  University  must  be  de¬ 
veloped  the  atmosphere  and  the  spirit  that  will  keep 
the  “livest  wires”  that  can  be  found  suitably  engaged 
and  happily  at  work.  To  accomplish  this,  turmoil 
and  uncertainty,  apprehension  and  worry,  must  be 
banished. 

“This  is  a  “cornerstone  laying.”  Something  un¬ 
canny  surrounds  the  proceedings,  with  its  entomb¬ 
ment  of  certain  documents.  As  we  do  this  we  visua¬ 
lize,  in  our  absolute  confidence  in  reinforced  con¬ 
crete,  that  nothing  short  of  a  sixth  inroad  of  a  glacial 
drift,  in  another  fifty  thousand  years,  may  obliterate 
these  buildings  and  do  to  this  terrain  what  some 
three  to  five  preceding  glacial  periods  did  in  the  dis¬ 
tant  past.  However,  that  which  is  hidden  and  sealed 
in  this  box  is  no  more  hidden  from  most  of  us  than 
that  which  is  freely  accessible  from  the  treasure 
houses  of  the  past  and  contained  in  yonder  beautiful 
Library  Building.  The  treasure  is  hidden  there  be¬ 
cause  for  the  most  part  we  have  not  the  intelligence 
nor  the  inclination  to  go  and  dig  it  out  and  make 
it  a'  part  of  our  lives.  American  students  are  not 
readers;  they  exult  overmuch  in  the  glories  and 
triumphs  of  the  day,  and  in  the  annihilation  of  space! 
We  attempt  to  settle  too  few  problems  by  the  appli¬ 
cation  of  natural  laws  and  too  many  by  administra¬ 
tive  control  or  legislative  experiment. 

“We  have  recently  celebrated  “Constitution  Day.” 
We  were  told  rightly,  by  eloquent  jurists,  that  our 
American  constitution  stands  between  us  and  chaos. 
It  is  “the  instrument  which  protects  the  people 
against  their  fool  selves;”  and  yet.  Great  Britain  has 
existed  grandly  and  gloriously  up  to  date  without  a 
constitution  at  all.  Precedent  and  stability  have 
been  its  safeguards.  Indeed,  our  own  constitution 
is  not  a  discovery  but  is  in  good  part  an  incorpora¬ 
tion  of  principles  fought  and  bled  for  in  various 
quarters  of  the  world. 

Frank  Todd’s  whole  life  was  a  fight  for  principle. 
In  laying  this  corner-stone  we  are  putting  his  princi¬ 
ples  into  tangible  form.  They  become  a  part  of  our 
own  unwritten  constitution;  a  pledge  of  stability  and 
justice  unending;  the  truest  expression  of  a  spirit 
that  never  faltered  in  the  living  and  shall  continue  to 
beckon  on  so  long  as  grateful  students  here  perfect 
their  talents,  so  long  as  suffering  patients  here  re¬ 
ceive  their  ministrations. 

At  the  close  of  Dr.  Tuohy’s  address,  the  corner¬ 
stone  of  the  Todd  Memorial  was  laid  by  Dr. 
William  R.  Murray,  the  present  Chief  of  the  De¬ 
partment  which  Dr.  Todd  so  ably  directed. 

NOTE:  In  the  course  of  his  address  Dr.  Tuohy  referred 
to  the  large  volume  of  medical  research  in  progress  at  the 
University  and  suggested  that  the  following  synopsis  of  it 
he  publislied  for  the  benefit  of  the  many  who  are  interested 
in  tile  progress  and  service  of  tlie  school. 
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Statement  of  Research  Work  in  Progress  in  the 

Several  Departments  of  the  Medical  School,  Uni¬ 
versity  of  Minnesota: 

Anatomy.  The  Growth  of  Children — A  series  of 
studies.  The  Effects  of  Inanition  and  Malnutri¬ 
tion  upon  Growth  and  Structure.  (A  volume  of 
some  750  pages  on  this  subject  is  in  press.)  The 
Glands  of  Internal  Secretion. 

Physiology.  Studies  in  the  Glycogenic  Function  of 
the  Liver.  Iodine  Determination  in  Food  Stuffs. 
Factors  in  Irritability  of  Peripheral  Nerves. 
Studies  in  Coagulation  of  Blood.  Studies  in 
Muscle  Tonus.  Distribution  of  Water  in  the 
Tissues. 

Pharmacology.  The  Excretion  of  Mercurochrome, 
etc.,  into  Inflammatory  Tissues.  Factors  causing 
Edema.  Physiology  of  the  Kidney  as  shown  by 
Excretion  of  Dyes.  Effect  of  Excitement  on 
Sleep-producing  Drugs.  Effect  of  Insulin  on 
Alcohol  Intoxication.  Studies  of  Synthetic  Lo¬ 
cal  Anesthetics.  Studies  of  Adrenalin-like  Sub¬ 
stances.  Effect  of  Caffein  on  Acetanilid  Poison¬ 
ing. 

Pathology.  Investigations  into  Causes  of  Bright’s 
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Disease.  Studies  in  Endocarditis.  Diseases  of 
Fetal  Life  and.  Early  Infancy. 

Bacteriology.  Mechanism  of  Agglutination  Phe¬ 
nomena.  Blood  Tests  in  Tuberculosis.  The 
Laws  Governing  the  Growth  of  Bacteria.  The 
Relation  of  Surface  Tension  to  Bacterial  Growth. 

Medicine.  Studies  in  the  Causation  of  Certain  Skin 
Diseases.  Causation  of  Nephritis.  Arterial 
Hypertension.  Management  of  Juvenile  Tuber¬ 
culosis.  Studies  in  Delinquency  in  Early  States 
of  Mental  Disease. 

Surgery.  Technique  of  Blood  Transfusion.  Etiology 
of  Pancreatitis.  Problems  in  the  Surgery  of 
the  Stomach.  Studies  in  Harelip  and  Cleft 
Palate.  Effects  of  Open  Pneumo-Thorax  on 
Vital  Capacity. 

Obstetrics  and  Gynecology.  Studies  in  Placental  In¬ 
farctions.  The  Vital  Capacity  of  Pregnancy. 
Development  of  the  Female  Pelvis  from  Birth 
to  Maturity.  Anatomic  and  Physiologic  ^tudies 
of  Ectopic  Gestation.  / 

Pediatrics.  Studies  in  the  Carbohydrate  l^^tabolism 
of  Infants  and  Children.  Determination  of  Urea 
in  Saliva.  The  Physiology  of  Fatmue  in  Chil¬ 
dren.  / 


\y 

A  PRELIMINARY  REPORT  ON  THE  TREATMENT  OF  TUBERCU¬ 
LOUS  CONDITIONS  OF  THE  ABDOMEN  BY  MEANS  OF 
OXYPERITONEUM  AND  PNEUMOPERITONEUM* 


By  E.  W.  Hayes,  M.D. 

MONROVIA,  CALIFORNIA 


The  treatment  of  peritoneal  tuberculosis  is 
usually  spoken  of  as  medical  and  surgical ;  but 
Scrimgers^  says,  “This  is  an  unfortunate  dis¬ 
tinction  because  it  is  distinctly  felt  that  the  treat¬ 
ment  is  alternative.”  He  adds,  further,  that  ap¬ 
proximately  50  per  cent  of  these  cases  recover 
if  they  are  treated  along  the  lines  now  so  gen¬ 
erally  carried  out  in  the  case  of  pulmonary  tu¬ 
berculosis, — that  is  rest,  food,  fresh  air,  and 
light,  natural  and  artificial.  In  the  other  50  per 
cent  the  mortality  can  be  greatly  reduced  by  as¬ 
sisting  this  medical  care  by  surgical  measures. 
For  many  years  the  main  surgical  procedure  in 
these  cases  has  been  to  open  the  abdomen,  drain 
out  the  fluid,  expose  the  abdominal  contents  to 
the  air  of  the  operating-room  for  a  few  minutes, 
and  then  close  the  incision  without  drainage.  In 
most  cases  where  there  is  not  a  general  miliary 
involvement,  where  the  process  is  not  too  acute, 
or  too  far  advanced  this  procedure  is  followed 
by  a  definite  improvement  in  the  local  and  gen¬ 
eral  condition  of  the  patient.  In  a  large  pro- 

•Reafl  at  a  clinic  given  before  the  combined  meeting  of 
the  Lo.s  Angeles  Trudeau  Society  and  The  Foothill  Medical 
Society. 


portion  of  cases  treated  in  this  manner  the  fluid 
does  not  re-collect  after  the  first  operation,  while 
others  are  cured  only  after  the  abdomen  has 
been  opened  two  or  three  times.  Obviously  this 
method  of  treatment  is  used  in  the  exudative 
types.  Various  modifications  of  this  procedure 
have  been  tried.  Some  men  have  used  antiseptic 
or  cleansing  solutions  to  wash  out  the  abdomen 
after  the  original  fluid  was  evacuated.  Certain 
men,  especially  abroad,  have  exposed  the  abdo¬ 
men  to  the  direct  sun’s  rays  for  varying  periods 
of  time  up  to  forty-five  minutes.  The  clinical 
results  obtained  by  either  of  these  latter  pro¬ 
cedures  have  not  been  very  encouraging. 

Oxygen  in  a  continuous  stream  has  been  used 
for  flushing  out  the  abdominal  cavity  after  the 
ascitic  fluid  has  been  drained  through  a  surgical 
incision.  Others  have  inflated  the  abdomen  with 
air  or  oxygen  just  before  the  incision  was  closed. 
Both  these  procedures  have  been  reported  as 
distinctly  beneficial. 

In  the  type  of  tuberculous  peritonitis  where  the 
process  is  more  or  less  localized  as  in  the  pelvis, 
in  the  appendix,  or  even  in  a  considerable  por- 
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tion  of  the  bowel,  removal  of  these  areas  is  usu¬ 
ally  followed  by  good  results. 

Bainbridge,^  in  1909,  reported  the  cure  of  tu¬ 
berculous  ulceration  of  the  intestine,  tuberculous 
peritonitis,  and  other  infective  processes  by  oxy¬ 
gen  injections.  In  a  later  article'^  he  cites  the 
fact  that  as  early  as  1799  Beddoes  employed 
oxygen  for  the  cure  of  ulcers  of  a  mauvaise  na¬ 
ture ;  that  in  1761  Maniere  and  Gimbernat  used 
injections  of  sterilized  air  in  the  treatment  of 
hydrocele ;  and  that  Marcane  and  De  Marquay, 
in  1865,  announced  the  cure  by  oxygen  injec¬ 
tion  of  senile  gangrene.  Since  Bainbridge’s  first 
report,  especially  during  the  last  three  or  four 
years  there  have  been  a  limited  number  of  re¬ 
ports  abroad  and  in  the  United  States  of  bene¬ 
ficial  results  secured  by  the  introduction  of  air 
or  oxygen  into  the  abdomen  in  tuberculous  peri¬ 
tonitis  of  the  exudative  type.  There  have  also 
been  a  few  isolated  reports  of  the  injection  of 
oxygen  having  very  favorable  results  in  other 
forms  of  extrapulmonary  tuberculosis  where 
closed  cavities  were  involved.  In  view  of  these 
almost  universally  favorable  reports  it  is  some¬ 
what  surprising  that  this  procedure  has  not  found 
a  more  general  use. 

Meeker,^  in  1912,  reported  a  case  of  tubercu¬ 
lous  peritonitis  with  ascites  treated  by  operation 
followed  by  the  inflation  of  the  abdomen  with 
oxygen.  There  was  almost  immediate  local  and 
general  improvement  which  went  on  to  a  rapid 
recovery. 

In  September,  1912,  Goodwin®  stated  that”  Dur¬ 
ing  the  past  four  years  I  have  injected  oxygen 
into  the  peritoneal  cavity  after  abdominal  oper¬ 
ations,  and  I  must  say  the  results  in  selected 
cases  have  been  very  encouraging.”  He  says 
“The  cases  in  which  I  have  found  it  most  bene¬ 
ficial  are  (1)  after  removal  of  large  tumors  to 
overcome  negative  abdominal  pressure;  (2)  in 
tuberculous  peritonitis;  (3)  in  certain  cases  to 
prevent  the  formation  of  adhesions ;  (4)  in  gen¬ 
eral  septic  peritonitis.”  He  inserted  a  trocar 
and  canula  into  the  abdominal  cavity  on  the  op¬ 
posite  side  to  his  incision.  He  then  withdrew 
the  trocar  and  closed  the  incision.  A  rubber  tube 
was  then  attached  to  the  canula,  and  the  oxygen 
was  passed  from  a  cylinder  into  the  abdominal 
cavity.  Goodwin  says  “The  amount  of  oxygen 
did  not  seem  to  matter,”  but  he  always  injected 
enough  to  obliterate  the  liver  dulness.  He  was 
of  the  opinion  that  if  the  abdominal  cavity  was 
completely  filled  it  was  not  entirely  absorbed  in 
less  than  two  weeks.  However,  it  is  pretty  well 
agreed  among  the  other  men  who  have  done  this 
work  that  the  oxygen  is  completely  absorbed  in 


two  or  three  days.  Our  experience  has  been  that 
the  oxygen  disappeared  from  the  abdomen  in  the 
shorter  period,  even  when  large  amounts  were 
used.  Goodwin  states  that  since  he  has  used  this 
treatment  in  the  ascitic  form  of  tuberculous  peri- 
tonhis  he  had  never  seen  the  condition  return. 

Weil  and  Loileseur,  of  France,  December  16, 
1921,  reported  their  experience  with  the  injection 
of  filtered  air  into  the  abdomen  in  six  cases  of 
tuberculous  peritonitis  with  ascites.  The  infla¬ 
tions  were  made  after  the  aspiration  of  the 
ascitic  fluid.  There  were  three  cures.  In  these 
the  number  of  injections  varied  from  one  to  five. 
The  amount  of  air  injected  at  any  one  time 
varied  from  one-half  to  two  liters.  The  fluid, 
as  well  as  the  symptoms,  disappeared  quickly  in 
these  cases.  The  fourth  case  was  in  a  measure 
unsuccessful.  Three  inflations  were  made.  While 
the  abdominal  symptoms  showed  some  improve¬ 
ment  the  patient  died  of  generalized  tuberculosis. 
The  fifth  and  sixth  cases  showed  no  beneficial 
results.  (The  inflations  were  made,  two  in  one 
and  four  in  the  other  case.)  The  return  of 
ascitic  fluid  in  these  cases  did  not  seem  to  be 
prevented  in  any  way  by  the  injection  of  the  air. 
In  December,  1921,  Sargo  and  Fritz,  of  Berlin, 
reported  very  encouraging  results  through  the 
injection  of  air  following  the  removal  of  the 
fluid  in  exudative  types  of  tuberculous  peri¬ 
tonitis.  They  also  called  attention  to  the  fact 
that  some  of  their  colleagues  had  used  this 
method  of  treatment  in  a  few  cases  with  good 
results. 

In  September,  1920,  Rost®  reported  the  results 
of  the  treatment  of  eight  cases  of  tuberculous 
infections  in  closed  cavities  by  inflation  with  oxy¬ 
gen,  with  remarkable  results.  There  were  four 
cases  of  psoas  abscess,  three  of  tuberculosis  of 
the  knee,  and  one  of  exudative  tuberculous  peri¬ 
tonitis.  The  details  of  this  latter  case  are  in¬ 
teresting.  To  quote  from  Rost;  “It  was  an  ad¬ 
vanced  case  with  a  certain  amount  of  matting 
of  the  intestine  and  large  masses  of  tuberculous 
material  in  the  mesentery.  The  patient  was  very 
emaciated,  was  running  a  hectic  temperature, 
and  suffered  a  great  deal  of  pain  and  discomfort. 
He  was  operated  on  by  me  before  I  had  hit  upon 
the  oxygen  method,  and  his  abdominal  cavity 
had  been  well  irrigated  with  saline  fourteen  days 
previous  to  using  the  inflation  method.”  Rost 
states  that  he  introduced  a  Potain  trocar  through 
a  small  incision  and  inflated  the  abdomen  with 
oxygen  until  it  was  as  tympanitic  as  a  drum. 
Two  hours  later  the  patient  felt  relieved  and  had 
no  discomfort.  That  night  the  temperature  be¬ 
came  normal  and  remained  so.  The  patient  felt 
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so  well  he  left  his  bed  and  went  for  a  walk  in 
the  garden.  Distension  disappeared  in  three 
days.  On  examination  two  weeks  later  many  of 
the  abdominal  masses  had  disappeared.  The  pa¬ 
tient  had  gained  considerable  in  weight  and  was 
at  his  home  attending  to  his  business.  To  quote 
again  from  Rost ;  “A  month  after,  this  man  saw 
me  passing  his  house  and  ran  after  me.  I  could 
hardly  recognize  him — he  had  grown  so  stout 
and  looked  so  well.  The  lumps  in  the  abdomen 
had  very  much  diminished  though  they  had  not 
altogether  disappeared.”  In  1921  in  another  ar¬ 
ticle  Rost  stated  that  this  man  received  two  more 
inflations  at  his  home  and  that  the  improvement 
continued.  In  his  later  article  Rost  reports  very 
excellent  results  in  a  number  of  other  cases  of 
exudative  tuberculous  peritonitis. 

Stein,  in  March,  1922,  reports  two  cases  of 
tuberculous  peritonitis  with  ascites  treated  by 
oxygen  inflation  with  good  results.  Davis, in 
1923,  reports  good  results  in  two  similar  cases 
treated  with  oxygen.  Laney,  in  April,  1923, 
stated  that  he  used  abdominal  inflations  with 
oxygen  in  one  case  of  far-advanced  pulmonary 
tuberculosis  complicated  by  intestinal  ulceration. 
The  bowel  movements  were  reduced  from  twen¬ 
ty  to  twenty-five  a  day  to  one  or  two  a  day. 
There  was  also  an  improvement  in  the  appe¬ 
tite,  and  this  patient  was  also  able  to  eat  and 
handle  food,  such  as  meat,  which  he  had  not 
been  able  to  eat  for  months.  From  600  to  1,200 
c.c.  of  oxygen  were  injected  at  a  time  with  the 
pneumothorax  outfit,  and  it  was  necessary  to  re¬ 
peat  the  injections  every  two  or  three  weeks  to 
prevent  the  recurrence  of  symptoms.  Bain- 
bridge,  in  April,  1923,  stated;  “In  more  than 
two  hundred  and  fifty  laparotomies  I  have  used 
oxygen  in  the  peritoneal  cavity  with  uniformly 
favorable  results.  The  method  has  been  to 
baloon  the  abdomen  with  pure  gas  (94.3  per  cent 
to  97  per  cent  oxygen)  at  a  temperature  of  from 
90°  to  100°  F.,  close  the  wound,  and  allow  the 
tissues  to  absorb  the  oxygen.” 

While  this  paper  is  being  prepared  Mattich^'^ 
reports  a  case  of  exudative  peritonitis  treated 
by  oxygen  with  very  good  results.  Gilbert^^  at 
the  same  time  reports  two  cases  of  tuberculous 
ascites  treated  by  the  injection  of  sterilized  fil¬ 
tered  air.  Both  made  prompt  recoveries. 

We  first  used  oxygen  inflation  of  the  abdomen 
therapeutically  in  July,  1923.  I  was  called  to  see 
a  girl,  aged  15,  the  third  day  after  the  onset  of 
acute  abdominal  pain.  During  this  period  the 
afternoon  temperature  had  been  103.°  She  gave 
a  history  of  having  been  treated  two  years  previ¬ 
ously  for  tracheobronchial  adenitis,  from  which 


she  apparently  had  fully  recovered.  At  the  time 
I  saw  her  she  was  exceptionally  well  developed, 
strong  muscularly,  and  weighed  l-IO  pounds. 
During  the  six  weeks  previous  to  this  acute  ill¬ 
ness  she  stated  that  while  she  had  had  no  very 
definite  symptoms  she  had  not  felt  quite  as  well 
as  usual.  Pain  accompanied  by  moderate  sore¬ 
ness  was  more  or  less  general  over  the  abdomen. 
The  signs  and  symptoms  seemed  slightly  more 
marked  over  the  right  lower  abdomen.  She  had 
vomited  once.  Three  years  before  she  had  had 
a  definite  pain  and  tenderness  lasting  for  a  short 
period  in  the  lower  right  quadrant.  A  surgeon 
called  in  consultation  advised  the  opening  of  the 
abdomen.  The  white  blood  count  was  only  12,- 
000.  A  differential  count  was  not  made.  The 
abdomen  was  opened  that  evening.  May  29,  un¬ 
der  novocain  anesthesia.  The  peritoneal  sur¬ 
faces,  both  parietal  and  visceral,  were  thickly 
covered  with  small  tubercles.  The  intestinal  wall, 
as  a  whole,  was  inflamed.  There  was  no  fluid 
and  no  adhesions,  except  a  few  fibrous  bands 
attaching  the  distal  portion  of  the  appendix  over 
in  the  left  quadrant.  The  appendix  was  five  and 
one-half  inches  long,  uniformly  enlarged  to  twice 
its  diameter,  but,  other  than  sharing  in  the  gen¬ 
eral  inflammation,  it  was  not  acutely  diseased. 
The  appendix  was  removed  and  the  abdominal 
contents  exposed  in  a  general  way  to  the  air 
and  the  abdomen  closed.  Following  the  opera¬ 
tion  the  patient  was  given  every  advantage  of 
the  general  care  of  tuberculosis,  including  daily 
exposure  to  the  Alpine  sun  lamp.  For  a  period 
of  two  weeks  there  was  a  gradual  improve¬ 
ment  evidenced  by  relief  of  pain  and  sore¬ 
ness  in  the  abdomen,  improvement  in  the  appetite 
and  digestion,  and  a  lowering  of  the  temperature 
by  two  to  three  degrees.  At  the  end  of  that 
period  there  was  rather  an  abrupt  increase  in 
temperature,  from  103°  to  104;°  pulse,  120;  and 
a  return  of  other  symptoms.  Her  condition  con¬ 
tinued  this  way  for  five  weeks.  Her  appetite 
became  less  and  less,  and  her  bowels  were  moved 
with  the  greatest  effort.  She  was  seen  by  a  num¬ 
ber  of  consultants,  but  she  finally  reached  a  stage 
where  she  had  lost  forty  pounds,  and  it  was  al¬ 
most  impossible  to  move  her  bowels.  She  vom¬ 
ited  everything,  even  water,  as  fast  as  it  was 
taken.  The  abdomen  at  this  time  was  only  mod¬ 
erately  tender.  Pain  was  not  a  prominent  symp¬ 
tom,  there  was  no  evidence  of  fluid,  and  no  very 
marked  distension.  At  the  end  of  about  thirty- 
six  hours  of  these  more  acute  symptoms  and 
after  her  parents  had  come  to  be  with  her  at  the 
end,  we  injected  350  c.c.  of  oxygen  into  the  ab¬ 
dominal  cavity,  using  the  ordinary  pneumothorax 
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apparatus.  The  effect  was  almost  immediate. 
There  was  no  more  vomiting.  The  bowels  moved 
either  naturally  or  with  a  mild  laxative,  and 
within  forty-eight  hours  her  appetite  which  had 
been  gone  for  weeks  returned.  Her  temperature 
on  the  sixth  day  after  the  first  injection  reached 
101°  as  the  highest  point,  and  on  the  fifteenth 
day  after  the  first  injection  the  highest  point  was 
100;°  the  twenty-first  day  the  highest  point  was 
99.°  There  was  a  corresponding  reduction  in 
pulse  rate.  Since  that  time  improvement  has 
steadily  continued,  although  for  two  months  after 
the  last  injection  the  temperature  oscillated  from 
normal  to  99°  or  slightly  above,  and  the  pulse 
from  80  to  90.  She  now  looks  and  feels  per¬ 
fectly  well  and  weighs  145  pounds.  She  is  still 
under  careful  supervision  and  is  being  treated 
by  heliotherapy. 

The  injections  were  as  follows : 

July  25,  1923,  350  c.c.-end  reading  pos.  3  min.  water 

Aug.  7,  1923,  400  c.c.-end  reading  pos.  3  min.  water 

Aug.  21,  1923,  200  c.c.-end  reading  pos.  3  min.  water 

Sept.  4,  1923,  250  c.c.-end  reading  pos.  3  min.  water 

I  wish  especially  to  call  attention  to  the  fact 
that  this  was  a  non-exudative  case  of  tubercu¬ 
lous  peritonitis.  So  far  the  reports  of  the  treat¬ 
ment  of  tuberculous  peritonitis  have  had  to  do 
with  the  ascitic  form.  Bainbridge,  in  his  earlier 
report,  called  especial  attention  to  this,  stating 
that  the  fibrous  and  ulcerative  forms  were  but 
temporarily  benefited.  However,  the  impression 
gained  from  reading  the  report  of  Rost’s  work 
is  that  some  of  his  cases  were  of  the  non-exuda¬ 
tive  type. 

The  second  case  in  which  we  used  this  method 
of  treatment  was  a  young  colored  woman  in  the 
Los  Angeles  General  Hospital.  She  was  prac¬ 
tically  in  extremis  when  first  seen.  She  had  an 
advanced  active  pulmonary  tuberculosis.  Her 
abdomen  was  greatly  distended  with  fluid  caus¬ 
ing  marked  distress,  2,500  c.c.  of  straw-colored 
liquid  were  withdrawn  and  1,500  c.c.  of  oxygen 
injected.  She  felt  somewhat  relieved  the  first 
forty-eight  hours.  As  the  oxygen  became  ab¬ 
sorbed  she  went  into  shock,  from  which  she  did 
not  recover.  Unfortunately,  we  did  not  see  her 
during  this  time. 

The  third  case  was  a  patient  in  the  Los  Angeles 
General  Hospital.  Her  general  condition  was 
fairly  good.  A  laparotomy  two  months  previ¬ 
ously  had  demonstrated  a  non-exudative  type  of 
tuberculous  peritonitis.  300  c.c.  of  oxygen  were 
injected  into  the  abdominal  cavity.  At  the  end 
of  the  next  week  the  patient  had  left  the  hospital 
and  could  not  be  located.  The  interne  stated 


that  she  appeared  to  have  been  considerably 
benefited. 

Three  cases  in  our  Clinic  of  advanced  pro¬ 
gressive  lung  involvement  with  evidence  of  ex¬ 
tensive  tuberculosis  of  the  bowel  have  been 
treated  by  oxygen  inflation. 

In  the  first  case  the  bowel  involvement  ap¬ 
peared  to  be  of  the  ulcerative  type.  There  was 
severe  abdominal  pain  and  diarrhea  which  could 
not  be  controlled  by  diet  and  medication,  includ¬ 
ing  calcium  chloride  intravenously.  Oxygen  in¬ 
flation  of  the  abdomen  was  carried  out  as  fol¬ 
lows  : 

Sept.  10,  1923,  200  end  reading  pos.  4  mm.  of  water 

Sept.  18,  1923,  150  end  reading  pos.  3  mm.  of  water 

Oct.  2,  1923,  300  end  reading  pos.  4  mm.  of  water 

Oct.  26,  1923,  300  end  reading  pos.  3  mm.  of  water 

Nov.  20,  1923,  450  end  reading  pos.  IG  mm.  of  water 

Following  the  first  two  or  three  injections  there 
was  considerable  abdominal  pain  and  distress, 
which  disappeared  in  a  few  hours.  Following 
the  last  two  injections  there  was  very  little  dis¬ 
tress,  and  the  amount  of  gas  injected  was  as 
great  or  greater  with  a  lower  manometer  reading. 
Evidently  there  was  a  disappearance  of  adhe¬ 
sions.  At  no  time  was  there  any  oscillation  cor¬ 
responding  to  the  movements  of  the  diaphragm. 
During  the  period  covered  by  these  injections 
there  was  a  marked  alleviation  of  her  abdominal 
symptoms  with  relief  from  diarrhea.  The  tem¬ 
perature  was  lower,  and  she  felt  better  gener¬ 
ally.  The  lung  condition,  however,  continued  to 
progress.  Owing  to  circumstances  she  was  com¬ 
pelled  to  return  to  her  home,  so  that  treatment 
could  not  be  continued.  Her  one  regret  was  that 
she  was  not  going  to  have  these  injections. 

In  the  other  two  cases  the  bowel  involvement 
appeared  to  be  more  of  the  stenotic  hypertrophic 
type.  The  pain  and  distress  in  the  abdomen 
seemed  to  be  the!  result  of  partial  obstruction. 
The  first  of  these  two  cases  received  oxygen  in¬ 
flation  of  the  abdomen  as  follows : 

Aug.  3,  1923,  300  c.c.-end  reading  pos.  3  mm.  of  water 
Aug.  20,  1923,  200  c.c.-end  reading  pos.  3  mm.  of  water 
Aug.  31,  1923,  250  c.c.-end  reading  pos.  3  mm.  of  water 
Sept.  21,1923,  200  c.c.-end  reading  pos.  5  mm.  of  water 

This  patient  had  a  definite  partial  obstruction 
and  other  than  a  general  stimulation  which  lasted 
for  two  to  three  days  there  was  no  apparent 
benefit.  He  was  extremely  sick  with  a  pneumo¬ 
thorax  on  one  side.  A  breaking  down  of  the 
other  lung  caused  a  fatal  termination  a  few  weeks 
after  the  last  abdominal  inflation. 

The  second  of  these  cases  received  oxygen  in¬ 
flation  as  follows : 
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Oct.  25,  1923,  250c. c. -end  reading  pos.  3j4mm.  of  water 
Nov.  5,  1923,  350c. c.-end  reading  pos.  3  mm.  of  water 
Nov.  13,  1923,  900  c. c.-end  pos.  2  to  pos.  3  mm.  of  water 

Outside  of  a  general  stimulation  which  lasted 
a  few  days  and  some  improvement  in  the  appetite 
there  were  no  noticeable  effects.  Owing  to  the 
progression  of  the  lung  condition  the  treatments 
were  discontinued.  The  use  of  oxygen  in  this 
type  of  case  perhaps  has  very  little  benefit  out¬ 
side  the  psychic  effect.  At  that  it  may  be  worth 
while  as  Archibald  says  in  regard  to  operating  on 
these  cases :  “It  changes  hopelessness  into  hope,” 
and  in  doing  that  adds  to  the  comfort  and  well 
being  of  the  patient  for  a  while  at  least,  and  the 
oxygen  inflation  is  certainly  a  much  simpler  pro¬ 
cedure  than  a  laparotomy. 

Another  case  in  our  Clinic  still  under  treat¬ 
ment  is  a  young  woman  with  the  history  of  an 
arrested  lesion  in  both  upper  lobes  of  four  or 
five  years  standing.  About  eight  months  before 
the  beginning  of  the  oxygen  treatment  we  re¬ 
moved  her  appendix  which  had  a  tuberculous  ab¬ 
scess  in  its  distal  half.  The  operation  was  done 
under  novocain  anesthesia,  and  at  the  time  of  the 
operation  there  was  no  evidence  of  pathology 
anywhere  else  in  the  abdominal  cavity.  Her  his¬ 
tory  conveys  the  impression  that  her  general  re¬ 
sistance  to  tuberculosis  is  low.  During  the  past 
four  or  five  years  she  has  been  conscientious  in 
her  efforts  to  regain  her  health,  but  has  not  been 
able  to  get  in  a  position  where  she  is  able  to  en¬ 
dure  the  ordinary  routine  of  life  for  more  than 
a  short  period  at  a  time.  After  the  removal  of 
her  appendix  she  was  treated  with  rest  and  helio¬ 
therapy,  apparently  making  a  good  recovery. 
At  the  end  of  three  months  she  felt  so  well  she 
went  to  work  as  a  practical  nurse.  The  work 
was  not  especially  heavy.  She  rested  two  hours 
every  afternoon.  At  the  end  of  three  months 
she  came  back  to  the  office.  She  had  lost  about 
fifteen  pounds.  There  was  some  distension  and 
general  tenderness  in  the  abdomen  but  no  evi¬ 
dence  of  fluid.  There  was  a  continuous  dull 
pain  in  the  epigastrium  accompanied  by  nausea. 
Her  lungs  showed  no  change.  The  diagnosis  of 
tuberculous  peritonitis  was  made.  She  was  placed 
under  the  general  treatment  for  tuberculosis,  and 
oxygen  inflation  of  the  abdomen  was  instituted. 
Injections  have  been  given  as  follows: 

Nov.  2,  192S,  .^oOc.c.  oxygen-end  read.  pos.  4%  cm.  water 

Nov.  12, 192.3,  3.50C.C.  oxygen-end  read.  pos.  3  cm.  water 

Nov.  19, 1923,  4.’)0c.c.  oxygen-end  read.  pos.  3  to  pos.  4  cm.  water 

Nov.  20,1923,  .oOOc.c.  oxygen-end  read.  pos.  2  to  pos.  4  cm.  water 

Dec.  7, 1923,  500c. c.  oxygen-end  read.  pos.  ^4  to  pos.  2  cm.  water 

Dec.  17, 1923,  000c. c.  oxygen-end  read.  pos.  2  to  pos.  2^4  cm.  water 

Jan.  2, 1924,  809c.c.  oxygen-end  read.  pos.  3  to  pos.  4  cm.  water 

.Tan.  11, 1924,  l,050c.c.  oxygen-end  read.  pos.  3  to  pos.  4  cm.  water 

•Tan.  17, 1924, 1,100c. c.  oxygen-end  read.  pos.  3  to  pos.  4  cm.  water 

Jan.  24, 1924, 1,200c. c.  oxygen-end  read.  pos.  3  to  pos.  4  cm.  water 

.Tan.  31, 1924,  900c.c.  oxygen-end  read.  pos.  3  to  pos.  4  cm.  water 

Feb.  7, 1024,  l,100c.c.  air-end  read.  pos.  4  to  pos.  5  cm.  water 


Feb.  15, 1924,  800c. c.  ox.  Initial  read.  pos.  1^4  to  pos.  214  cm.  water 
Feb.  15, 1924,  800c. c.  oxygen-end  read.  pos.  314  to  pos.  414  cm.  water 

At  the  present  time  the  patient  has  a  slight 
distress  in  the  epigastrium,  but  the  pain  and 
nausea  have  disappeared.  Her  appetite  and  di¬ 
gestion  are  markedly  improved.  She  has  gained 
some  weight,  and  the  abdomen  on  physical  ex¬ 
amination  appears  normal. 

From  the  outset  the  oxygen  injections  appeared 
to  relieve  the  pain  and  nausea  and  general  dis¬ 
comfort  in  the  abdomen.  The  later  injections 
have  been  given  at  intervals  of  one  week  because 
when  they  were  given  at  longer  intervals  there 
was  a  tendency  for  the  pain  and  nausea  to  re¬ 
turn  between  injections. 

Following  the  injections  the  patient  has  what 
she  calls  “gas  pains,”  which  disappear  at  the  end 
of  two  or  three  days,  and  at  the  end  of  a  week 
there  is  no  evidence  of  pressure  in  the  abdomen. 
On  February  7  it  will  be  noted  that  1,100  c.c.  of 
filtered  air  were  injected.  The  gas  pains  were 
more  marked  at  this  time  and  continued  prac¬ 
tically  throughout  the  week.  At  the  time  of  the 
next  injection,  February  15,  there  was  still  con¬ 
siderable  intra-abdominal  pressure  (the  mano¬ 
meter  reading  being  plus  Ij^  to  plus  cm. 
water.)  It  is  evident,  then,  that  the  air  is  much 
more  slowly  absorbed  and  that  while  the  abdom¬ 
inal  pressure  exists  there  is  a  feeling  of  “gas 
pains.”  This  patient  is  very  enthusiastic  about 
the  benefit  she  receives  from  these  injections  and 
says  that  as  yet  she  would  not  want  to  give  them 
up  under  any  conditions. 

The  following  case  is  reported  by  my  associate 
Dr.  Gleeten:  “Miss  E.  K.,  a  clerk,  aged  27,  born 
in  Virginia.  She  came  under  our  observation 
August  4,  1923,  with  a  history  of  having  had 
much  abdominal  discomfort  and  distension  since 
February,  at  which  time  she  had  had  a  mild  at¬ 
tack  of  “flu.”  She  is  weak,  dedressed,  and 
hysterical  at  times  with  a  poor  appetite  and  poor 
digestion.  She  gives  a  history  of  having  missed 
a  menstrual  period,  and  her  temperature  for  the 
last  two  weeks  has  been  from  99°  to  101°  and 
her  pulse  in  the  neighborhood  of  100.  She  also 
gives  a  history  of  having  had  an  attack  of  colitis 
in  July,  but  at  present  that  seems  to  have  quieted 
down. 

“Examination  of  the  chest  shows  lagging  and 
some  evidence  of  retraction  of  the  left  lung  in 
the  apical  region  with  whispered  voice,  increased 
at  both  apices.  There  is  granular  breathing  on 
the  left,  posteriorly,  and  bronchovesicular  breath¬ 
ing  at  both  apices,  anteriorly.  Her  abdomen  is 
much  distended.  Pelvic  examination  reveals  no 
abnormality.” 
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“After  careful  observation  of  this  patient  a  di¬ 
agnosis  of  tuberculosis  of  the  peritoneum  was 
made  and  oxyperitoneum  instituted  August  31, 
1923,  at  which  time  250  c.c.  of  oxygen  were 
given,  no  fluid  being  withdrawn.  On  September 
5  about  200  c.c.  of  dark-green  cloudy  fluid  was 
aspirated  from  the  peritoneal  cavity  following 
which  300  c.c.  of  oxygen  were  given.  On  Sep¬ 
tember  12  it  was  evident,  upon  giving  the  oxy¬ 
peritoneum,  that  adhesions  were  forming  in  the 
peritoneal  cavity  and  100  c.c.  of  oxygen  were 
given  in  two  different  areas;  September  17,  200 
c.c.  of  oxygen  were  given  intraperitoneally ;  on 
September  27,  250  c.c.;  on  September  29,  110 
c.c. ;  on  October  5,  200  c.c.;  October  15,  200  c.c. 
The  last  three  treatments  were  given  at  the 
Bishop  Sanitarium,  Pasadena,  to  which  place  the 
patient  had  been  removed  following  the  develop¬ 
ment  of  a  psychosis. 

“At  the  time  of  giving  the  last  oxyperitoneum 
the  patient’s  temperature  was  much  lower,  her 
general  condition  seemed  to  be  improved,  the  ab¬ 
dominal  distension  was  practically  gone,  and, 
aside  from  the  depression  incident  to  the  psy¬ 
chosis,  the  patient’s  condition  was  much  im¬ 
proved.  I  learned  sometime  ago  that  the  patient 
has  left  the  sanitarium  and  is  now  in  good  mental 
and  physical  condition. 

Examination  of  the  above  patient  made  Feb¬ 
ruary  19,  1924,  shows  that  she  had  no  tempera¬ 
ture,  digestion  good,  has  gained  twenty  pounds 
in  weight  since  leaving  the  hospital,  but  still  is 
about  twenty  pounds  underweight.  The  abdom¬ 
inal  distension  is  markedly  lessened,  but  there 
are  still  a  few  irregular  masses  felt  which  are 
probably  agglutinated  mesentery.” 

In  our  cases  we  have  not  followed  any  par¬ 
ticular  method  of  preparation  other  than  to  have 
them  empty  the  bladder  just  before  the  operation. 
Some  men  advocate  light  diet  and  a  preliminary 
cleaning  of  the  bowels  preceding  the  injections. 

The  technic  we  have  used  has  been  exactly 
the  same  as  we  have  used  in  pneumothorax. 
The  asepsis  of  opening  the  abdomen  is  employed. 
The  air  chamber  of  the  pneumothorax  outfit  is 
filled  with  oxygen  just  before  the  operation.  A 
fairly  large  glass  cylinder  filled  with  sterile  cot¬ 
ton  is  inserted  on  the  tube  between  the  oxygen 
chamber  and  the  injecting  needle.  This  is  im¬ 
mersed  in  water  heated  to  100°  F.  A  1  per  cent 
novocain  solution  containing  4  m.m.  of  adrenalin 
to  the  ounce  is  used  to  anesthetize  the  abdominal 
wall.  Special  precaution  is  taken  to  thoroughly 
infiltrate  the  skin  and  the  peritoneum.  A  needle 
about  the  size  of  the  ordinary  hypodermic  needle 


and  somewhat  longer  with  a  fairly  blunt  point 
is  used  to  infiltrate  the  peritoneum.  The  anes¬ 
thetic  is  injected  ahead  of  the  needle,  which  is 
inserted  slowly  and  the  needle  is  plunged  directly 
through  the  peritoneum.  We  have  used  this 
method  of  infiltrating  the  abdominal  wall  in  ab¬ 
dominal  surgery  for  a  number  of  years  and  saw 
it  used  frequently  by  other  surgeons,  but  never 
witnessed  any  injury  resulting  from  this  proced¬ 
ure.  We  believe  that,  if  this  method  is  followed 
both  in  this  operation  and  in  pneumothorax  re¬ 
sulting  in  a  thorough  anesthesia  of  the  periton¬ 
eum  and  pleura,  we  shall  hear  much  less  of 
shock  resulting  from  the  puncture  of  these  mem¬ 
branes. 

In  injecting  the  oxygen  we  always  use  the 
Salimen  catheter  which  is  the  instrument  used 
by  the  Germans  and  which  is  always  used  by  us 
in  our  cases  of  initial  pneumothorax.  This  in¬ 
strument  consists  of  a  trocar  one  and  one-half  or 
two  inchesi  long  and  14  gauge.  The  point  is 
beveled  off  to  be  at  an  angle  of  about  45°  and 
fairly  blunt.  On  the  proximal  end  is  a  disc  about 
one-half  inch  in  diameter  which  facilitates  its 
being  pressed  into  the  tissues.  A  distinct  sensa¬ 
tion  can  be  felt  both  when  the  trocar  passes 
through  the  fascia  and  the  peritoneum.  The  can¬ 
nula  of  this  instrument  is  a  hollow  needle  about 
four  inches  long  and  16  gauge.  The  proximal 
end  is  so  made  as  to  fit  the  ordinary  rubber  tub¬ 
ing,  and  the  distal  end  is  rounded  or  flat.  In 
the  side  just  above  the  point  is  a  hole  about 
1.5  mm.  wide  and  3  or  4  mm.  long.  This  can¬ 
nula  is  all  connected  up  before  the  trocar  is  in¬ 
serted,  and  as  soon  as  the  trocar  passes  through 
the  peritoneum,  if  there  is  no  evidence  of  trouble¬ 
some  bleeding,  the  cannula  is  pushed  gently  into 
the  peritoneal  cavity.  The  trocar  is  then  slipped 
out  and  the  point  of  the  cannula  may  then  be 
felt  through  the  abdominal  wall  at  some  distance 
from  the  point  of  insertion.  We  have  inserted 
this  trocar  anywhere  within  a  radius  of  two 
inches  around  the  umbilicus  with  about  the  same 
result  in  each  place.  The  favorite  place  seems 
to  be  about  1.5  inches  to  the  left  and  about  the 
same  distance  below  the  umbilicus.  As  Sante^® 
points  out :  “The  abdomen  should  be  palpated 
over  the  site  of  the  operation  so  as  to  detect  any 
possible  abdominal  masses  or  abnormal  pulsa¬ 
tions.  The  left  lower  quadrant  is  chosen  rather 
than  any  other  because  in  this  position  there  are 
no  solid  abdominal  organs,  the  sigmoid  and  de¬ 
scending  colon  are  situated  far  posteriorly  and 
there  is  rarely  any  inflammatory  process  encoun¬ 
tered  such  as  is  attendant  upon  appendical  in- 
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volvements.  Anomalous  conditions  of  the  blad¬ 
der  will  be  avoided  by  inserting  the  needle  on  the 
side  of  the  midline  and  by  emptying  the  bladder 
before  introduction  of  the  needle.” 

Sante  feels  that  at  this  most  favored  site  the 
structures  to  be  contended  with  are  the  deep 
epigastric  artery  in  the  abdominal  wall,  the  intes¬ 
tines  and  the  mesenteric  vessels  within  the  ab¬ 
domen.  He  believes  that  if  the  stylet  is  in  place 
in  the  needle  while  it  is  being  inserted  that  there 
is  very  little  danger  of  puncturing  the  vessels. 

Rost®  thinks  it  advisable  to  open  the  abdomen 
in  every  new  case  to  ascertain  the  conditions  of 
the  peritoneum  and  intestine.  This  would  be  the 
height  of  precaution,  but  we  do  not  feel  it  to  be 
a  necessary  procedure,  especially  where  there  is 
any  great  amount  of  fluid  or  even  in  the  non¬ 
exudative  cases  unless  there  is  reason  to  believe 
that  there  will  be  adhesions  to  the  anterior  wall. 

When  the  needle  is  first  inserted  into  the  ab¬ 
dominal  cavity,  ordinarily  the  manometer  reading 
is  neutral,  and  there  are  no  oscillations.  The 
oxygen  is  run  in  under  very  gentle  pressure. 
Any  amount  of  resistance  as  felt  in  the  bulb  on 
the  pneumothorax  apparatus  or  as  shown  by  the 
manometer  means  that  the  needle  is  not  free 
in  the  abdominal  cavity.  Failure  to  have  the 
needle  entirely  through  the  abdominal  wall  or 
contact  with  solid  masses  or  adhesions  or  with 
the  abdominal  viscera  might  be  responsible  for 
this  condition.  Gentle  moving  of  the  needle  about 
will  sometimes  cause  this  resistance  to  disappear. 
The  manometer  is  read  after  the  injection  of  each 
50  or  100  c.c.  of  oxygen.  The  frequency  of 
reading  depends  somewhat  upon  the  resistance 
offered.  Unless  there  are  adhesions  so  as  to  form 
pockets  the  patient  experiences  very  little  sensa¬ 
tion,  even  when  as  much  as  1,000  or  1,200  c.c. 
of  gas  have  been  injected,  other  than  a  feeling 
of  “being  blown  up.”  Sometimes  they  state  that 
they  feel  gas  pains.  The  oxygen  seems  to  spread 
out  slowly  even  in  cases  where  there  is  reason  to 
believe  that  there  are  no  adhesions  of  conse¬ 
quence.  The  manometer  will  usually  show  2-4 
c.c.  of  water  pressure  with  the  first  200  or  300 
c.c.  As  the  amount  of  oxygen  is  increased  to 
1,200  c.c.  or  more  in  cases  where  adhesions  are 
absent  there  is  very  little  rise  in  pressure.  Oscil¬ 
lations  corresponding  to  the  motion  of  the  dia¬ 
phragm  do  not  usually  occur  until  300  c.c.  or 
more  of  the  oxygen  have  been  injected.  These 
oscillations  are  usually  about  equal  to  1  cm.  Of 
course  they  may  have  a  greater  latitude,  depend¬ 
ing  upon  the  condition  in  the  abdomen.  Where 
there  is  evidence  of  any  great  amount  of  adhe¬ 


sions,  oscillations  do  not  appear.  Liver  dullness, 
as  a  rule,  begins  to  disappear  after  200  or  300 
c.c.  have  been  injected.  The  amount  of  gas  used 
in  any  particular  case  depends  upon  the  condi¬ 
tion  present.  In  the  ascitic  cases  where  a  con¬ 
siderable  amount  of  fluid  is  withdrawn  it  is  the 
opinion  of  the  men  who  have  been  doing  this 
work  that  the  amount  of  gas  used  should  equal 
about  one-half  the  volume  of  the  fluid  aspirated. 
However,  Bainbridge  says ;  “In  conditions  of  ab¬ 
dominal  distension  with  ascitic  fluid ;  in  certain 
forms  of  tuberculous  peritonitis ;  and  in  some 
cases  where  large  tumors  were  removed  the  gas 
was  introduced  to  the  point  of  distension  caused 
by  the  tumors  or  fluid.”  We  believe  that  collapse 
after  absorption  of  the  oxygen  is  more  likely  to 
be  avoided  if  smaller  quantities  of  oxygen,  per¬ 
haps  from  300  to  500  c.c.  are  injected  at  first. 
We  believe  this  to  be  especially  true  if  the  pa¬ 
tients  are  very  weak.  The  sensations  of  the  pa¬ 
tient  and  the  degree  of  distension  of  the  abdo¬ 
men,  as  well  as  the  readings  of  the  manometer, 
are  also  guides  as  to  the  amount  of  gas  to  be 
used  in  each  particular  case. 

The  length  of  interval  between  refills  has  varied 
from  one  to  two  or  three  weeks  or  longer  and 
has  been  determined  primarily  by  the  condition 
of  the  patient. 

As  is  true  in  the  operation  of  performing  pneu¬ 
mothorax  there  are  certain  risks  in  inflating  the 
abdominal  cavity.  I  believe,  however,  that,  if 
the  operation  is  done  with  sufficient  caution,  these 
risks  are  not  great  enough  to  keep  us  from  carry¬ 
ing  out  the  procedure  in  suitable  cases.  Johnson^® 
calls  attention  to  the  fact  that  Case^'^  has  collected 
records  of  four  deaths ;  one  of  these  was  due  to 
the  introduction  of  oxygen  into  the  spleen;  one 
to  peritonitis ;  and  the  other  two  patients  became 
cyanotic  and  went  into  collapse  almost  immed¬ 
iately  following  the  introduction  of  the  needle  and 
before  any  appreciable  amount  of  gas  had  en¬ 
tered  the  peritoneal  cavity.  Unfortunately,  in 
neither  of  these  last  two  cases  was  autopsy  per¬ 
mitted.  Case  made  no  attempt  to  explain  the 
cause  of  death  in  these  two  cases.  Johnson  re¬ 
fers  to  the  fact  that  Choyce  states  that  in  a  small 
percentage  of  people  the  diaphragm  is  perforated 
in  places.  Under  these  conditions  pneumothorax 
might  result  which  would  embarrass  the  heart. 
I  do  not  believe,  however,  that  this  would  be  a 
plausible  explanation  of  the  cause  of  death  in 
these  two  cases  because  of  the  small  amount  of 
gas  introduced ;  nor  do  I  believe  this  to  be  a  seri¬ 
ous  danger  in  any  case,  especially  if  the  gas  is 
introduced  slowly  and  a  watch  kept  for  the  pos- 
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sibility  of  a  resulting  pneumothorax.  Johnson 
feels  that  the  best  explanation  of  these  deaths 
is  that  the  injury  of  the  needle  to  a  sensitive 
peritoneum,  such  as  is  sometimes  reported  in  the 
case  of  the  pleura,  caused  reflex  cardiac  disturb¬ 
ance,  which  was  fatal.  As  I  have  already  stated, 
I  feel  that  if  the  thoracic  or  abdominal  wall  is 
thoroughly  anesthetized  with  novocain,  the  anes¬ 
thetic  being  injected  ahead  of  the  needle  and  par¬ 
ticular  attention  being  paid  as  the  peritoneum  or 
pleura  is  approached  that  such  reflex  disturbance 
can  be  avoided. 

Carelli^’^  reports  the  inflation  of  the  abdomen  in 
800  cases  with  only  one  misshap,  and  this  did  not 
prove  fatal.  He  feels  that  the  inconveniences 
and  fatal  results  that  have  occurred  have  been 
due  either  to  a  failure  to  make  a  thorough  clin¬ 
ical  examination  beforehand  or  to  a  faulty  tech¬ 
nic.  He  states  that  “the  dangers  which  have  been 
published,  such  as  puncture  of  omental  or  mesen¬ 
teric  blood  vessels,  puncture  of  the  abdominal 
viscera,  and  air  embolism,  may  well  be  avoided 
by  introducing  the  needle  at  the  right  point  of 
the  abdomen  and  waiting  to  see  that  blood  does 
not  flow  through  the  needle;  that  peritonitis  can 
be  avoided  by  a  knowledge  of  the  most  elemen¬ 
tary  rules  of  asepsis ;  that  superficial  emphysema 
is  an  accident  which  may  occur  but  is  not  at  all 
dangerous  and  is  preventable  by  using  the  mano¬ 
meter  in  the  injecting  apparatus;  that  precipita¬ 
tion  of  cardiac  failure  can  be  avoided  by  ex¬ 
amining  the  patient  thoroughly  clinically  and 
performing  the  pneumoperitoneum  only  in  cases 
where  there  are  no  cardiovascular  troubles  or 
insufficient  myocardium.”  Carelli  used  a  long 
thin  platinum  needle  and  injected  as  high  as 
eight  liters  of  oxygen  in  the  patient’s  abdomen. 
This  amount,  however,  was  only  injected  for  the 
purpose  of  taking  rdntgenograms.  The  patients 
were  not  allowed  to  make  active  movements  with 
this  amount  of  gas  in  the  abdomen,  but  as  soon 
as  it  was  withdrawn  they  felt  comfortable  and 
were  able  to  get  down  from  the  table  unaided. 
Meeker  calls  attention  to  the  danger  of  collapse 
of  the  patient  when  the  oxygen  is  absorbed. 
This  occurred  in  one  of  our  patients,  who,  how¬ 
ever,  was  in  extremis  when  the  operation  was 
performed.  We  believe  that,  if  the  cases  are 
selected  and  a  small  amount  of  oxygen  injected 
at  first,  collapse  would  be  less  liable  to  occur. 

Just  how  oxygen  when  introduced  into  closed 
cavities  which  are  the  seat  of  active  tuberculosis 
exerts  its  beneficial  egects  is  not  clear.  Attempts 
to  explain  its  action  has  given  rise  to  con¬ 
siderable  speculation  and  some  experimentation. 


It  is  suggested  that  it  aids  mechanically  in  the 
exudative  type  by  inhibiting  the  recollection  of 
the  exudate  by  separating  those  parts  which 
are  bound  together  by  plastic  lymph,  by  stimu¬ 
lating  peristalsis,  and  by  preventing  the  forma¬ 
tion  of  adhesions.  Some  of  the  men  who  have 
been  working  along  this  line  have  expressed  the 
opinion  that  the  oxygen,  per  se,  exerts  a  direct 
beneficial  result  both  locally  and  constitutionally. 
Professor  Sargo  and  his  associate.  Dr.  Fritz, 
state  that  the  efficiency  of  a  gas  injected  into  the 
peritoneal  cavity  is  directly  proportioned  to  the 
amount  of  irritation  produced,  provided  natur¬ 
ally  that  the  irritation  is  not  too  great.  Bain- 
bridge  and  his  associate  concluded  from  their 
experiment  that  oxygen  was  not  an  irritant  to 
the  peritoneum,  or  abdominal  viscera.  Others 
feel  that  it  is  more  irritating  than  air.  Our  own 
experience  leads  us  to  agree  with  the  latter  opin¬ 
ion.  In  some  of  our  pneumothorax  cases  in 
which  we  had  maintained  the  collapse  for  a  con¬ 
siderable  time  with  air  we  refilled  with  varying 
dilutions  of  oxygen  and  this  usually  without  the 
knowledge  of  the  patient.  In  practically  every 
case  there  appeared  increased  irritation  of  the 
pleural  space  evidenced  by  an  uncomfortable 
feeling  and  usually  by  the  appearance  of  an  effu¬ 
sion. 

If  the  oxygen  is  the  most  irritating  and  this 
irritation  is  beneficial  this  would  perhaps  explain 
why  those,  particularly  the  French,  who  use  air, 
apparently  do  not  obtain  such  uniformly  good 
results  as  have  been  reported  by  those  men  who 
use  oxygen.  Meeker^  feels  that  it  is  chiefly  to  the 
active  properties  of  oxygen  that  we  must  look 
for  thearapeutic  possibilities,  and  since  it  has  been 
proved  that  oxygen  increases  cell  activity  in  all 
body  tissues  it  is  reasonable  to  assume  that  the 
oxygen  hastens  the  production  of  new  epithelium 
cells  to  cover  over  the  denuded  areas. 

Meeker^  also  states  that  the  bactericidal  proper¬ 
ties  of  oxygen  when  injected  into  the  abdominal 
cavity  may  be  a  factor.  In  this  connection 
Bainbridge^  states  that  the  bactericidal  and  anti¬ 
septic  properties  of  oxygen  are  conceded.  Bain- 
bridge,  Meeker  and  Gwathney^  in  their  very  in¬ 
teresting  and  extensive  work  on  cats  come  to  the 
following  conclusion  regarding  the  action  of  oxy¬ 
gen  when  injected  into  the  abdominal  cavity: 

1.  Oxygen  is  completely  absorbed  from  within 
the  abdominal  cavity  of  cats  in  a  maximum  time 
of  thirty-six  hours;  (a)  the  absorption  took 
place  more  rapidly  when  the  oxygen  was  warm ; 
(b)  the  absorption  not  affected  by  pressure. 

2.  Oxygen  is  a  slight  respiratory  stimulant. 
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3.  Oxygen  is  a  slight  cardiac  stimulant. 

4.  Oxygen  has  but  little  effect  on  blood  pres¬ 
sure. 

5.  Oxygen  tends  to  bring  an  animal  out  more 
quickly  from  deep  anesthesia. 

6.  Oxygen  hastens  the  recovery  of  an  animal 
after  discontinuance  of  anesthesia. 

7.  A  pressure  of  more  than  1,800  mm.  of 
water  may  cause  collapse  (in  a  cat). 

8.  Oxygen  tends  to  prevent  the  formation  of 
adhesions.  It  does  so  more  effectively  than  an 
inert  gas. 

9.  Oxygen  quickly  changes  a  dark  blood  to 
scarlet  in  cases  of  anoxemia. 

10.  Oxygen  stimulates  intestinal  peristalsis. 

1 1 .  Oxygen  is  not  an  irritant  to  the  peritoneum 
or  abdominal  viscera. 

When  air  was  used  with  the  same  technic, 
quantity,  and  pressure  of  gas  as  in  the  oxygen 
experiments — 

1.  The  effect  on  the  pulse  and  respiration 
was  less  marked. 

2.  The  blood  pressure  showed  essentially  the 
same  results. 

3.  The  influence  on  the  degree  of  anesthesia 
was  practically  nil. 

4.  The  time  of  recovery  from  anesthetic  after 
it  was  discontinued  was  twice  as  long  as  when 
oxygen  was  used. 

An  explanation  for  the  action  of  the  oxygen 
when  used  to  combat  tubercle  bacilli  in  closed 
cavities  is  suggested  by  Wells  and  his  collabora¬ 
tors.  They  state  that,  although  during  the  growth 
of  the  tubercle  bacilli,  oxygen  is  absorbed  and 
carbon  dioxide  is  given  off,  oxygen  pressure 
much  over  normal  inhibits  the  growth  of  tubercle 
bacilli.  Again,  in  order  that  the  growth  of  the 
tubercle  bacilli  takes  place,  the  carbon  dioxide 
must  reach  a  certain  concentration.  The  intro¬ 
duction  of  oxygen  into  the  abdominal  cavity, 
first,  then  owing  to  the  pressure  of  the  oxygen 
and,  second,  by  the  reduction  in  the  concentra¬ 
tion  of  the  carbon  dioxide  surrounding  the  tu¬ 
bercle  bacilli  growing  in  the  peritoneal  cavity, 
inhibits  the  growth  of  these  bacilli. 

Wells  and  his  associates  further  state  that 
Gendron  and  Banchet  in  their  use  of  oxygen  in 
the  treatment  of  tuberculous  fistulse  and  absces¬ 
ses  found  that  there  was  no  benefit  unless  there 
was  an  active  circulation  of  the  blood  through 
the  tuberculous  tissue.  We  infer  from  this  that 
the  rapid  absorption  and  distribution  of  the  oxy¬ 
gen  through  the  system  give  rise  to  a  general 
increased  resistance  resulting  in  a  healing  of  the 
local  lesion.  These  same  authors  cite  Todd’s  ex¬ 
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periment  along  this  line.  His  work  was  carried  on 
for  five  years,  and  experiments  were  made  on 
280  guinea-pigs.  These  animals  were  inoculated 
with  tubercle  bacilli  mostly  subcutaneously.  They 
were  first  put  in  a  pen  and  oxygenized  or  azon- 
ized  air  supplied,  1  to  4  per  cent  oxygen  being 
added  to  pure  air.  The  results  were  as  follows ; 

1.  The  animal  oxygenized  before  inoculation 
always  showed  beneficial  effects. 

2.  No  control  animals  have  ever  survived  their 
infection  nor  showed  any  healing. 

3.  Treated  animals  have  shown  healing  and 
lived  longer  than  controls. 

4.  Controls  have  never  lived  more  than  six 
months,  while  the  treated  have  lived  eighteen 
months  after  inoculation. 

Todd  feels  that  in  his  experiments  by  using 
certain  forms  of  intensified  oxygen,  which  is  ab¬ 
sorbed  into  the  system,  he  has  raised  the  vital 
forces  of  the  bodies  of  these  animals  so  as  to 
enable  them  to  throw  off  or  better  withstand  the 
tuberculous  infection. 

We  see  then  the  diversity  of  opinion  among 
the  men  who  have  done  the  most  work  along  this 
line  when  they  endeavor  to  explain  just  what 
takes  place  through  oxygen  inflation  of  the  ab¬ 
domen  or  other  closed  cavities  for  therapeutic 
purposes. 

This  paper  was  written  with  the  hope  of 
directing  more  general  attention  to  abdominal 
inflation  in  the  treatment  of  tuberculosis  within 
the  abdominal  cavity.  We  do  not  believe  that 
this  is  a  cure-all  for  these  conditions.  We  do 
believe,  however,  that  the  injection  of  oxygen 
into  the  abdominal  cavity  has  a  very  distinct 
place  in  the  treatment  of  selected  cases  of  tuber¬ 
culous  peritonitis,  as  well  as  in  the  treatment  of 
certain  forms  of  tuberculosis  of  the  bowel.  It 
is  only  by  the  wider  application  of  its  use  under 
proper  circumstances  that  its  place  will  be  de¬ 
termined. 

Since  this  paper  was  written,  we  have  treated 
a  number  of  additional  tuberculous  conditions  of 
the  abdomen  with  oxyperitoneum.  The  results 
have  been  particularly  striking  in  the  cases  of 
tuberculous  peritonitis,  whether  of  the  exudative 
or  non-exudative  types.  The  detailed  results  of 
these  latter  cases  will  be  included  in  a  later 
report. 
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EPIDEMIC  PLEURODYNIA 


By  Charles  B.  Wright,  M.D. 

MINNEAPOLIS,  MINNESOTA 


In  November,  1888,  Wm.  C.  Dabney  reported 
a  disease  which  was  epidemic  in  the  vicinity  of 
Charlottsville,  Va.,  characterized  by  pain  in  the 
chest  and  fever.  On  account  of  the  agonizing 
pain  on  attempting  to  move,  the  condition  was 
called  by  one  of  his  patients  “the  devil’s  grip.” 

During  the  summer  of  1923  several  cases  of  a 
similar  condition  were  reported  as  occurring  in 
the  mid-Atlantic  states  from  as  far  north  as  New 
York  and  as  far  south  as  Virginia.  Dr.  Maud 
Kelly  investigated  an  epidemic  of  an  acute  febrile 
condition  characterized  by  severe  pain  in  the 
epigastrium  and  chest.  A  further  report  was 
made  by  Payne  and  Armstrong.  They  called  the 
condition  epidemic  transient  diaphragmatic  spasm. 
Hanger,  Jr.,  McCoy,  and  Frantz  (Journal  of  the 
A.  M.  A.,  September,  1923,  vol.  81,  p.  746)  pub¬ 
lished  an  article  entitled  “An  Epidemic  of  Mild 
Fever  of  Unknown  Nature,”  giving  a  report  of 
16  cases  seen  at  the  Presbyterian  Hospital  in  New 
York.  They  considered  these  cases  typical  of 
a  fairly  widespread  epidemic  and  commented  on 
the  discussion  in  the  daily  papers  of  a  peculiar 
malady  called  “devil’s  grip.”  They  designated 
this  condition  “epidemic  pleurodynia,”  a  clinical 
entity  characterized  by  sudden  onset,  pain  in  the 
chest  or  epigastrium,  fever  of  brief  duration, 
and  a  tendancy  to  recrudescence  on  the  third  day. 

In  the  American  Journal  of  Medical  Sciences 
for  October,  1924,  Robert  G.  Torrey  (to  whose 
paper  I  am  indebted  for  the  history  and  clinical 
picture  of  the  disease)  reports  four  cases  from 
the  Philadelphia  General  Hospital,  and  mentions 
others  seen  by  him  and  also  others  reported  to 
him,  occurring  in  and  around  Philadelphia  dur¬ 
ing  the  summer  of  1924.  No  deaths  have  been 
reported. 


The  clinical  course,  as  described  by  Torrey,  is 
as  follows :  sudden  onset,  often  with  a  chill ;  the 
temperature  is  elevated  to  from  102°  to  104,°  and 
during  the  paroxysm  the  pulse  may  be  very 
rapid ;  the  pulse  curve  follows  the  temperature 
curve.  Pain  is  the  main  symptom,  occurring  in 
the  epigastrium  or  the  back  and' lower  chest.  It 
is  aggravated  by  breathing  or  motion  and  is  in¬ 
creased  during  the  increase  in  temperature.  It 
is  so  severe  at  times  as  to  make  breathing  almost 
impossible,  and  with  the  pain  there  is  marked 
tenderness,  which  may  persist.  There  may  be 
only  one  attack,  but  there  are  usually  recrud¬ 
escences  of  pain  and  fever  occurring  from  twen¬ 
ty-four  to  forty-eight  hours  apart.  Headache  is 
common.  It  is  frontal  and  may  be  severe. 
Sweating  is  characteristic  and  occurs  later,  in¬ 
dependent  of  any  rise  in  temperature.  Prostra¬ 
tion  is  not  marked.  There  is  absence  of  signs 
of  lung  involvement,  and  pleural  frictions  have 
not  been  heard.  The  knee  jerks  may  be  dimin¬ 
ished  or  lost  during  the  acute  stage,  but  promptly 
return  to  normal.  Tenderness  may  persist  for 
some  time  afterwards.  As  a  rule  recovery  is 
prompt  and  complete. 

The  leucocyte  count,  red  cell  count,  and  urine 
analysis  show  nothing  characteristic,  and  blood 
cultures  have  been  negative.  Smears  of  blood 
were  examined  in  two  of  Dr.  Torrey’s  cases  by 
Dr.  Small,  in  one  of  which  he  believed  he  found 
different  stages  in  the  cycle  of  development  of 
a  parasite  resembling  the  malarial  parasite.  He 
designated  this  as  plasmodium  pleurodynise. 

The  two  following  cases  I  believe  correspond 
to  the  clinical  picture  described  above : 

These  two  children  with  their  parents  had  just 
returned  from  Europe,  reaching  New  York  Au- 
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gust  31,  1924,  which  day  they  spent  in  New 
York.  The  following  day  they  went  to  Phila¬ 
delphia,  motoring  and  sight-seeing  all  day,  leav¬ 
ing  there  in  the  evening  of  a  very  hot  day  for 
Chicago  where  they  spent  September  2d.  They 
arrived  in  Minneapolis  on  the  3d,  going  directly 
to  their  country  home  on  the  Minnesota  River. 

Early  in  the  morning  of  September  5  the  older 
of  the  two  children — a  large  vigorous  boy  of  14, 
height  5  ft.  7.,  weight  129  pounds — was  wakened 
out  of  his  sleep  by  a  severe  pain  in  the  chest  and 
back,  and  difficulty  in  breathing.  He  quieted 
down  after  a  few  hours,  but  early  in  the  fore¬ 
noon  he  had  another  attack.  At  this  time  the 
mother  called  me  up  in  genuine  alarm,  although 
she  is  not  a  woman  easily  disturbed,  over  the 
severe  type  of  pain,  thinking  the  child  had  pleur¬ 
isy.  At  this  time  his  temperature  was  102°  F. 
I  advised  her  to  bring  him  to  the  Abbott  Hos¬ 
pital,  where  I  saw  him  that  afternoon.  At  this 
time  his  temperature  was  102.4°  F.,  and  he  was 
complaining  of  severe  pain  in  the  lower  chest, 
particularly  on  breathing  or  movement.  He  said 
it  felt  “as  if  the  muscles  were  holding  his  lungs 
down.”  He  was  tender  on  pressure  over  the 
lower  chest.  His  throat  was  slightly  reddened. 
The  tonsils  had  been  well  removed  eight  years 
before.  There  was  no  glandular  enlargement. 
The  chest  was  entirely  clear;  no  cough.  Heart 
was  normal,  spleen  palpable,  and  liver  just  palpa¬ 
ble  on  deep  inspiration.  Reflexes  were  dimin¬ 
ished;  knee  jerks  were  obtained  on  reinforce¬ 
ment,  and  then  only  very  sluggish.  He  gradually 
improved  and  seemed  quite  normal  the  next  day, 
but  on  the  following  day  his  temperature  in  the 
afternoon  again  went  to  102.9°  F.,  and  his  pain 
returned,  but  was  much  milder.  The  next  morn¬ 
ing  his  temperature  was  normal,  and  except  for 
slight  soreness  around  the  chest  he  felt  well.  The 
following  day,  Sept,  9,  he  was  discharged  and 
has  been  perfectly  well  since.  Sept.  7  his  urine 
was  negative  except  for  a  very  faint  trace  of 
albumin ;  the  hemoglobin  was  78  per  cent ;  the 
w.  b.  c.  were  4,400.  On  the  9th  the  w.  b.  c.  w’ere 
8,400.  A  subsequent  examination  showed  no 
palpable  spleen,  and  normal  reflexes. 

Two  days  after  the  boy  was  taken  ill  his  sister 


came  down  suddenly  with  a  similar  attack  only 
the  chest  pain  seemed  more  marked.  She  had 
to  be  undressed.  The  pain  was  so  severe  over 
the  lower  chest  and  back  that  she  could  not  move 
or  take  a  deep  breath.  Temperature,  103°  F. 
This  attack  lasted  four  or  five  hours,  gradually 
subsiding.  Examination  revealed  slight  redden¬ 
ing  around  the  pillars.  (The  tonsils  had  been 
well  removed  several  months  before.)  No  gland¬ 
ular  tenderness  or  enlargement.  The  chest  was 
entirely  clear  except  for  some  soreness  on  deep 
pressure  over  the  lower  chest.  Heart  negative, 
spleen  palpable,  liver  not  palpable,  no  abdominal 
tenderness.  Reflexes  were  obtained  with  rein¬ 
forcement.  Skin  clear.  No  joint  tenderness. 
The  fever  subsided  and  she  seemed  quite  well. 
The  next  day  she  had  a  temperature  of  99°  to 
100.°  The  following  day  she  had  a  second  rise 
to  103,°  but  with  very  little  recurrence  of  the 
pain.  The  next  day  she  was  better,  and  in  two 
or  three  days  she  was  well  and  has  been  very 
well  since.  Later  examination  revealed  no  ab¬ 
normality.  The  spleen  was  not  palpable.  No 
blood  examinations  were  made  on  this  child. 

The  distinctive  features  of  these  attacks  were 
the  sudden  agonizing  character  of  the  pain  with 
fever,  the  slightly  reddened  throat,  the  palpable 
spleen,  and  the  markedly  diminished  reflexes, 
with  entire  absence  of  cough  or  lung  or  pleural 
signs,  and  a  normal  white  blood  count;  with  a 
recurrence  two  days  later  of  the  fever  and  pain 
in  a  milder  form,  with  rapid  convalescence. 

That  this  condition  is  due  to  a  protozoa  infec¬ 
tion  seems  unlikely,  due,  it  seems  to  me,  to  the 
rapid  convalescence  without  sequelae.  Quinine 
has  been  recommended,  and  in  protracted  cases 
it  might  be  used,  but  most  of  the  cases  are  so 
self-limited  and  subside  so  rapidly  it  hardly  seems 
necessary. 

I  believe  if  the  case  is  seen  early  a  hypodermic 
injection  of  morphine  would  be  the  rational  thing 
to  give,  provided,  of  course,  that  the  symptoms 
are  not  abdominal. 

To  me  it  appears  that  this  condition  is  more 
likely  a  form  of  influenza,  and  it  is  quite  possible 
we  may  see  more  of  these  cases.  This  is  my 
principal  reason  for  reporting  these  two  cases. 
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PROCEEDINGS  OF  THE  MINNEAPOLIS  CLINICAL  CLUB 

Meeting  of  April  17,  1924 


The  regular  monthly  meeting  of  the  Minne¬ 
apolis  Clinical  Club  was  held  on  Thursday  even¬ 
ing,  April  17,  1924  at  the  Y.  M.  C.  A.  Dinner 
was  served  at  6:15  followed  by  the  regular  pro¬ 
gram,  Dr.  T.  A.  Peppard,  the  President,  pre¬ 
sided.  / 

The  following  case  reports  and  papers  wwe 
given :  / 

Dr.  Kenneth  A.  Phelps  gave  the  follow!^  re¬ 
port  of  a  case  of  “Tracheal  Stenosis v 

The  trachea  has  a  passive  function  of  serving  as 
a  passageway  between  the  larynx  and  the  lung.  Not 
much  attention  has  been  paid  to  diseases  of  the 
trachea,  partly  on  account  of  its  function  and  partly 
on  account  of  the  difficulty  of  its  examination;  how¬ 
ever,  tracheal  stenosis  should  be  classed  as  a  disease 
entity  though  the  cause  may  vary. 

The  symptoms  of  tracheal  stenosis  are  principally 
noisy  respiration  and  difficult  respiration.  These 
usually  develop  simultaneously  and  increase  as  the 
stenosis  increases.  There  are  cases  of  slowly  de¬ 
veloping  stenosis  which  are  not  diagnosed. 

Sudden  suffocation  is  rarely  due  to  intratracheal 
causes  other  than  foreign  bodies.  The  bruit  is  in¬ 
spiratory  as  a  general  rule.  When  the  stenosis  is  low 
in  the  trachea  the  bruit  may  be  expiratory.  Carrying 
the  head  forward  is  listed  as  a  pathognomonic  sign 
of  tracheal  stenosis;  when  the  head  is  carried  back¬ 
ward  it  means  laryngeal  stenosis.  When  the  larynx 
descends  on  breathing,  stenosis  is  laryngeal;  when 
the  larynx  moves  less,  the  stenosis  is  tracheal. 

Stenosis  of  the  trachea  following  diphtheria  may  be 
due,  first,  to  a  spasm  of  the  glottis,  resulting  from 
wearing  an  intubation  tube,  which  can  be  overcome 
by  wearing  the  proper  type  of  tube,  namely,  one 
that  will  allow  the  vocal  cords  some  motion;  second, 
trauma  from  faulty  intubation  where  a  false  passage 
has  been  made  into  the  larynx  or  improperly  done 
tracheotomy,  usually  meaning  an  opening  too  high 
in  the  cricoid-thyroid  space,  too  small  an  incision, 
or  one  not  in  the  mid-line. 

In  all  of  these  conditions  the  neurotic  element  is 
marked;  the  fear  that  the  child  has  of  having  the 
tube  removed  often  increases  the  difficulty  of  de- 
canulation. 

In  May  1920  Robert  T.,  aged  2  yrs.,  had  laryngeal 
diphtheria  with  negative  culture.  Intubation  was 
done  at  the  Minneapolis  General  Hospital,  and  he 
wore  the  tube  forty-one  days.  He  left  the  hospital 
under  protest  and  went  to  Rochester  in  June,  1920. 
Tracheotomy  was  done,  and  he  stayed  there  for 
observation  three  or  four  months  without  further 
treatment.  Since  that  time  he  has  worn  a  trache¬ 
otomy  tube  constantly.  This  has  been  changed  the 
last  three  months;  considerable  difficulty  in  chang¬ 
ing  the  tube.  Was  recently  in  tbe  University  Hospi¬ 
tal,  and  no  attempt  was  made  to  remove  the  tube. 

Examination:  Child  wearing  tracheotomy  tube; 
apparently  low  tracheotomy.  Can  get  no  air  through 
nose  and  mouth,  and  he  has  no  voice.  Is  comforta¬ 
ble  with  tube  in  place.  Tonsils  large,  and  several 


carious  teeth.  Larynx:  vocal  cords  in  good  condi¬ 
tion.  Below  the  cords  is  seen  the  tube  or  web. 

January  16,  1924:  ether  anesthetic  given  through 
tube.  An  attempt  was  made  to  pass  bougie  through 
the  trachea,  but  this  was  unsuccessful.  The  trachea 
was  opened  externally,  considerable  necrotic  ma¬ 
terial  was  removed  from  above  the  tracheotomy 
tube,  the  larynx  was  split,  and  the  membranous 
stenosis  incised  parallel  to  the  vocal  cords.  The 
incision  was  closed,  and  the  tracheotomy  tube  re¬ 
placed.  There  was  very  little  reaction  to  the  oper¬ 
ation. 

January  23,  1924,  the  child  was  able  to  make  a 
sound;  tube  changed  daily. 

January  25,  1924,  the  child  began  to  talk. 

February  6,  1924,  dilated  from  above  and  T-tube 
inserted.  Considerable  cough  caused  by  tube. 

February  12,  1924,  T-tube  removed,  and  old  one 
replaced. 

March  7,  1924,  dilated  from  above;  lumen  large 
enough  to  admit  a  4  mm.  bronchoscopic  tube. 

March  9,  1924,  tracheotomy  tube  removed  perma¬ 
nently;  child  slept  easily  without  tube. 

He  rapidly  learned  to  talk,  and  in  six  weeks  from 
the  original  operation  the  tracheotomy  tube  was 
removed  permanently,  leaving  a  fistula  which  was 
kept  closed  with  gauze  most  of  the  time.  (At  the 
end  of  four  months  this  fistula  was  closed  by  a 
plastic  operation.  The  child  left  the  hospital  with 
no  difficulty  in  breathing  naturally,  able  to  talk 
easily,  and  the  scar  of  the  old  tracheotomy  wound 
was  hardly  noticeable.) 

DISCUSSION 

Dr.  Erling  Hansen:  Dr.  Phelps  spoke  about  the 
development  of  these  cases.  They  sometimes  de¬ 
velop  from  diphtheria  itself,  membrane  formation 
and  ulceration;  or  more  frequently  from  instrumen¬ 
tation, — the  insertion  of  intratracheal  or  tracheotomy 
tubes,  or  using  tubes  that  are  ill-fitting.  Thickening 
of  the  wall  and  development  of  granulation  tissue 
and,  later  on,  scar  contraction  arc  some  factors 
which  produce  stenosis  of  the  larynx  and  trachea. 

I  think  Dr.  Phelps  is  to  be  congratulated  on  the 
fine  results  he  obtained  in  this  case 

Dr.  J.  C.  Michael  reported  two  cases. 

Case  1. — This  is  the  case  of  a  young  man,  aged 
28,  single,  laborer,  who  gave  a  histor}’-  of  primary 
infection  appearing  December  4,  1923.  The  sore 
was  present  three  weeks.  It  disappeared  gradually 
after  beginning  of  intravenous  treatments  of  neosal- 
varsan.  He  was  given  six  doses.  On  February  7, 
the  patient  began  to  suffer  from  sharp  severe  pains 
in  the  interorbital  region.  Pains  continued  con¬ 
stantly.  On  admission  to  the  hospital  on  February 
26,  he  had  the  pains  mostly  in  the  temples  and  ears; 
some  dizziness  and  tinnitus;  no  nausea.  Sleeps  poor¬ 
ly  at  night  because  of  pain.  Vision  is  unaffected. 

Neurological  examination  at  time  of  admission 
to  St.  Mary’s  Hospital  presented  great  toe  extension 
on  both  sides.  No  Kernig;  no  neck  rigidity  could  be 
made  out;  and  no  other  signs  of  focal  disease  were 
present. 


583 


THE  JOURNAL-LANCET 


Spinal  puncture  was  made  on  February  29.  A 
clear  fluid  escaped  under  greatly  increased  pressure. 
Headache  seemed  relieved  from  then  on.  Neosalvar- 
san  was  administered  intravenously  at  five-day  in¬ 
tervals. 

The  blood  Wassermann  w'as  positive;  spinal  fluid 
examination  indicated  116  cells;  Nonne  Lange 
122455420;  and  Wassermann  strongly  positive. 

This  case  is  of  unusual  interest  because  the  neu¬ 
rologic  symptoms  developed  in  such  a  short  inter¬ 
val  after  the  primary  infection,  that  is,  in  about 
two  months  after  the  onset  of  the  primary  genital 
sore. 

Case  2. — My  other  case  is  that  of  a  middle-aged 
man,  a  railroad  car  repairer,  who  on  March  20  of  this 
year  fell  off  a  scaffolding.  He  was  immediately 
paralyzed;  he  had  had  no  feeling  whatever  in  his 
leg  for  twenty-four  hours  after  the  injury,  when  I 
examined  him.  Sphincter  control  has  been  com¬ 
pletely  lost.  There  has  been  considerable  pain  in 
the  lumbar  region  of  his  back,  and  this  pain  has 
radiated  laterally  and  superiorly,  but  not  downward. 
The  slightest  motion,  active  or  passive,  of  his  body 
aggravated  this  constant  pain. 

On  examination  I  found  the  nervous  system  ob¬ 
jectively  negative  above  the  level  of  Poupart’s  lig¬ 
ament  except  for  marked  hyperesthesia  and  hyper¬ 
algesia  over  an  area  of  three  inches  above  the  level 
of  Poupart’s  ligament.  Joint  sense  is  present  in 
both  hips.  All  skin  and  tendon  reflexes  are  absent 
in  both  legs.  Sensation  to  all  forms  is  lost  below 
the  level  mentioned,  the  perineum  included.  Anal 
sphincters  are  relaxed. 

X-rays  here  presented  show  12th  dorsal  and  2nd 
lumbar  spines  to  be  fractured.  The  question  of  op¬ 
erative  interference  then  came  up.  While  there  was 
no  serious  contra-indication,  nerve  examination  led 
me  to  the  conclusion  that  surgery  could  offer  no¬ 
thing  further  than  exploration.  A  laminectomy  was 
done,  but  the  patient  died  immediately  after  the  oper¬ 
ation. 

DISCUSSION  OF  BOTH  CASES 

Dr.  Michael:  It  has  been  confirmed  that  brain 
syphilis  occurs  most  frequently  in  the  first  year  after 
infection;  the  second  and  third  years  follow  succes¬ 
sively  in  order  of  frequency.  Southard  quotes  Craig 
as  having  found  brain  infection  within  one  month, 
Nonne  quotes  a  case  of  Tourette’s  which  involved 
extensively  the  brain  and  cord  and  which  came  on 
in  two  months.  He  reports  one  of  his  own  having  a 
three  months’  interval,  and  two  others  four  months. 

Dr.  C.  a.  Boreen:  It  is  very  unusual  for  nervous 
involvement  to  come  on  so  early,  and  a  good  deal 
more  unusual  to  have  such  acute  manifestations  of 
nervous  involvement  so  early. 

Dr.  Michael:  I  saw  one  man  in  the  country  sev¬ 
eral  years  ago  Avho  was  practically  stuporous.  After 
getting  him  down  to  the  hospital  we  had  no  difficulty 
in  establishing  the  diagnosis.  In  getting  the  history 
we  found  he  had  his  primary  infection  within  nine 
months  prior  to  that  time.  Lethargic  encephalitis 
and  syphilis  of  the  brain  could  be  coincident;  how¬ 
ever,  I  have  never  seen  it  occur. 

Dr.  S.  R.  Maxeiner:  I  would  like  to  ask  particularly 
with  reference  to  these  cases  if  we  do  not  frequently 
get  neurological  manifestations.  When  I  was  with 


Dr.  Farr  we  had  five  cases  of  extra-genital  chancre 
with  early  neurological  involvement.  One  man  gave 
a  history  of  having  a  mole  or  skin  tumor  on  his 
neck  and  having  it  nicked  in  a  barber  shop.  He 
practically  lost  the  vision  in  his  eyes  from  retinitis. 
Another  was  a  woman  who  had  a  primary  lesion  on 
the  tonsil.  Another  girl  had  a  lesion  on  the  lip 
with  similar  symptoms.  Another  man  came  to  the 
office  with  tremor  and  sore  throat,  and  was  practi¬ 
cally  delirious;  in  fact  was  supposed  to  have  delirium 
of  streptococcic  sore  throat.  He  was  virtually  stup¬ 
orous  when  we  saw  him. 

All  these  cases  cleared  up  under  intensive  treat¬ 
ment,  but  the  extragenital  lesions  seem  to  be  prone 
to  complications.  We  had  four  in  one  year. 

Dr.  Michael:  I  doubt  whether,  as  a  general  rule, 
extragenital  lesions  should  be  followed  more  fre¬ 
quently  by  neurological  involvement.  However,  if 
the  face  or  any  area  of  the  head  is  first  affected,  I 
would  feel  that  there  may  be  a  greater  liability  to 
brain  syphilis. 

Dr.  Kenneth  Bulkley  (discussing  Case  2):  Cases 
of  cord  injury  are  always  interesting.  They  require 
careful  study  for  the  accurate  determination  of  the 
level  and  degree  of  injury.  Clinically  it  is  often  im¬ 
possible  to  decide  whether  there  is  or  is  not  a  trans¬ 
verse  lesion.  We  have  in  the  hospital  at  the  present 
time  a  boy  of  22,  who,  while  working,  fell  a  distance 
of  about  sixty  feet.  This  accident  occurred  in  the 
country,  and  the  patient  was  not  seen  until  three 
days  after  injury,  when,  clinically,  he  presented  a 
complete  Brown-Sequard  syndrome  with  a  6th  dorsal 
lesion.  An  extensive  laminectomy  with  wide  expo¬ 
sure  failed  wholly  to  demonstrate  a  cord  lesion  on 
this  patient.  There  was  not  even  a  subdural  hemor¬ 
rhage.  The  patient  is  still  alive  after  a  number  of 
months.  His  complete  paralysis  persists.  His  con¬ 
dition  is  pitiful.  This  particular  case  was  not  bene¬ 
fited  by  operation,  but,  in  view  of  the  clinical  find¬ 
ings,  he  might  have  been  benefited.  It  is  this  possi¬ 
bility  of  relief  for  a  condtion  that,  unrelieved  or  left 
alone,  is  hopeless  which  convinces  us  that  explora¬ 
tory  laminectomy  performed  as  soon  as  possible  on 
this  type  of  case  is  always  justified. 

Dr.  J.  M.  Hayes:  I  recently  had  an  unusual  case 
of  injury  to  the  spine.  This  was  quite  different 
from  Dr.  Bulkley’s  case.  A  large,  muscular  man, 
in  attempting  to  catch  a  runaway  team,  was  caught 
between  the  wagon  and  barn.  He  was  somewhat 
bruised  throughout  the  length  of  his  spine,  but  did 
not  complain  of  much  discomfort,  and  he  continued 
to  carry  on  at  heavy  work.  He  had  no  marked 
trouble  until  about  one  year  later.  Then  retention 
of  urine  was  his  first  symptom.  His  difficulty  was 
so  definitely  confined  to  this  area  that  prostatic  ob¬ 
struction  was  suspected.  Soon  ataxia  became 
marked,  and  when  he  came  to  us  he  was  unable  to 
stand  on  his  feet.  This  was  about  one  and  one-half 
years  after  the  injury.  X-ray  showed  definite  path¬ 
ology  in  the  lumbar  area,  but  none  was  made  out 
higher  up.  Neurological  examinations  pointed  to 
a  lesion  higher  up.  There  was  a  large  amount  of 
albumin  and  pus  in  the  urine,  and  the  patient  had 
to  be  catheterized.  In  view  of  the  indefinite  condi¬ 
tion  we  decided  upon  an  exploration.  On  opening 
down  on  the  dorsal  spine  one  could  observe  with 
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each  respiration  the  definite  movement  of  the  9th 
and  10th  vertebras  over  each  otlier.  The  10th  verte¬ 
bra  was  turned  on  its  axis  to  produce  a  definite 
pressure  on  the  cord.  A  laminectomy  was  done  on 
the  9th,  10th,  and  11th  dorsal  vertebras.  Tbe  cord 
showed  no  other  pathology  except  this  definite  angu¬ 
lation.  The  wound  was  closed,  and  a  plastcr-of-Paris 
jacket  was  put  on.  After  a  few  days  sensation  re¬ 
turned  to  the  bladder.  He  could  not  feel  the  cathe¬ 
ter  before,  but  now  he  felt  it  very  acutely.  Soon 
he  began  to  evacuate  the  bladder  and  catheterization 
became  unnecessary.  He  still  had  severe  pain  in 
the  hips  and  definite  saddle  anesthesia  in  the  perine¬ 
um,  indicating  pathology  lower  in  the  spine.  In 
a  second  operation,  the  cord  was  exposed  from  the 
11th  dorsal  vertebra  down.  It  appeared  normal 
throughout  except  at  a  point  where  the  lamina  of 
the  second  lumbar  vertebra  caused  a  definite  pressure. 
Here  there  were  a  rather  deep  depression  and  a 
slightly  darkened  color  of  the  cord.  After  this  oper¬ 
ation  the  patient  was  put  in  a  leather  jacket  rein¬ 
forced  by  steel.  The  severe  pain  he  had  previously 
complained  of  disappeared  entirely  after  this  oper¬ 
ation,  and  the  bladder  condition  gradually  improved 
until  the  urine  was  entirely  clear. 

The  patient  is  now  getting  around  on  ciMitches 
with  a  much  improved  condition  of  the  bladder  and 
the  general  physical  condition. 

Kiimmell,  in  1895,  first  described  a  class  of  cases 
into  which  this  may  be  placed.  He  holds  that  there 
usually  is  no  fracture  of  the  spine  at  the  time  of 
injury,  but  the  bone  is  injured  and  the  weight 
causes  compression  destruction  of  the  vertebrae. 
The  greatly  delayed  symptoms  might  suggest  this 
sequence  of  events. 

DISCUSSION 

Dr.  Maxeiner:  There  is  one  small  but  extremely 
important  point  in  this  connection.  Dr.  J.  B. 
Murphy,  of  Chicago,  brought  out  the  fact  that  in 
the  distended  bladder  of  paralytics  if  you  catheter- 
ize  the  patients  they  almost  always  die  from  pyone¬ 
phrosis,  but  if  you  massage  the  prostate  and  get 
the  patient  to  empty  the  bladder  himself,  the  pa¬ 
tient  will  get  along  better. 

Dr.  W.  J.  Kremer  read  his  inaugural  paper  en¬ 
titled  “Personal  Impressions  of  Gonorrhea,” 
which  will  be  published  later  in  The  Journal- 
Lancet. 

DISCUSSION 

Dr.  Boreen  :  I  do  not  know  how  to  discuss  Dr. 
Kremer’s  impressions,  but  I  will  say  that  he  has 
given  us  a  very  interesting  paper.  I  think  without 
doubt  that  the  majority  of  doctors  treat  gonorrhea 
a  good  deal  the  same  way  that  the  Irish  medical 
student  replied  when  asked  how  he  would  treat 
gonorrhea,  he  said  “with  contimpt.”  I  think  you 
must  impress  on  the  patient  the  fact  that  his  gonor¬ 
rhea  cannot  be  cured  over  night.  The  shortest  time 
is  four  to  six  weeks  and  the  average  length  of  time 
six  to  eight  weeks. 

Of  course  Dr.  Kremer  did  not  discuss  modes  of 
treatment.  I  think  probably  every  doctor  who  does 
this  kind  of  work  has  his  own  line  of  treatment.  A 
lot  of  patients  go  to  a  doctor  and  when  the  discharge 
stops,  the  doctor  tells  him  he  is  all  right  and  he 


thinks  he  is  all  right.  The  thing  is  persistent  and 
takes  a  long  time.  I  think  if  you  get  the  patient’s 
confidence  he  will  stick  by  you.  The  main  thing 
is  for  him  to  keep  coming  until  he  is  well. 

Dr.  Kremer:  The  point  I  did  try  to  make  in  this 
paper  was  that  the  doctor  should  acquaint  the  pa¬ 
tient  with  his  disease  and  what  is  liable  to  follow, 
and  then  the  patient  will  take  better  care  of  himself 
and  see  that  he  is  properly  treated.  Of  course  it 
does  take  time,  especially  after  the  case  has  become 
chronic;  but  it  can  be  cured,  there  is  no  question 
about  that. 

DISCUSSION 

Dr.  Paul  Rowe  read  his  inaugural  paper  en¬ 
titled  “Ulcerative  Colitis,”  which  will  be  pub¬ 
lished  later  in  The  Journal-Lancet. 

Dr.  T.  a.  Peppard:  This  paper  of  Dr.  Rowe’s 
should  elicit  very  considerable  discussion.  I  would 
like  to  ask  Dr.  Rowe  about  the  frequency  of  occur¬ 
rence  of  the  disease.  We  have  had  at  the  General 
Hospital  three  cases  in  1923  and  three  cases  during 
1922,  and  we  have  had  one  case  so  far  this  year. 

The  symptomatology  seems  to  vary  somewhat  ac¬ 
cording  to  Dr.  Rowe’s  outline. 

Of  the  cases  that  I  recall  at  the  General  Hospital, 
the  first  case  had  much  the  appearance  of  typhoid. 
We  were  misled  and  did  not  make  the  diagnosis  in 
that  case.  Petechiae  appeared,  and  we  felt  that  the 
case  was  one  of  bacteremia.  Necropsy  in  this  case 
showed  ulcerative  colitis.  The  appearance  of  the 
patient  during  the  illness  was  not  unlike  typhoid. 
The  second  case  was  more  acute,  ran  a  shorter 
course,  and  the  patient  died  of  peritonitis.  In  the 
second  case  we  made  the  diagnosis,  but  it  was  over¬ 
ruled  by  the  majority  of  the  staff,  who  advised  re¬ 
moval  of  the  appendix,  which  was  done,  but  the  con¬ 
dition  of  the  appendix  was  not  unlike  that  in  the 
entire  bowel.  Section  of  appendix  revealed  no  struc¬ 
tural  changes  characteristic  of  appendicitis. 

The  condition  is  one  with  relatively  high  mortality. 
In  regard  to  diagnosis,  that  is  not  difficult  provided 
the  condition  is  known  about  and  thought  of  in  con¬ 
sidering  the  differential  diagnosis.  That  is  an  im¬ 
portant  point  because  the  condition  does  not  seem 
to  be  generally  considered  nearly  so  much  as  its 
frequency  of  occurrence  would  warrant. 

Another  question  very  frequently  asked  is  whether 
peritonitis  occurs  without  perforation  of  the  ulcer. 

Dr.  Hayes:  Dr.  Rowe  referred  to  Dr.  Logan’s 
treatment  of  ulcerative  colitis.  Some  time  ago  Dr. 
Logan  suggested  a  treatment  which  proved  very 
striking  in  two  cases  in  which  we  tried  it. 

He  suggested  fifteen  minims  of  tincture  of  iodine 
in  a  full  glass  of  water  three  times  a  day  for  three 
weeks.  He  stated  that  he  had  some  good  results 
with  this  treatment. 

We  happened  to  have  two  quite  early  cases  with 
the  classical  symptoms  and  findings,  on  which  we 
tried  this  method  of  treatment.  Each  of  the  two 
cases  cleared  up  promptly  on  three  weeks’  treatment 
and  have  had  no  symptoms  since.  It  is  over  a  year 
now  since  we  treated  the  first  case. 

Dr.  j.  Warren  Bell:  I  wonder  if  perhaps  the  Eng- 
glish  army  did  not  have  a  number  of  these  cases  and 
not  appreciate  it  at  the  time.  As  far  as  resistance 
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went,  the  men  did  not  have  it.  They  were  not  will¬ 
ing  to  give  their  men  the  proper  food.  The  diet 
consisted  of  bread,  jam,  something  like  dog  biscuit, 
and  oatmeal  almost  as  fine  as  flour.  These  symp¬ 
toms  of  very  marked  diarrhea  immediately  followed 
the  intake  of  food.  This  very  outstanding  condition 
was  the  biggest  disability,  as  far  as  disease  went, 
in  the  English  army,  I  am  sure.  The  men  in  the 
hospitals  did  not  find  an  etiology  to  suit  all  the 
cases.  They  worked  very  industriously,  too,  but 
could  not  discover  a  germ  that  fitted  all  the  cases. 
These  troops  were  treated  with  various  remedies, 
such  as  opium,  but  it  was  not  half  as  effective  as 
I  found  a  little  magnesium  sulphate  to  be.  For  some- 
reason  or  other  the  magnesium  sulphate  put  the 
bowel  at  rest  and  gave  the  men  comfort  that  they 
could  not  get  from  anything  else. 

Dr.  Floyd  Grave:  As  to  the  diarrhea  which  was 
prevalent  in  the  British  army,  of  which  Dr.  Bell 
speaks,  I  can  make  no  comment,  except  that  from 
my  experience  in  the  American  army  I  rather  be¬ 
lieve  it  was  bacillary  dysentery. 

I  made  cultures  from  the  stools  from  the  first 
cases  I  saw,  and  obtained  the  bacillus  of  Shiga 
dysentery.  Dr.  Zinsser  came  to  see  my  cases  and 
said  they  were  bacillary  dysentery  and  that  all  sub¬ 
sequent  cases  should  be  treated  as  such,  without 
going  to  the  trouble  of  routine  cultures,  sir.ee  the 
disease  was  then  epidemic. 

To  obtain  consistently  positive  cultures  from  these 
cases  the  stools  must  be  cultured  immediately,  while 
still  warm,  and  during  the  acute  stages  of  the  dis¬ 
ease.  There  is  great  difficulty  in  obtaining  the  or¬ 
ganisms  after  the  disease  has  passed  beyond  the 
acute  stage.  Possibly  many  of  the  cases  of  which 
Dr.  Bell  speaks  were  not  obtained  early  enough  to 
get  the  causative  organism. 

Bacillary  dysentery  does  cause  extensive  ulcera¬ 
tion  of  the  bowel  in  the  more  severe  cases  but  I  do 
not  believe  this  is  the  disease  which  Dr.  Rowe  has 
reference  to  in  his  paper. 

Dr.  P.  H.  Rowe:  Statistics  on  the  frequency  of 
the  condition  are  wanting.  Some  years  ago  a  writer 
in  the  British  Medical  Journal  stated  that  20,000  deaths 
occurred  annually  in  England  from  “diarrhea.”  It 
is  the  opinion  of  many  writers  that  a  large  number 
of  these  deaths  are  due  to  ulcerative  colitis.  The 
difficulty  has  been  that  there  has  been  so  much  con¬ 
fusion  as  to  just  what  is  ulcerative  colitis.  Different 
types  of  dysentery  have  been  described  by  various 
writers  as  ulcerative  colitis.  Epidemics  occurring 
in  institutions  are  usually  bacillary  dysentery,  which 
is  not  the  type  considered  here.  The  sporadic  con¬ 
dition  is  considered  in  this  paper.  The  stools  have 
been  routinely  cultured  for  amebae  and  the  organisms 
of  dysentery,  but  they  are  always  negative. 


I  do  not  know  of  any  improvement-  in  the  method 
of  treatment.  I  should  hesitate  very  much  to  ad¬ 
minister  magnesium  sulphate  to  any  patient  with 
ulcerative  colitis.  A  method  of  treatment  has  been 
described  where  the  patient  is  given  catharsis,  which 
is  followed  by  bismuth.  The  laxative  empties  the 
bowel,  and  the  bismuth  comes  along  and  theoreti¬ 
cally  soothes  over  the  sore  spots.  To  date  all  treat¬ 
ment  is  empirical  with  the  exception  of  surgery, 
which  is  usually  undertaken  to  facilitate  further  med¬ 
ical  treatment. 

Dr.  Maxeiner:  One  thing  about  the  British  army 
that  we  do  not  experience  is  that  perhaps  60  per 
cent  of  their  men  in  the  army  had  served  in  the 
tropics,  and  a  goodly  percentage  had  a  history  of 
having  had  malaria  or  dysentery  in  Egypt  of  India. 

— J.  C.  Michael,  M.D.,  Secretary. 


MISCELLANY 


AFTER-TREATMENT  OF  VACCINATION 
WOUNDS 

The  following  after-treatment  of  vaccination 
wounds  is  recommended  by  the  Division  of  Pub¬ 
lic  Health  of  the  city  of  Minneapolis : 

Apply  no  gauze,  bandage  or  shield.  Allow  the 
serum  from  the  “scratch”  to  mix  and  dry  with  the 
vaccine.  This  forms  an  airtight  seal.  The  pustule 
forms  under  this  seal  and  raises  it  without  break¬ 
ing.  The  pustule  undergoes  a  drying  process  form¬ 
ing  a  crust,  which  dries  and  desquamates,  leaving 
a  pitted  scar. 

The  only  danger  from  vaccination  comes  from  the 
infection  of  the  wounds  with  bacteria  which  enter 
through  the  breaking  of  the  natural  seal.  All  dress¬ 
ings  applied  soften  the  natural  seal  and  this  facili¬ 
tates  breaking.  A  ring  of  felt  (bunion  plaster)  may 
be  applied  immediately  after  vaccination  on  patients 
who  can  not  expose  the  vaccinated  area  to  the  air 
for  the  twenty  to  thirty  minutes  required  for  drying. 
This  felt  ring  is  to  prevent  contact  of  clothing  until 
drying  takes  place  and  should  be  removed  in  a  few 
hours.  A  clean  piece  of  gauze,  changed  daily,  may 
be  pinned  or  sewed  to  the  inside  of  the  shirt  sleeve 
in  apposition  to  the  vaccinated  area. 

To  conclude,  vaccine  which  has  been  kept  “off  the 
ice”  for  a  few  hours  becomes  inert. 

Division  of  Public  Health, 
Wm.  F.  Reasner,  M.D. 

Assistant  Commissioner. 
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November  15,  1924 


THE  INTER-STATE  POSTGRADUATE 
ASSEMBLY 

The  meeting  of  the  Assembly,  under  the  direc¬ 
tion  of  the  Tri-State  District  Medical  Associa¬ 
tion,  which  took  place  in  Milwaukee  from  the 
twenty-seventh  to  the  thirty-first  of  October,  in¬ 
clusive,  was  a  very  satisfying  meeting.  The 
number  of  registrants  was  officially  1,600,  about 
100  more  than  they  had  in  Des  Moines  last  year; 
but  the  attendance  was  increased  by  internes, 
outside  physicians,  nurses,  and  visitors,  so  that 
at  times  the  auditorium  held  about  2,000  people, 
although  there  was  a  seating  capacit}^  of  2,200. 
A  large  auditorium  of  this  kind,  which  was  a 
made-over  meeting  place,  that  is,  scaffolding  and 
seats  were  prepared  to  make  it  an  available  meet¬ 
ing-room,  is  not  generally  satisfactory  from  an 
acoustic  point  of  view,  and  in  this  vast  hall  most 
of  the  men,  unless  they  were  properly  instructed, 
could  not  be  heard  with  any  degree  of  distinct¬ 
ness.  After  trying  it  out  for  a  few  moments,  a 
mici'ophone  was  placed  in  front  of  the  speaker, 
and  if  he  had  a  carrying  voice  he  could  be  heard 
in  every  point  of  the  room.  But  the  man  who 
disregarded  the  microphone  and  forgot  that  there 
were  amplifiers  in  the  upper  part  of  the  room  was 
in  the  same  false  position  as  the  man  with  the 
poor  voice :  every  time  the  speaker  turned  from 
the  microphone  his  voice  faded  away,  but  the 
Speaker  of  the  House  was  usually  alert  enough 
to  remind  him  that,  in  order  to  be  heard,  he  must 
speak  into  the  instrument.  In  this  way  they  got 
through  the  program  wonderfully  well. 


Men  were  present  from  all  over  the  country, 
speakers  from  Winnipeg  to  New  Orleans,  from 
New  York  to  San  Francisco,  and  others  from 
abroad.  The  men  from  the  Tri-State  district 
turned  out  very  well,  and  now  that  the  District 
Association  has  taken  in  three  other  states  (In¬ 
diana,  Missouri,  and  Minnesota),  the  attendance 
was  markedly  increased.  It  gave  many  of  the 
men  from  the  additional  three  states  an  ojipor- 
tunity  to  see  the  wonderful  work  which  is  being 
done  by  the  Assembly.  There  were  80  men  from 
Minnesota,  at  noon  on  Thursday,  the  next  to  the 
last  day  of  the  meeting.  There  were  7  registered 
from  Montana,  and  15  from  South  and  North 
Dakota. 

It  would  be  impossible  to  go  into  a  discussion 
of  the  various  speakers  and  the  men  who  gave 
clinics,  but  it  was  interesting  to  note  that  one 
of  the  men  from  New  York,  in  fact  all  of  the 
men  from  outside  and  distant  parts  of  the  coun¬ 
try,  were  enthusiastic  in  their  praise  of  the  meet¬ 
ing;  and  the  New  York  men  frankly  confessed 
that  it  would  be  impossible  to  put  on  such  a  meet¬ 
ing  in  New  York  City  because  they  would  be 
unable  to  promote  it  and  wholly  unable  to  furnish 
the  enthusiasm  which  the  Tri-State  District  As¬ 
sociation  produces.  One  man  expressed  his  grat¬ 
ification  and  his  appreciation  of  the  invitation  to 
talk  before  the  Assembly.  He  said  he  had  never 
talked  before  such  a  large  congregation  of  med¬ 
ical  men,  and  yet  he  was  one  of  New  York’s 
well-known  medical  men  and  a  wonderful  teach¬ 
er.  So  that  the  impression  made  upon  the  visit¬ 
ing  speakers  must  have  been  very  gratifying  to 
the  officers  of  the  Association.  This  man,  by 
the  way,  was  Dr.  Russell  A.  Hibbs,  Professor 
of  Orthopedic  Surgery,  Columbia  University. 
He  was  a  very  active,  clear  enunciator  and  a  man 
with  a  wonderful  carrying  voice,  and  he  talked 
of  his  work  and  of  his  subject  with  the  same 
enthusiasm  that  a  younger  man  would  have 
shown,  perhaps  more  so,  because  he  had  acquired 
knowledge  through  experience  and  wisdom  that 
stood  by  him.  And  when  his  time  was  up  the 
audience  demanded  more  of  him  and  he  talked 
for  more  than  an  hour,  three  times  the  time  or¬ 
dinarily  given  to  the  speakers.  He  was  continued 
because  he  was  so  well  understood.  Other  men, 
probably  equally  good  in  their  line  of  work,  had 
not  the  power  to  put  their  voices  through  the 
microphone  and  the  amplifier,  and  the  result  was 
that  they  were  not  heard  beyond  the  first  few 
rows  of  seats.  Many  points  were  lost  to  the 
audience  because  of  the  inability  to  hear,  and 
largely  on  account  of  the  inability  of  the  speaker 
to  put  his  voice  through. 
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As  usual,  Dr.  John  B.  Denver,  Professor  of 
Surgery  of  the  L^niversity  of  Pennsylvania,  con¬ 
ducted  a  clinic  and  read  a  paper  in  his  usual 
characteristic  and  dramatic  style.  He  entertained 
us  all ;  he  gave  us  a  lot  of  information ;  and  he 
drew  from  his  long  and  extended  experience 
some  very  important  facts.  He  rapped  the  in¬ 
ternist  for  his  neglect  in  recognizing  a  surgical 
condition  rather  than  a  medical.  He  thought 
that  a  great  many  of  the  ulcer  cases,  gall-bladder 
cases,  and  other  abdominal  troubles  could  best  be 
treated  by  the  surgeon,  whose  fingers  made  the 
diagnosis,  assisted  by  a  knife,  a  crowbar,  and  an 
axe !  But  everyone  who  knows  Dr.  Deaver 
knows  he  has  a  big  heart  and  broad  understand¬ 
ing,  even  though  he  be  critical.  Dr.  George  W. 
Crile,  Professor  of  Surgery  at  Cleveland,  Ohio, 
and  Drs.  C.  H.  and  W.  J.  Mayo  received,  as 
usual,  the  plaudits  that  were  their  due,  and  all 
were  very  happy  in  their  delivery.  Dr.  C.  Macfie 
Campbell,  Professor  of  Psychiatry  in  the  Har¬ 
vard  University  School  of  Medicine,  not  only 
gave  a  wonderful  clinic,  but  also  read  a  very  apt 
paper  on  “Morbid  Attitudes  and  Beliefs.”  He  is 
a  very  delightful  speaker,  and  his  clinic  and  pa¬ 
per  were  very  much  appreciated. 

Many  other  men  from  various  parts  of  the 
countrv"  and  from  neighboring  states,  notably 
from  Chicago,  participated  in  the  interest  of  the 
meeting,  among  them  Dr.  Dean  Lewis,  Dr.  Julian 
H.  Hess,  Dr.  A.  B.  Kanavel  (Professor  of  Sur¬ 
gery,  N.  W.  University  School  of  Medicine), 
and  Dr.  Harry  M.  Richter,  from  Chicago;  a  man 
from  Kansas,  Dr.  Ralph  Major;  Dr.  Charles  J. 
White,  of  Boston ;  Dr.  A.  MacKenzie  Forbes, 
Clinical  Professor  of  Orthopedics,  McGill  Uni¬ 
versity,  Montreal ;  men  from  Colorado ;  and  two 
men  from  California.  All  these  men  assisted 
in  making  the  clinic  a  success.  Mention  must  be 
made  of  Dr.  George  E.  Brewer,  Professor  of 
Surgery,  Columbia  Lmiversity,  who  gave  a  won¬ 
derfully  clear,  concise,  and  snappy  clinic  on 
“Deformities,  New  Growths,  and  Injuries  to  the 
Abdomen.”  He  knows  how  to  give  a  clinic,  and 
he  knows  how  to  talk. 

Milwaukee  furnished  the  Association  with  de¬ 
lightful  weather,  and  the  men  of  Milwaukee  pro¬ 
vided  entertainment.  One  evening  after  the 
evening  session  an  entertainment  was  given  at 
the  Roof  Garden  of  the  Wisconsin  Theater,  and 
on  Friday  evening  the  annual  banquet  was  held 
at  The  Pfister.  One  can  speak  only  with  admira¬ 
tion  of  the  various  committees  in  Milwaukee, 
who  must  have  spent  an  enormous  amount  of 
time  in  preparing  for  this,  the  second,  meeting 
of  the  Assembly.  Meetings  of  all  kinds,  cover¬ 


ing  all  possible  angles  of  the  convention,  required 
an  enormous  amount  of  time  in  getting  ready  for 
the  meeting.  Personally,  the  editor  must  refer 
again  to  the  Speaker  of  the  Assembly,  Dr.  George 
V.  I.  Brown,  of  Milwaukee,  who  sat  from  seven 
o’clock  in  the  morning  until  ten-thirty  at  night, 
or  later,  presiding  over  each  meeting.  He  still 
has  his  wonderful  presence,  and  he  carries  his 
meeting  on  with  ease  and  exactness  both  in  re¬ 
gard  to  the  speaker  and  the  audience.  One  might 
think  that  this  sort  of  a  meeting  was  too  long 
and  too  intensive,  but  when  one  considers  that 
there  was  something  different  about  every  twenty 
minutes  it  is  no  wonder  the  interest  continued. 
Of  course  the  managing  director.  Dr.  Wm.  B. 
Peck,  of  Freeport,  Illinois,  was  all  over  the  place, 
inside  and  outside,  meeting  his  many  acquain¬ 
tances  and  directing  everybody  as  to  what  they 
should  do  and  how  they  should  conduct  them¬ 
selves.  Without  Dr.  Peck  the  meeting  would  be 
very  difficult,  for  he  is  a  whirlwind  within  him¬ 
self  and  creates  a  whirlwind  outside. 

The  next  meeting  of  the  Association  will  be 
in  St.  Paul.  In  the  meantime,  the  editor  ex¬ 
presses  himself  as  tremendously  pleased  to  think 
that  he  was  in  attendance,  and  that  he  really  ac¬ 
quired  so  much  information. 

THE  SMALLPOX  SITUATION 

There  is  no  question  but  that  there  is  a  small¬ 
pox  epidemic  in  Minnesota,  and  there  should  be 
no  hesitancy  about  people  being  vaccinated,  that 
is,  all  except  Christian  Scientists,  chiropractors, 
and  others  of  similar  cults.  There  has  been  a 
great  deal  of  criticism,  or  was  at  first,  when  vac¬ 
cination  was  made  general,  that  it  was  simply  an 
opportunity  for  the  doctor  to  make  a  little  money 
and  incidentally  to  make  a  great  many  people 
suffer  from  sore  arms  and  sore  legs.  The  vac¬ 
cine  this  season  has  been  very  active  and  effective 
because  it  is  fresh  and  is  kept  at  a  low  temper¬ 
ature  until  used.  The  results  have  been  that 
most  of  the  vaccinations  have  taken,  moderately 
or  violently,  according  to  circumstances.  Some¬ 
times  the  reactions  are  sufficient  to  make  one  feel 
tired  or  upset  for  twenty-four  or  thirty-six  hours  ; 
and,  again,  where  the  vaccinating  is  done  by  the 
wholesale,  going  through  the  department  stores 
and  other  buildings  where  large  numbers  of  em¬ 
ployees  are  vaccinated,  there  is  apt  to  be  a  little 
carelessness,  a  little  lack  of  attention  to  details, 
and  the  result  is  a  very  actively  inflamed  arm  or 
leg.  But  no  deaths  have  occurred  from  vaccina¬ 
tion,  and  very  great  protection  has  been  furnished 
the  vaccinated  against  smallpox. 

The  principal  opponents  of  vaccination  have 
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been  among  the  Christian  Scientists  and  the  cul- 
tists ;  and  where  a  chiropractor  was  advising  his 
patients  not  to  be  vaccinated,  that  they  were 
likely  to  suffer  all  sorts  of  infection,  and  perhaps 
death  from  vaccination,  he  himself  was  stricken 
with  hemorrhagic  smallpox  and  died, — a  very 
striking  illustration  of  poor  advice. 

In  one  large  industrial  plant  some  of  the  office 
force  objected  to  being  vaccinated  and  thought 
it  was  all  “bunk.”  But  the  next  day  one  of  the 
women  was  absent  from  the  office,  and  when  they 
telephoned  her  she  told  them  that  her  father  was 
at  home  ill  with  smallpox.  The  lesson  was  a 
good  one,  because  100  per  cent  of  the  employees 
of  the  industrial  plant  were  promptly  vaccinated, 
and  without  objection. 

Some  years  ago  when  the  Antivaccination  So¬ 
ciety  succeeded  in  having  the  Legislature  repeal 
the  compulsory  vaccination  act,  the  president  and 
secretary  of  the  Society  both  died  of  hemorrhagic 
smallpox, — another  striking  illustration  of  the  re¬ 
sult  of  interfering  through  ignorance  and  dogma¬ 
tism.  It  is  said  that  400,000  people  in  Minnesota 
have  been  vaccinated  within  a  month,  200,000  of 
them  being  residents  of  Minneapolis.  There  are 
all  the  way  from  130  to  150  cases  of  smallpox 
in  Minneapolis,  and  there  have  been  a  number  of 
deaths,- — sometimes  within  twelve  hours  and  oc¬ 
casionally  the  patient  lived  twenty-four  hours. 
Old  vaccination  scars  are  no  good.  A  nurse 
who  applied  for  a  position  in  a  hospital  for  con¬ 
tagious  disease  asserted  that  she  had  been  vac¬ 
cinated  and  it  had  taken  well,  but  she  died  within 
twenty-four  hours,  and  it  was  discovered  after¬ 
wards  that  her  vaccination  was  done  early  in 
life.  Numbers  of  cases  of  this  kind  have  devel¬ 
oped  where  people  think  they  are  immune  be¬ 
cause  they  have  been  vaccinated  in  early  life, 
infancy,  or  within  three  or  four  year.  The  rule 
holds  good  that  every  time  there  is  an  epidemic 
of  smallpox  everyone  should  be  vaccinated. 

This  epidemic  is  not  limited  to  Minnesota.  It 
is  all  over  the  country,  east,  west,  north,  and 
south.  So  it  would  be  advisable  for  those  who 
travel  to  be  vaccinated  before  they  begin  their 
journey.  It  is  said  that  the  virulent  type  of 
smallpox  was  introduced  into  Minnesota  by  a 
man  who  came  from  Saskatchewan,  and  who 
died  in  Duluth  on  January  26th  of  this  year. 

Thousands  of  people  are  being  vaccinated  daily 
and  thousands  are  waiting  at  the  free-vaccina- 
tion  clinics  that  have  been  established  in  the 
Twin  Cities.  Remembering  that  smallpox  is  a 
winter-born  disease,  usually,  it  behooves  us  all 
to  take  no  chances  and  not  to  rely  upon  cold 
weather  to  stamp  out  the  disease.  Get  yourself 


vaccinated,  and  advise  your  patients  to  be  vac¬ 
cinated,  remembering  that  it  is  a  minor  surgical 
operation  and  should  be  done  with  great  care  and 
safeguarded  from  all  manner  of  infection. 

Some  of  the  vaccinators  are  employing  the 
open  method,  simply  pricking  through  the  drop 
of  vaccine,  allowing  the  surface  to  dry  and  then 
without  covering  the  vaccination  mark,  to  go  un¬ 
protected.  Others  of  the  older  school  are  using 
various  protectors  for  a  time,  and  sometimes 
throughout  the  period  of  the  vaccination.  Either 
way  is  good  if  you  do  not  get  it  wet  too  soon, 
or  infected. 

ALBERT  EDWARD  WIGGAM 

Efforts  are  being  made  to  secure  Mr.  Wiggani 
for  a  lecture  in  Minneapolis  at  an  early  date ;  the 
time  and  place  will  be  announced  when  the  ar¬ 
rangements  have  been  made.  Mr.  Wiggam  has 
written  two  books,  “The  New  Decalogue  of  Sci¬ 
ence,”  which  we  have  commented  on  before,  and 
“The  Fruit  of  the  Family  Tree,”  both  dealing 
with  biology,  heredity,  and  natural  selection,  and 
both  full  of  interesting  matter.  If  Mr.  Wiggam 
can  be  persuaded  to  come  here  to  lecture,  every 
doctor  should  hear  him,  for  he  has  many  good 
points  on  biological  and  hereditary  topics  that 
will  make  many  medical  men  sit  up  and  blink 
their  eyelids.  He  is  a  very  entertaining  and  easy 
talker,  and  he  has  a  way  of  putting  things  over 
to  his  audience.  As  this  lecture  is  to  be  a  public 
lecture,  it  will  not  be  confined  to  medical  men, 
but  will  be  participated  in,  it  is  hoped,  by  many 
organizations  of  the  city. 

We  are  woefully  ignorant  of  their  new  scientific 
problems.  It  is  only  a  comparatively  few  years 
ago  that  the  Mendelian  law  was  interpreted,  and 
it  is  but  a  few  years,  very  few  in  fact,  since 
people  have  taken  up  the  study  of  biology  and 
heredity.  Every  doctor  needs  to  know  more  of 
this  subject  than  he  does,  and  everyone  who  is 
at  all  interested  in  scientific  problems  should  fa¬ 
miliarize  himself  with  this  author  and  his  books. 

The  members  of  the  Hennepin  County  Medical 
Society  will  receive  personal  letters  asking  them 
to  subscribe  for  two  tickets  each,  the  price  of 
which  will  be  approximately  $1.50.  This  is  done 
in  order  to  enable  the  promoters  of  the  lecture 
fund  to  carry  out  the  project,  as  it  will  cost  near¬ 
ly  five  hundred  dollars  to  get  Mr.  Wiggam  here, 
to  advertise  him  properly,  and  to  secure  an  audi¬ 
torium  for  his  talk. 

Mr.  Wiggam  was  born  in  southern  Indiana  in 
1871.  He  took  his  course  of  political  science  in 
Johns  Hopkins,  but  his  course  was  interrupted 
on  account  of  ill  health  for  a  time.  He  lived 
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in  Colorado  for  six  or  seven  years.  From  there, 
after  his  recovery,  he  came  to  Minneapolis  and 
was  a  reporter  and  editorial  writer  on  the 
Minneapolis  Journal.  In  the  presidential  cam¬ 
paign  of  1900  the  Republican  National  Commit¬ 
tee  appointed  him  a  campaign  speaker.  It  was 
about  this  time  that  he  took  up  his  work  on  bio¬ 
logy,  heredity,  and  eugenics  in  this  country,  and 
he  is  said  to  have  the  largest  biological  library  in 
existence,  consequently  he  is  a  man  who  is  com¬ 
petent  to  speak  to  the  people  with  authority.  He 
had  a  good  deal  of  difficulty  at  first  in  getting  his 
subject  before  the  people.  Scientists  thought 
that  it  would  be  impossible  to  interest  the  public 
and  they  feared  that  it  would  impair  their  dignity, 
and  they  believed  that  writing  a  popular  version 
of  the  problems  and  the  trend  of  science  could 
not  be  accomplished,  but  Mr.  Wiggam  succeeded. 
He  visited  all  the  leading  laboratories  in  Europe 
and  in  this  country.  In  1912  he  was  a  delegate 
to  the  first  eugenic  congress  held  at  the  London 
University,  and  again  was  a  delegate  to  the  sec¬ 
ond  congress  held  in  New  York.  When  his  book, 
“The  New  Decalogue  of  Science,  “was  published, 
it  immediately  commanded  attention  and  un¬ 
equivocal  praise  of  scientists  and  laymen  through¬ 
out  the  country.  Mr.  Wiggam  is  now  devoting 
his  time  to  special  lectures  and  writing.  His 
home  is  in  New  York  City. 


NEWS  ITEMS 


Dr.  H.  T.  Frost  has  moved  from  Hallock  to 
Crookston. 

The  Tri-State  District  Medical  Association  will 
meet  in  St.  Paul  on  October  26-30,  1925. 

The  National  Tuberculosis  Association  will 
hold  its  next  annual  meeting  in  Minneapolis  in 
June,  1925. 

Two  damage  suits  of  $7,000  and  $5,000,  re¬ 
spectively,  have  been  brought  against  “Dr.”  S.  R. 
Kirby,  of  Thief  River  Falls. 

Dr.  A.  K.  Stratte,  a  1923  graduate  of  the  Med¬ 
ical  School  of  the  U.  of  M.,  has  located  at  Pine 
City.  Dr.  Stratte  was  recently  married. 

The  Western  Surgical  Association  meets  on 
December  4  to  6  at  French  Lick  Springs,  Ind. 
Dr.  H.  P.  Ritchie,  of  St.  Paul,  is  the  secretary 
of  the  Association. 

Dr.  F.  U.  Davis,  health  commissioner  of  Fari¬ 
bault,  says  a  visiting  nurse  has  been  the  chief 
factor  in  controlling  the  spread  of  contagious 
diseases  in  that  city. 


The  patients  of  the  Phalen  Park  Hospital  for 
Crippled  Children,  at  St.  Paul,  observed  the  an¬ 
niversary  of  the  birthday  of  its  founder.  Dr.  A. 
J.  Gillette,  last  month. 

It  is  stated  that  400,000  persons  were  vacci¬ 
nated  in  Minnesota  within  a  month.  That  sounds 
like  somebody’s  majority  in  a  presidential  elec¬ 
tion.  It  at  least  precludes  a  possible  disaster. 

In  the  first  ten  days  of  November  there  were 
ten  deaths  from  smallpox  in  Minneapolis,  and 
there  were  26  deaths  in  October.  Wholesale 
vaccination  has  been  done  during  the  past  month. 

Dr.  George  G.  Balcom,  of  Lake  Wilson,  died 
last  month  at  the  age  of  56.  Dr.  Balcom  was  a 
graduate  of  the  Medical  School  of  the  University 
of  Minnesota  (College  of  Homeopathy)  in  the 
class  of  ’96. 

At  the  October  meeting  of  the  Northwestern 
District  Medical  Association  of  North  Dakota, 
held  at  Minot,  papers  were  presented  by  Dr.  C. 
N.  Callander,  of  Fargo,  and  Drs.  H.  M.  Erenfeld 
and  C.  N.  Ransom,  of  Minot. 

The  November  meeting  of  the  Consulting  Med¬ 
ical  Staff  of  the  Lymanhurst  Hospital  occurs  on 
the  25th,  and  every  physician  is  invited  to  attend 
it.  The  speakers  at  this  meeting  will  be  Drs. 
L.  F.  Richdorf,  F.  W.  Schlutz,  E.  J.  Huenekens, 
and  Rood  Taylor. 

The  Minnesota  Public  Health  Association  at 
its  annual  meeting,  held  this  month,  elected  the 
following  officers:  President,  Dr.  H.  L.  Taylor, 
St.  Paul ;  vice-president.  Dr.  N.  O.  Pearce, 
Minneapolis ;  secretary,  Mrs.  J.  A.  Thabes,  Brain- 
erd;  treasurer,  W.  A.  Laidlaw,  St.  Paul. 

At  the  annual  meeting  of  the  Mitchell  District 
Medical  Association  of  South  Dakota,  held  last 
month,  the  following  officers  were  elected :  Presi¬ 
dent,  Dr.  G.  A.  Clauser,  Bridgewater ;  vice-presi¬ 
dent,  Dr.  C.  V.  Templeton,  Woonsocket;  secre¬ 
tary-treasurer,  Dr.  R.  A.  Kelly,  Mitchell. 

At  the  annual  meeting  of  the  Park  Region 
Medical  Society,  held  at  Fergus  Falls  last  week, 
the  following  officers  were  elected:  President, 
Dr.  W.  S.  Broker,  Battle  Lake;  vice-president. 
Dr.  H.  L.  Sargeant,  Rochester;  secretary-treas¬ 
urer,  Dr.  T.  S.  Paulson,  Fergus  Falls;  delegate. 
Dr.  A.  C.  Baker,  Fergus  Falls. 

The  Minnesota  Sanitary  Conference  held  its 
annual  meeting  at  St.  Paul  last  week.  A  resolu¬ 
tion  was  passed  that  a  general  campaign  of  edu¬ 
cation  be  begun  looking  to  better  co-operation 
between  physicians  and  health  officials.  Officers 
for  the  current  year  were  elected  as  follows: 
President,  Dr.  O.  E.  Locken,  Crookston;  vice- 
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president,  Dr.  D.  C.  Lochead,  Rochester;  secre¬ 
tary-treasurer,  Dr.  A.  J.  Chesley,  executive  of¬ 
ficer  of  the  Minnesota  State  Board  of  Health. 

So  many  of  the  hospitals  in  this  field  were 
already  recognized  as  the  standardized  hospitals 
by  the  American  College  of  Surgeons  that  the 
names  of  only  six  new  ones  appear  in  the  list  of 
those  recognized  since  Jan.  1.  They  are  as  fol¬ 
lows:  in  Minnesota,  Asbury  Hospital  (Minne¬ 
apolis),  Winona  General  Hospital  (Winona), 
Morgan  Park  Hospital  (Duluth)  in  Montana,  St. 
John’s  Hospital  (Helena)  ;  in  South  Dakota,  the 
Chamberlain  Sanitarium  and  Hospital  (Chamber¬ 
lain)  ;  in  North  Dakota,  none.  A  splendid  record, 
indeed ! 

The  story  of  the  fourth  year’s  (1924)  work 
of  the  North  Dakota  Tuberculosis  Association 
is  told  in  an  exceedingly  interesting  pamphlet  by 
Dr.  James  Grassick,  President  of  the  Associa¬ 
tion.  The  clinic  car  travelled  3,127  miles;  61 
public  clinics  were  held;  2,594  persons  were  ex¬ 
amined;  588  individuals  were  treated;  113  home 
calls  were  made ;  and  an  amount  of  cheer,  ad¬ 
vice,  and  good-will  was  scattered  in  this  home 
missionary  work  that  is  beyond  estimate.  What 
a  contrast  to  the  work  of  the  politicians  of  the 
same  beautiful  state!  And  the  moral?  Buy 
Christmas  Seals,  and — buy  more. 

Minnesota  Medical  Alumni  Meeting 

A  meeting  of  the  Minnesota  Medical  Alumni 
Association  was  held  in  St.  Cloud  on  October  10. 
President,  Dr.  Paul  B.  Cook,  was  in  the  Chair. 
The  minutes  of  the  last  meeting  were  read  and 
accepted.  Dr.  E.  R.  Hare  then  reported  for  the 
Advisory  Committee  that  a  meeting  had  recently 
been  held  and  that  definite  work  was  in  progress, 
but  that  there  was  nothing  of  importance  to  re¬ 
port  at  this  time.  Dr.  Cook  then  appointed  a 
nominating  committee  to  select  a  few  names  for 
servants  for  the  following  year. 

Dr.  H.  W.  Jones  reported  for  the  Necrology 
Committee  as  follows : 

Dr.  Warren  A.  Dennis,  St.  Paul,  U.  of  M., 
1896,  died  November  8,  1923.  Dr.  John  Egan, 
Minneapolis,  U.  of  M.,  1907,  died  November  30, 
1923.  Dr.  Theo.  C.  Lund,  Hutchinson,  U.  of 
M.,  1898,  died  February  25,  1924.  Dr.  J.  B. 
White,  Belle  Plaine,  U.  of  M.,  1891,  died  August 
30,  1924. 

The  Nominating  Committee  then  reported,  and 
the  Secretary  was  instructed  to  cast  a  unanimous 
ballot  for  the  following  officers : 

Dr.  O.  N.  Meland,  Warren,  Minn.,  for  Presi¬ 
dent. 


Dr.  J.  Warren  Bell,  Minneapolis,  for  vice- 
president. 

Secretary  and  Treasurer,  as  formerly.  Dr. 
Donald  Daniels,  Minneapolis. 

The  motion  seconded,  and  carried. 

Dr.  H.  W.  Jones  then  called  from  the  floor 
for  a  few  words  from  Dean  Lyon,  our  guest. 
Dr.  Lyon  reported  that  no  reply  had  yet  come 
from  his  application  to  the  Rockerfeller  Founda¬ 
tion.  Pie  stated  that  the  problem  of  medical  care 
was  now  one  of  distribution  of  the  available  men, 
possibly  through  socialization  of  medicine. 

The  President,  Dr.  O.  N.  Meland,  appointed 
the  following  men  to  fill  vacancies  occurring  in 
the  Advisory  Committtee.  These  men  are  to 
serve  for  a  period  of  three  years : 

Dr.  S.  P.  Rees.,  Minneapolis. 

Dr.  E.  L.  Tuohy,  Duluth. 

Dr.  Paul  B.  Cook,  St.  Paul. 

Dr.  Carl  O.  Estrem,  Fergus  Falls. 

Medical  Representative  at  large.  Dr.  S.  E. 
Sweitzer,  Minneapolis. 

J.  Warren  Bell,  M.D. 


Drug  Stock  for  Sale 

Minnesota  physician  desires  to  dispose  at  once 
of  liis  nearly  new  drug  stock  at  half  cost  price.  Ad¬ 
dress  158,  care  of  this  office. 

Locum  Tenens  or  Large  Country  Practice  Wanted 

I  desire  a  position  to  do  substitute  work  or  will 
take  over  a  country  practice  if  the  field  is  a  large 
one.  Address  157,  care  of  this  office. 

Practice  for  Sale 

General  practice  in  northwest  central  part  of  Min¬ 
nesota,  in  town  of  600.  Prosperous  farming  and 
dairying  community,  with  no  competition.  $6,000 
cash  practice  last  year.  Will  sell  for  price  of  equip¬ 
ment.  Good  reason  for  selling.  Address  159,  care 
of  this  office. 

Wanted,  An  X-Ray  and  Laboratory  Nurse 

Position  open  in  new  modern  Tuberculosis  Insti¬ 
tution  in  Northern  Minnesota;  excellent  opportunity 
for  one  thoroughly  familiar  with  x-r^y  technique 
and  general  laboratory  methods,  also  to  assist  in 
heliotherapy.  Complete  maintenance  at  hospital. 
State  salary  desired,  references,  and  wdien  available. 
Address  156,  care  of  this  office. 

Physician  Wanted 

Reliable  physician  in  a  Northern  Minnesota'  town 
of  375  inhabitants,  about  3,000  people  in  community. 
Physician’s  territory  much  larger,  including  five 
villages  and  districts.  Nearest  competition  22  miles 
North,  47  West,  45  South,  none  East.  Excellent 
dairying  and  farming  district.  Good  office  and  resi¬ 
dence  quarters  available.  Good  man  can  run  receipts 
to  $5,000  a  year  in  six  months  time.  Village  and 
townships  health  officer  business  guaranteed  to  resi¬ 
dent  physician,  which  amounts  to  about  $900  per 
year.  Applicant  must  furnish  references.  Address 
154,  care  of  this  office. 
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SOME  ASPECTS  OF  CARDIAC  DIAGNOSIS  AND  TREATMENT^^ 

By  Clarence  J.  McMullen,  M.D. 

CHICAGO,  ILLINOIS 


It  is  my  purpose  to  summarize  some  of  the 
recent  ideas  and  new  thoughts  regarding  heart 
disorders,  their  diagnosis,  prognosis,  and  treat¬ 
ment.  Much  progress  has  been  made  in  the  last 
decade  in  heart  study,  due  to  various  factors. 
We  owe  much  to  Sir  James  Mackenzie,  of 
England.  Working  alone  in  general  practice,  he 
kept  accurate  records  of  his  heart  cases,  used 
the  polygraph,  and,  in  summarizing  his  years  of 
observation,  he  presented  many  new  facts  to  the 
profession.  The  electrocardiograph,  with  its  ac¬ 
curate  tracings,  was  another  stimulus.  Thomas 
Lewis,  Mackenzie’s  associate,  advanced  the  elec¬ 
trocardiographic  work,  and  his  books  are  the 
most  complete  texts  in  this  work. 

Proper  cardiac  management  is  not  possible 
without  accurate,  complete  diagnosis.  Formerly 
diagnosis  of  the  valvular  lesion  was  sufficient. 
Lewis,  of  England,  and  P.  D.  White,  of  Boston, 
have  recently  emphasized  the  importance  of  in¬ 
cluding  in  our  diagnosis — 

1.  Etiologic  diagnosis — detecting  the  cause. 

2.  Structural  diagnosis — noting  the  patho¬ 
logic  changes. 

3.  Functional  diagnosis — determining  the  ab¬ 
normality  of  function. 

The  etiologic  diagnosis  is  of  great  importance 
because  of  its  bearing  on  prognosis  and  treat¬ 
ment.  The  etiology  can  usually  be  elicited,  and 
it  is  much  better  to  begin  ouP  diagnosis  with 

•Presented  at  the  Sixteenth  annual  meeting  of  Minne¬ 
apolis,  St.  Paul,  and  Sault  Ste.  Marie  Railway  Surgical  Asso¬ 
ciation,  Minneapolis,  Minnesota,  December  11  and  12,  1923. 


specific  terms,  as  “rheumatic  heart  disease,”  or 
“syphilitic  heart  disease,”  or,  if  the  etiology  is 
unknown,  to  specify  under  “heart  disease  of  un¬ 
known  origin,”  all  facts  which  portray  to  the 
reader  accurate  important  information.  For 
practical  working  purposes  all  the  etiologic  types 
of  heart  disease  may  be  divided  into  nine  groups. 
In  order  of  their  frequency  I  shall  briefly  enu¬ 
merate  these  causes : 

1.  Arteriosclerotic  heart  disease. — This  makes 
up  the  large  percentage  of  cases  in  individuals 
past  50,  and  frequently  found  in  those  between 
40  and  50.  The  narrowing  of  the  coronary  arter¬ 
ies  with  subsequent  impoverishment  of  nutrition 
of  the  myocardium  results  in  chronic  myocardial 
degeneration,  auricular  fibrillation,  angina  pec¬ 
toris,  and  subsequent  heart  failure. 

2.  Rheumatic  heart  disease. — A  large  group, 
usually  found  in  younger  individuals  or  even  in 
very  young  children.  This  group  includes  those 
lesions  resulting  from  acute  rheumatic  fever ; 
also  those  hearts  due  to  tonsillar  infections  and 
chorea,  which  produce  the  same  type  of  cardiac 
damage. 

The  prevention  of  rheumatic  heart  disease  is 
an  important  problem  and  there  is  much  hope  for 
the  future.  Recent  investigations  have  disclosed 
the  frequency  of  multiple  rheumatic  hearts  in 
the  same  family.  Evidence  is  now  being  sought 
to  prove  the  importance  of  isolating  of  rheumatic 
fever  patients,  and  it  is  possible  that  in  the  future 
we  shall  have  fewer  rheumatic  hearts,  just  as 
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we  are  reducing  our  tuberculosis  cases  by  isola¬ 
tion.  Another  important  aspect  of  rheumatic 
heart  disease  is  the  necessity  of  recognizing  the 
subacute  infection  which  goes  on  in  the  heart 
valves  with  the  patient  up  and  about.  This  is 
especially  seen  in  the  children  whose  only  com¬ 
plaint  is  slight  lassitude,  failure  to  gain  in  weight, 
with  aching  pains  here  and  there.  These  chil¬ 
dren  develop  marked  stenosis  of  the  mitral 
valve  without  any  distinct  acutely  swollen  joints. 
Proper  recognition  of  these  cases,  with  rest  in 
bed,  tonsillectomy,  and  removal  of  foci  of  infec¬ 
tion,  plus  active  salicylate  therapy,  will  reduce 
the  damage  to  the  heart. 

3.  Hypertension  heart  disease. — This  is  the 
usual  “large”  heart  found  in  individuals  past  40, 
the  result  of  heart  strain  due  to  the  prolonged 
attempt  of  the  heart  to  carry  on  an  efficient  cir¬ 
culation  against  a  high  blood  pressure.  This 
hypertension  may  be  either  that  associated  with 
true  nephritis  or  the  so-called  “essential  hyper¬ 
tension,”  in  which  no  kidney  lesion  is  found. 

4.  Thyroid  heart  disease. — This  is  the  result 
of  prolonged  tachycardia  due  to  thyroid  intoxica¬ 
tion.  The  heart  enlarges,  and  later  auricular 
fibrillation  ensues,  with  heart  failure  of  the  con¬ 
gested  type.  Digitalis  is  of  great  assistance  in 
these  cases  in  which  auricular  fibrillation  has 
developed.  It  has  no  effect  upon  the  tachycardia 
during  the  active  toxemia.  The  prevention  of 
this  cardiac  damage  depends  upon  early  treat¬ 
ment  of  the  thyrotoxicosis,  with  reduction  of  the 
toxemia  and  also  the  heart  rate. 

5.  Syphilitic  heart  disease. — This  manifests 
itself  principally  in  affections  of  the  aorta,  aortic 
valve,  and  coronary  arteries. 

6.  Nervous  heart. — Frequently  called  “the  ef¬ 
fort  syndrome”  or  “neurocirculatory  asthenia.” 
This  condition  was  frequent  in  the  army  in  in¬ 
dividuals  exposed  to  the  worry,  emotion,  and 
increased  effort  of  army  life.  It  is  very  common 
in  civil  life  and  is  usually  mistaken  for  organic 
heart  disease.  Primarily  a  functional  disturb¬ 
ance  of  the  nervous  system,  these  patients  have 
more  symptoms  and  apparently  more  discomfort 
than  those  with  true  organic  disease.  It  is  never 
fatal.  The  physician’s  accurate  diagnosis  and 
recognition  of  this  condition  with  proper  assur¬ 
ance  to  the  patient  that  his  ailment  is  harmless 
starts  him  on  the  road  to  recovery.  Graduated 
exercises  and  proper  supervision  of  the  individ¬ 
ual’s  general  nervous  system  complete  the  man¬ 
agement  of  these  cases. 

7.  Diphtheritic  heart  disease. — This  occurs 
during  and  after  diphtheria.  Usually  an  acute 
myocarditis,  frequently  resulting  in  heart  block 


and  occasionally  sudden  death.  Early  free  use 
of  antitoxin  assists  in  preventing  this  affection. 

8.  Congenital  heart  disease. — This  is  not  com¬ 
mon  and  is  usually  early  recognized  in  childhood. 

9.  Other  rare  heart  infections. — Such  forms 
seen  in  tuberculosis,  staphylococcus,  pneumococ¬ 
cus,  streptococcus,  gonococcus,  and  meningococ¬ 
cus. 

Thus  I  have  enumerated  the  entire  group  of 
heart  diseases,  classified  etiologically.  The  prac¬ 
tical  application  of  such  a  scheme  is  best  illus¬ 
trated  by  citing  a  case.  A  patient,  40  years  of 
age,  presents  the  typical  findings  of  an  aortic 
insufficiency ;  his  past  history  reveals  a  syphilitic 
infection.  He  has  precordial  pains  occurring  in 
severe  paroxysms  and  radiating  into  the  arms. 
His  pulse  intermits  every  fourth  or  fifth  beat. 
Our  diagnosis  according  to  our  scheme  of  classi¬ 
fication  is  recorded: 

Etiological — Syphilitic  heart  disease. 

Structural — Aortic  regurgitation. 

Functional — Extrasystoles  of  ventricular  ori¬ 
gin.  Heart  failure  of  the  anginal  type. 

How  much  more  this  means  than  the  usual 
diagnosis  found  in  our  hospital  records  which 
usually  read :  “Aortic  regurgitation”  or  “extra¬ 
systoles,”  etc.  Such  a  system  of  accurate  classi¬ 
fication  of  heart  cases  will  simplify  our  work 
and  clear  up  much  of  the  obscurity  among  phy¬ 
sicians  regarding  heart  disorders. 

Functional  Diagnosis 

The  abnormalities  of  function  is  a  live  topic 
to-day,  and  perverted  actions  of  all  the  organs 
are  being  carefully  observed.  These  functional 
abnormalities  of  the  heart  have  been  intensively 
studied  in  the  last  fifteen  years.  The  graphic 
records  furnished  by  the  polygraph  and  the  elec¬ 
trocardiograph  have  been  of  invaluable  assistance 
in  this  work. 

The  functional  heart  disturbances  are: 

1.  Heart  failure. — This  term  is  used  to  in¬ 
clude  disturbances  which  give  evidence  of  failing 
heart  muscle.  There  are  two  types : 

a.  The  congestive  type. 

b.  The  anginal  type. 

2.  Changes  in  rate  and  rhythm. — The  prin¬ 
cipal  abnormalities  of  rate  and  rhythm  are : 

a.  Sinus  arrhythmia. 

b.  Premature  beats. 

c.  Auricular  fibrillation. 

d.  Auricular  flutter. 

e.  Paroxysmal  tachycardia. 

f.  Pulsus  alternans. 

g.  Heart  block. 

Each  of  these  functional  abnormalities  has  its 
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significance,  both  from  the  prognostic  and  the 
therapeutic  standpoint. 

Of  especial  interest  is  the  pulsus  alternans,  or 
alternating  pulse.  In  this  condition  every  second 
beat  is  weak.  It  is  easily  recognized  and  well 
worth  looking  for.  It  is  an  evidence  of  grave 
heart  disease  affecting  the  myocardium,  as  shown 
by  the  fact  that  practically  all  cases  revealing 
this  condition  have  died  within  two  years.  It  is 
recognized  in  two  ways  : 

1.  By  the  blood-pressure  apparatus.  When 
taking  the  systolic  blood  pressure,  exhaust  the  air 
from  the  constricting  cuff  very  slowly,  listening 
cautiously  for  the  first  sounds  to  come  through. 
At  this  point  we  catch  the  alternating  pulse. 
Every  other  beat  comes  through ;  i.  e.,  only  every 
second  heart  beat  is  strong  enough  to  come 
through.  As  we  gradually  exhaust  more  air  the 
other  beats  come  through. 

2.  The  other  method  is  by  radial  tracings  in 
which  every  second  wave  is  a  small  wave. 

Heart  Failure 

The  general  conception  of  heart  failure  is  the 
so-called  “broken  compensation.”  This  is  one 
type.  There  are,  however,  two  outstanding  clin¬ 
ical  types  of  heart  failure : 

1.  The  congestive  type. 

2.  The  anginal  type. 

The  congestive  type  with  congestion  in  all  the 
viscera,  in  the  lesser  degrees  with  pulmonary 
congestion,  with  basal  rales  found  over  both 
lowers,  to  the  extreme  type  with  extensive  edema 
of  the  legs,  back,  hands,  etc.,  seen  in  the  later 
stages. 

The  anginal  type  is  an  extremely  important 
group  which  unfortunately,  is  often  overlooked. 
These  are  the  patients  with  heart  pains.  Anginal 
pains  are  common  in  arteriosclerotic  and  syph¬ 
ilitic  heart  disease.  The  distribution  is  often 
atypical,  and,  instead  of  being  the  usual  type 
with  pain  down  the  arms,  it  may  be  referred  to 
the  back,  epigastrium,  the  neck,  or  the  opposite 
side  of  the  chest.  These  cases  are  just  as  truly 
cases  of  heart  failure  as  the  edematous  case. 
This  is  shown  by  the  frequency  with  which  they 
are  found  dead  without  any  one  suspecting  that 
they  were  near  the  danger  point.  Early  recog¬ 
nition  of  this  type  of  heart  failure  with  proper 
advice  as  to  habits,  diet,  and  proper  medication 
will  add  many  years  to  their  lives. 

Treatment 

In  discussing  the  treatment  I  shall  simply  state 
some  of  the  outstanding  recent  ideas  of  practical 
value.  We  must  realize  that  the  treatment  of 


heart  disease  is  not  as  hopeless  as  most  physi¬ 
cians  believe.  Of  primary  importance  is  accurate 
diagnosis,  including  the  etiologic. 

Our  first  step  is  to  remove  the  etiologic  factor 
when  possible.  For  example,  in  the  arterioscler¬ 
otic  heart  it  is  true  that  most  of  the  underlying 
causes  are  not  accurately  known,  and  some  that 
we  do  know,  such  as  heredity,  cannot  be  changed. 
Nevertheless,  we  may  postpone  the  onset  of  heart 
failure  by  modifying  the  mode  of  living,  hours 
of  work,  nerve  strain,  and  diet,  all  factors  of 
importance. 

Rheumatic  heart  disease  may  become  a  pre¬ 
ventable  disease.  If  we  can  determine  more 
definitely  that  rheumatic  fever  is  contagious,  then 
isolation  of  the  patient  may  save  other  persons 
in  the  same  family.  Early  treatment  of  rheuma¬ 
tic  fever  with  salicylates  to  the  point  of  satura¬ 
tion  shortens  the  course  of  the  disease.  It  is 
advisable  to  continue  the  salicylates  for  long 
periods  'after  the  active  symptoms  have  subsided. 
The  salicylates  are  not  specific,  but  they  do  ap¬ 
parently  make  the  organism  of  rheumatic  fever 
less  harmful.  Tonsillectomy,  when  the  tonsils 
are  diseased  or  where  the  past  history  indicates 
frequent  infections,  as  well  as  removal  of  other 
foci  of  infection,  prevents  many  cases. 

The  prevention  of  syphilitic  heart  disease  de¬ 
pends  upon  early  efficient  treatment  of  the  syph¬ 
ilis  at  its  onset.  The  spirochetes  invade  the  myo¬ 
cardium  early,  and  this  is  another  reason  for 
early  recognition  of  the  syphilitic  infection  and 
active  treatment.  After  the  disease  of  the  heart 
and  aorta  is  well  established,  antisyphilitc  treat¬ 
ment  is  not  as  helpful  as  we  might  expect.  The 
extensively  damaged  syphilitic  heart  responds  but 
slightly  to  antisyphilitic  treatment,  although  it 
undoubtedly  prevents  further  damage  occurring. 
Salvarsan  must  be  used  cautiously  and  in  small 
doses,  as  some  cases  are  apparently  aggravated 
by  intensive  salvarsan  therapy.  Mercury  and 
potassium  iodid  are  the  stand-bys  in  this  group. 
When  heart  failure  of  the  congestive  type  oc¬ 
curs  in  this  type,  digitalis  has  less  effect  in  this 
group  than  in  any  other.  In  other  words,  when 
the  syphilitic  heart  begins  to  fail  it  portends  a 
serious  outlook. 

Of  the  drugs  used  to  stimulate  the  failing 
heart,  there  have  been  hundreds  advised  and 
used.  Close  studies  have  revealed  the  uselessness 
of  most  of  them  and  the  virtues  of  few.  It  is 
the  old  story  of  better  results  being  obtained  by 
using  a  few  drugs  properly  and  accurately  than 
with  many  in  a  haphazard  way. 

Digitalis  stands  out  above  all  others  as  the 
drug.  It  is  indicated  in  all  cases  of  heart  failure 
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of  the  congestive  type.  The  results  are  most 
startling  and  good  in  the  cases  associated  with 
auricular  fibrillation ;  i.  e.,  the  complete  irreg¬ 
ularity  of  the  pulse.  Some  men  even  contend 
that  it  is  only  useful  in  cases  of  this  type.  How¬ 
ever,  it  is  indicated  and  of  service  in  all  cases 
of  heart  failure  of  the  congestive  type. 

Digitalis  is  a  poison,  large  enough  doses  caus¬ 
ing  death.  About  one-half  the  amount  necessary 
to  cause  death  usually  induces  toxic  symptoms. 
The  best  therapeutic  effect  is  obtained  with  the 
body  saturated  with  digitalis ;  i.  e.,  the  therapeutic 
dose  approaches  very  closely  to  the  toxic  dose. 
Luckily,  the  toxic  symptoms  occur  long  before 
a  sufficient  amount  is  taken  to  cause  death ;  i.  e., 
about  one-half  the  amount.  Our  problem,  then, 
in  digitalis  therapy  is  to  give  just  enough  digi¬ 
talis  to  approach  the  toxic  dose,  as  near  as  pos¬ 
sible,  without  producing  the  toxic  symptoms,  or 
at  least  as  few  of  them  as  possible.  We  are 
now  able  to  do  this.  Digitalis  is  carefully  stand¬ 
ardized  before  being  sold.  Each  preparation  is 
tested  on  frogs  or  cats,  and  unless  the  leaf  is  of 
sufficient  strength  to  meet  the  standard  require¬ 
ments  it  is  discarded.  Thus,  a  standardized  digi¬ 
talis  leaf  or  tincture  is  of  a  definite  strength, 
and  we  can  compute  the  amount  required  for 
each  individual  patient.  The  usual  requirement 
is  gr.  1.5  of  a  standardized  digitalis  leaf  for  each 
10  lb.  body- weight.  This  is  the  amount  required 
for  saturation.  Thus  a  150  lb.  patient  requires 
15  by  1.5  or  22.5  gr.  of  digitalis  to  digitalize. 
This  is  usually  given  in  two  or  three  days.  In 
urgent  cases,  however,  it  is  possible  to  give  it  all 
in  a  few  hours,  although  there  is  some  danger 
of! causing  vomiting. 

Usually  the  clinical  improvement  is  marked 
and  is  coincident  with  complete  digitalization 
with  the  figured  dose.  The  next  step  is  to  main¬ 
tain  this  saturation,  and  it  is  here  that  many  phy¬ 
sicians  fall  down.  Digitalis  is  excreted  from  the 
body  at  the  approximate  rate  of  gr.  1  to  1.5  daily, 
and  this  amount  must  be  given  daily,  for  weeks, 
months,  or  years  as  needed. 

Patients  vary  slightly  in  their  excretion  rate, 
and  we  must  vary  our  dosage  a  little.  Some 
require  gr.  0.5  and  some  gr.  1  daily  to  maintain 
saturation.  It  is  necessary  to  know  the  toxic 
symptoms  of  digitalis,  such  as  anorexia,  nausea, 
vomiting,  slow  pulse,  coupling  of  beats,  headache, 
diarrhea.  Keep  the  daily  dose  sufficient  to  main¬ 
tain  the  slow  rate  and  diminish  the  dose  when 
these  appear.  The  anorexia  often  precedes  the 
nausea  for  a  day  or  two.  Its  recognition,  with 
smaller  dosage,  may  avoid  the  nausea  and  vomit¬ 
ing. 


Strophanthus  is  a  powerful  heart  stimulant.  It 
is  a  dangerous  drug  and  must  be  used  with  cau¬ 
tion.  Its  dosage  cannot  be  figured  as  accurately 
as  that  of  digitalis.  Digitalis  will  do  anything 
that  strophanthus  will  do,  and  it  is  safer.  Stro¬ 
phanthus  absorption  from  the  gastro-intestinal 
tract  is  very  variable.  Its  use  following  digitalis 
is  extremely  dangerous,  especially  when  given  in¬ 
travenously.  Many  patients  have  died  from  its 
emergency  use  intravenously  in  individuals  al¬ 
ready  partially  digitalized. 

Strychnin  is  a  nerve  stimulant,  and  beyond  its 
general  stimulating  effect  on  the  nervous  system 
it  seems  to  have  no  distinct  effect  upon  the  heart. 

Atropin  paralyzes  the  vagus  nerve  and  is  of 
value  in  some  cases  of  heart  block. 

Adrenalin  is  often  of  temporary  assistance  by 
constricting  the  peripheral  vessels  and  is  useful 
in  shock. 

Nitroglycerin  in  doses  of  gr.  1/100  is  of  great 
value  in  relieving  the  pain  of  angina  pectoris ; 
a  gr.  1/100  tablet  placed  under  the  tongue  is 
rapidly  absorbed,  and  its  effect  is  almost  instan¬ 
taneous.  Amyl  nitrite  pearls  are  also  of  value 
in  the  same  condition. 

Quinidin  sulphate  is  valuable  in  certain  cases 
of  auricular  fibrillation,  especially  in  individuals 
in  whom  the  irregular  heart  action  causes  great 
anxiety  and  distress.  It  must  be  used  with  cau¬ 
tion  and  in  selected  cases.  It  is  dangerous  if 
used  without  caution.  It  restores  normal  rhythm 
in  about  50  per  cent  of  cases  of  auricular  fibril¬ 
lation.  The  longer  the  duration  of  the  fibrilla¬ 
tion  the  less  apt  to  restore  normal  rhythm. 

Diuretics  have  a  place  in  heart  therapy.  Where 
the  edema  fails  to  disappear  with  digitalis  we 
resort  to  diuretics,  such  as  calomel,  diuretin  or 
theocin.  Usually  the  relief  is  temporary  in  cases 
where  digitalis  fails,  but  they  at  least  give  relief 
from  the  discomforts  of  marked  edema. 

The  remaining  therapeutic  measures  are  im¬ 
portant,  but  they  need  only  be  mentioned.  Sleep 
is  essential.  Simple  drugs,  such  as  the  bromids 
or  chloral,  are  first  used  and  later  codein  or  mor- 
phin.  The  diet  should  be  small  meals,  repeated 
four  or  five  times  daily,  rather  than  the  usual 
two  or  three  heavy  meals. 

In  concluding  I  wish  to  emphasize  the  follow¬ 
ing  points : 

1.  The  importance  of  complete  diagnosis, 
etiologically,  structurally,  and  functionally,  as  an 
aid  in  prognosis  and  treatment. 

2.  Heart  failure  occurs  in  two  types :  The 
congestive  and  the  anginal,  and  we  should  learn 
to  recognize  each  type. 

3.  Digitalis  is  a  powerful  heart  drug  and,  if 
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used  effectively,  restores  many  cardiac  invalids 
to  duty.  Use  it  to  the  point  of  saturation  and 
maintain  the  saturation  by  adequate  doses. 

4.  .  Strophanthus  must  be  used  cautiously. 

5.  The  cardiac  cripple  may  be  greatly  benefited 
by  proper  diagnosis  and  management. 

DISCUSSION 

Dr.  Alfred  AI.  Ridgw.^y  (Annandale,  Alinn.):  The 
diagnosis  of  heart  lesions  has  been  very  difficult 
for  most  of  us.  However,  we  should  not  make  mis¬ 
takes  in  some  of  the  more  common  forms  because 
an  early  diagnosis  is  a  life-saver. 

One  of  the  early  symptoms  I  have  noticed  in 
patients  coming  to  my  office  is  shortness  of  breath 
on  exertion.  Also  they  have  palpitation,  precordial 
discomfort,  lassitude,  general  muscular  weakness, 
and  dizziness.  As  time  advances  they  complain  of 
frequent  attacks  of  dyspnea;  there  is  edema  of  the 
hands  and  ankles;  they  are  unable  to  work  or  at¬ 
tend  to  any  kind  of  business,  and  they  are  tired. 
On  questioning  them  we  find  a  past  history  of  in¬ 
fection,  either  tonsillitis,  diphtheria,  rheumatism,  or 
especially  the  “flu.” 

As  to  syphilitic  heart  troubles:  I  think  the  symp¬ 
toms  come  on  more  rapidly  and  are  more  pro¬ 
nounced  in  character  than  in  other  heart  diseases. 

In  reviewing  my  experience  in  heart  cases,  it 
seems  to  me  that  most  of  the  cases  can  be  divided 
into  two  groups:  Acute  dilatation,  with  or  without 
hypertrophy,  in  the  young;  and  chronic  dilatation 
wdthout  hypertrophy  in  the  old.  These  cases  of 
dilatation,  with  or  without  hypertrophy  in  the 
young,  will  in  most  instances  get  better  if  the  focus 
of  infection  is  removed,  and  the  patient  is  put  to 
bed  for  a  considerable  length  of  time.  For  the 
other  class  of  cases,  occurring  in  the  old,  the  cut- 
look  is  not  so  promising,  although  with  limited 
physical  and  mental  work  and  the  use  of  heart 
tonics  they  will  usually  live  for  a  number  of  years, 
enjoying  themselves.  We  must  always  be  on  the 
lookout  for  chronic  interstitial  nephritis,  as  most 
of  these  patients  have  it,  in  which  case  a  great 
many  of  them  suffer  from  uremic  dyspnea,  which 
resembles  a  cardiac  asthma  and  is  one  of  the  most 
difficult  things  to  relieve  and  may  be  confused  with 
bronchial  asthma.  Also  bronchial  asthma  may  easily 
be  confused  with  uremic  dyspnea.  To  differentiate 
between  uremic  dyspnea,  cardiac  asthma,  and  a  bron¬ 
chial  asthma  is  not  difficult  if  a  careful  examination 
is  made.  In  this  climate  a  bronchial  asthma  cannot 
be  cured,  while  in  cardiac  troubles  of  this  type,  if  we 
begin  treatment  early,  we  can  do  the  patient  a  great 
deal  of  good. 

I  have  had  but  few'  cases  of  syphilitic  heart  dis¬ 
ease,  and,  really,  the  results  of  treatment  have  been 
very  unsatisfactory,  and  they  have  died  very  sud¬ 
denly  and  without  any  special  symptoms  to  warn 
them  of  impending  danger.  Alost  of  the  patients 
with  continued  heart  trouble,  especially  when  old, 
have  developed  a  dilated  heart,  and  in  the  aged  it 
is  very  unusual  to  get  a  hypertrophy  accompanying 
it.  Young  people  freciuently  have  an  infected  heart, 
which  will  dilate,  and  there  will  be  a  pronounced 
mitral  murmur.  I  particularly  recall  one  case  of 
this  kind,  that  of  a  man  who  was  in  my  employ. 


He  developed  an  acute  inflammatory  rheumatism 
with  dilated  heart  and  endocarditis,  so  that,  when 
I  sat  several  feet  from  his  bed,  his  heart  was  so 
musical  I  could  hear  it  very  distinctly,  and  I  thought 
his  time  W'as  short.  I  kept  him  in  bed  for  four 
months,  giving  him  tonics  and  light  doses  of  digi¬ 
talis.  It  is  not  wise  to  give  large  doses  in  a  case 
of  acute  infected  heart.  This  fellow  improved 
wonderfully,  the  infection  ceased,  the  murmur  dis¬ 
appeared,  and  he  is  well  to-day. 

Another  case  occurring  a  number  of  years  ago 
w'as  that  of  a  young  woman  I  was  called  to  see. 
She  had  anasarca  with  mitral  insufficiency.  She  was 
unable  to .  lie  down,  and  they  kept  her  in  a  semi¬ 
sitting  position.  I  put  her  on  diuretics,  diaphoretics, 
and  cathartics,  but  she  continued  to  fill  up  with  fluid. 
She  finally  developed  ascites,  there  was  fluid  in  the 
pleural  cavities  and  she  was  cyanotic.  The  prog¬ 
nosis  was  grave.  I  made  incisions  below  the  ankles 
to  permit  drainage,  and  then  she  commenced  to 
improve.  In  a  short  time  she  had  drained  several 
quarts  of  water.  She  made  a  complete  recovery, 
lives  in  a  neighboring  town,  has  three  or  four  child¬ 
ren,  and  is  perfectly  well,  although  it  looked  like 
a  hopeless  case.  I  could  cite  other  cases  of  the 
kind.  In  my  experience,  treating  heart  trouble  in 
the  young  is  very  satisfactory.  We  first  get  hyper¬ 
trophy,  but  after  a  time  the  heart  contracts  and 
reduces  to  normal  size,  there  is  good  circulation, 
and  the  patient  makes  a  very  satisfactory  recovery. 
That  is  not  true  in  the  aged,  in  whom  we  get  a 
dilated  heart.  These  patients  live  for  a  long  time, 
as  a  rule  a  burden  to  themselves  and  frequently  to 
the  family  or  friends.  They  have  shortness  of 
breath,  edema,  kidney  trouble,  etc.,  but  in  some 
cases  these  symptoms  disappear,  and  they  live  for 
a  long  time. 

In  treating  heart  disease  in  the  young  I  feel  there 
is  a  big  field  for  us,  and  we  should  not  become 
discouraged. 

There  is  another  condition  by  which  we  can  learn 
a  great  deal  in  regard  to  the  heart  action  and  that 
is  the  rapid  heart.  I  do  not  know  of  any  symptom 
more  reliable  in  early  tuberculosis  than  the  rapid 
heart  beat.  This  symptom  also  appears  early  in 
hyperthyroidism  and  neurasthenia.  On  the  other 
hand,  some  individuals  normally  have  a  rapid  heart. 
I  had  a  man  in  my  home  town  who  never  had  a 
pulse  below  120.  Otherwise  he  was  normal.  As 
a  rule  we  can  depend  on  finding  a  rapid  pulse  in 
tuberculosis.  Graves’  disease,  and  in  neurasthenia. 

We  do  have  pain  in  some  of  these  cases,  and 
occasionally  pain  is  the  only  symptom  in  patients 
who*  are  advanced  in  years,  for  example,  angina 
pectoris.  What  is  surprising  to  me  is  the  way  na¬ 
ture  takes  care  of  these  cases,  and  how  the  patient 
gets  over  this  anginal  heart  trouble.  I  have  in  mind 
three  or  four  such  patients  who  several  years  ago 
were  not  able  to  walk  across  the  room,  pump  a  pail 
of  water,  stoop  over,  or  listen  to  an  exciting  story, 
without  having  a  severe  attack  of  angina  pectoris, 
but  who  are  now  able  to  do  a  hard  day’s  work. 

The  cases  of  heart  trouble  that  have  terminated  in 
death  very  suddenly  have  been  in  the  advanced  stage 
of  acute  dilatation.  I  presume  these  people  died 
suddenly  from  over-exertion  of  the  muscles  of  the 
heart.  To  illustrate:  One  day  last  summer  the  “Soo” 
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people  were  entertaining  themselves  at  Annandale, 
and  a  feature  of  the  event  was  a  300-yard  race  in 
which  five  individuals  took  part.  One  man  fell  just 
as  he  was  finishing  the  300-yard  dash.  He  was  cov¬ 
ered  with  cold  and  clammy  perspiration  and  was 
very  pale.  On  examination  I  found  that  his  pulse 
was  very  weak,  rapid,  and  small  in  volume;  his  heart 
had  dilated — the  apex  was  nearly  two  inches  to  the 
left  of  the  nipple — and  was  hypertrophied.  I  kept 
him  quiet  for  some  time  and  administered  digitalis. 

I  do  not  know  whether  the  drug  had  any  effect,  but 
due  either  to  the  attempt  to  digitalize  him  or  to 
something  else  he  recovered  sufficiently  that  he  was 
able  to  go  back  with  his  party  in  the  evening.  He 
probably  had  a  dilated  heart  before  the  race. 

Progress  of  these  different  heart  diseases  depends 
largely  on  the  cause  of  the  trouble  and  the  age  of 
the  patient. 

Treatment  of  the  enlarged  heart  is  absolute  rest, 
carefully  looking  after  the  diet,  prescribing  food 
that  is  easily  digested,  and  seeing  to  it  that  there 
is  proper  elimination.  Perhaps  in  ordinary  cases — 
not  cases  in  which  we  are  supposed  to  give  special 
treatment — we  should  give  small  doses  of  digitalis. 
Strychnia  has  done  very  little  if  any  good  and  I 
have  discontinued  its  use.  For  the  older  cases  the 
treatment  is  mostly  rest.  Young  people  will  make 
a  wonderful  recovery  if  we  give  them  time  and  rest 
so  that  nature  can  correct  the  weakened  condition 
of  the  degenerated  cardiac  muscle. 

Dr.  John  H.  Rishmiller  (Minneapolis,  Minn.): 
During  the  past  two.  years  all  our  Examining  Sur¬ 
geons  have  taken  the  blood  pressure  of  all  applicants 
for  employment  and  also  of  firemen  who  are  pro¬ 
moted  to  engineers  and  of  brakemen  who  are  pro¬ 
moted  to  conductors,  likewise  of  all  old  employes 
who  have  attained  the  age  of  sixty-five  and  who 
desire  to  be  placed  on  pension  or  who  select  to  con¬ 
tinue  in  service.  A  physical  examination  at  present 
is  regarded  as  incomplete  unless  accurate  blood 
pressure  findings  are  recorded. 

Blood  pressure  in  young  individuals  may  seem  to 
have  very  little  significance,  but  during  the  past  two 
years  we  have  had  two  cases.  One  was  examined 
by  Dr.  Carl  von  Neupert  at  Stevens  Point.  G.  S., 
a  baggage  helper,  aged  22,  on  January  12,  1922,  had 
a  blood  pressure  of  systolic,  160,  diastolic,  115,  and 
naturally  was  disqualified.  The  other  was  examined 
by  Dr.  Gilbert  Hendrickson  at  Enderlin.  E.  E.  H., 
a  locomotive  fireman,  aged  25,  on  September  12, 
1922,  had  a  blood  pressure  of  systolic  182,  diastolic, 
96,  and  was  likewise  disqualified.  It  is  quite  ap¬ 
parent  that  these  men  would  have  cardiovascular 
derangement  with  high  blood  pressure  and  be  in¬ 
capacitated  for  active  railroad  life  before  they  would 
be  fifty  years  of  age. 

Eor  some  ten  years  I  have  had  a  patient,  J.  G., 
aged  67,  switchman,  who  had  more  or  less  cardiac 
embarrassment.  About  two  and  one-half  years  ago 
he  commenced  to  develop  a  distinct  phase  of  pulsus 
alternans.  He  had  difficulty  in  continuing  with  his 
occupation  and  had  to  lay  off  once  in  awhile,  as 
he  stated  it,  “I  am  tired  out.”  I  gave  him,  for  two 
or  three  weeks  at  a  time,  every  day  or  every  alter¬ 
nate  day,  iron  arsenite  hypodermically,  which  ap¬ 
parently  put  ginger  into  him  so  that  he  could  keep 
on  working.  One  day  after  he  had  arrived  home 
from  his  work  he  told  his  wife  that  he  did  not  feel 


well  and  then  layed  down  on  the  couch  and  died  sud¬ 
denly. 

I  desire  to  impress  upon  the  Examining  Sur¬ 
geons  that  whenever  they  detect  pulsus  alternans  in 
their  physical  examinations  they  should  disqualify 
the  applicant. 

During  the  past  few  years  much  discussion  and 
attention  has  been  directed  to  toxemia  affecting  the 
myocardium,  leading  to  sudden  death.  During  the 
last  month  three  patients,  old  men,  who  were  ap¬ 
parently  good  operative  risks,  died  at  St.  Mary’s 
Hospital  following  operation.  The  necropsy  was 
performed  by  pathologist  Dr.  William  A.  O’Brien, 
for  the  purpose  of  definitely  determining  the  unex¬ 
pected  sudden  death.  Dr.  O’Brien  came  to  the  con¬ 
clusion  that  all  three  had  died  from  myocarditis 
caused  by  low-grade  but  persistent  and  continuous 
toxemia,  affecting  the  myocardium.  Dr.  O’Brien 
stated  that  in  looking  over  the  hospital  clinical 
records  of  these  three  patients  the  temperature  had 
not  been  absolutely  normal  and  there  had  been 
some  unsuspected  and  undiscovered  mild  infection 
going  on,  such  as  stitch  abscess,  etc.  One  patient 
was  sitting  up  and  about  the  hospital  and  was  ready 
to  go  home  in  two  days  when  in  the  afternoon  he 
suddenly  died  of  apparent  heart  failure, — toxic  heart. 
The  point  is  this:  In  a  great  many  of  these  elder 
patients  with  chronic  myocarditis  death  is  due  to 
toxic  heart  muscle — toxemia. 

Dr.  John  L.  Taylor  (Libertyville,  Ill.):  I  desire 
to  report  a  recent  case.  While  working  in  the  yards 
a  conductor,  aged  40  years,  became  suddenly  ill  and 
went  into  the  depot.  He  was  almost  in  a  state  of 
collapse  and  covered  with  a  cold  perspiration.  A 
doctor  was  immediately  called  who  learned  that  the 
man  had  eaten  some  beans  an  hour  before,  and  he 
therefore  concluded  that  the  patient  had  ptomaine 
poisoning.  His  temperature  was  around  100,°  and 
his  pulse  was  a  little  over  100.  The  doctor  advised 
that  the  patient  be  taken  to  his  home,  which  was 
done,  and  that  the  family  physician  be  called.  The 
family  physician  made  a  similar  w’orking  diagnosis 
of  ptomaine  poisoning.  The  patient  suddenly  went 
into  convulsion  and  died. 

The  first  subjective  symptom,  as  described  by  the 
patient,  was  a  severe  pain  in  the  neck  which  radiated 
down  into  the  chest,  and  that  pain  was  very  excru¬ 
ciating.  Being  the  county  coroner,  I  was  called  to 
conduct  an  inquest.  I  held  an  autopsy  and  then  told 
the  doctor  that  it  did  not  look  like  a  case  of  gastro¬ 
intestinal  toxemia,  and  that  I  could  not  eliminate 
the  possibility  of  some  heart  trouble.  On  opening 
the  chest  the  pericardium  was  found  to  be  distended 
and  stretched  just  as  tight  as  it  could  be,  and  was 
filled  with  clotted  blood,  which  I  could  scoop  out 
by  the  handful.  On  further  investigation  it  was 
found  that  he  had  a  ruptured  coronary  artery.  The 
muscle  adjacent  to  the  artery  was  infiltrated  with 
blood,  and  there  was  an  atheromatous  condition  all 
along  the  course  of  the  artery. 

Dr.  McMullen  (closing) :  Referring  to  the  case 
related  by  Dr.  Taylor,  I  saw  a  similar  one.  It  is 
no  doubt  true  that  sclerosis  of  the  coronary  artery, 
as  indicated  in  this  man  of  40,  is  usually  of  syphil¬ 
itic  origin.  I  think  the  convulsion  was  probably  due 
to  anemia,  which  occurs  in  these  cases.  I  suppose 
the  cause  of  death  should  be  given  as  sclerosis  of 
the  coronary  artery. 
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SOME  PREVALENT  ERRORS  IN  THE  DIAGNOSIS  OF  APPENDICITIS^ 

By  Thomas  Mulligan,  M.D.  I  / 

GRAND  FORKS,  NORTPI  DAKOTA  1  / 


Appendicitis  is  the  most  common  surgical  af¬ 
fection  in  the  abdomen.  For  convenience  we 
may  divide  it  into  three  classes : 

1.  Acute  fulminating  type,  which  frequently 
occurs  in  the  first  attack  and  is  a  real  surgical 
emergency,  which  will  result  in  early  death  or 
greatly  increased  morbidity  if  not  handled  rightly. 

2.  The  acute  but  less  malignant  type,  which 
may  be  an  initial  condition  or  a  recurrence  in  a 
previously  diseased  appendix.  The  remarks  rela¬ 
tive  to  the  former  apply  to  it  but  with  less  force. 

3.  The  chronic  type,  which  gives  much  dis¬ 
tress  but  is  not  an  emergency. 

Some  reasons  for  accurate  and  early  diagnosis 
are  as  follows ; 

1.  Correct  early  diagnosis  in  the  acute  form 
will  greatly  decrease  mortality,  will  be  a  great 
saving  in  human  happiness,  in  human  suffering, 
and,  lastly,  in  an  economic  way  to  the  family 
and  state. 

2.  In  the  chronic  form  the  saving  in  human 
life  will  not  loom  up  so  large. 

3.  The  saving  in  human  happiness  will  not  be 
so  great  to  the  relatives  and  friends  as  death  is 
often,  fortunately,  absent  from  the  scene. 

4.  The  suffering,  though  not  so  acute,  is  more 
dragged  out  in  the  chronic  case,  and  life  has  little 
of  the  silver  lining  for  many  of  those  cases. 
Economically,  they  are  more  inefficient. 

5.  They  are  apt  to  be  less  stable  in  mind  and 
character  and  to  swell  the  great  mass  of  the  dis¬ 
gruntled  and  are  generally  “agin  the  govern¬ 
ment.”  A  healthy  mind  in  a  healthy  body  leads 
to  a  healthy  outlook  upon  life,  and,  if  given  a 
fair  chance,  will  go  a  long  way  to  reaching  and 
maintaining  world  stability. 

For  the  above  reasons  it  is  well  for  us  to  use 
the  means  at  our  disposal  to  meet  these  emergen¬ 
cies  efficiently  when  they  befall  the  human  body. 
Have  we  the  means  at  our  disposal  ?  Yes.  Every 
doctor  has  whether  he  is  a  member  of  a  well- 
equipped  clinic,  with  a  hospital  next  door  equip¬ 
ped  with  all  the  modern  laboratory  methods, 
x-ray,  etc.,  or  whether  he  is  a  lone  practitioner 
in  a  small  prairie  town. 

A  few  essentials  are  necessary  in  both : 

1.  A  personal  interest  in  the  patient  as  a  sick 
human  being. 

♦Presented  at  the  Thirty-seventh  Annual  Meeting'  of  the 
North  Dakota  State  Medical  Association,  at  Bismarck,  N.  D., 
September  10  and  11,  1924. 


2.  A  sincere  desire  to  serve,  or  do  your  job 
the  best  you  know  how  the  same  as  a  sincere 
person  in  any  line  will  do  whether  he  be  a  farm 
hand,  a  railroad  engineer,  a  nurse,  a  lawyer,  or 
a  preacher. 

3.  Industry. 

4.  A  systematic  examination  of  the  patient. 
The  extent  of  this  examination  would  depend 
upon  whether  there  was  an  emergency  in  which 
the  time  element  was  all  important,  or  whether 
the  patient  could  be  observed  for  a  day  or  more 
without  decreasing  his  chances  to  life  or  increas¬ 
ing  morbidity. 

There  are  two  fundamentals  upon  which  a 
diagnosis  must  rest ; 

First,  a  written  health  history  of  the  patient’s 
life.  The  ease  with  which  this  is  obtained  will 
depend  upon  the  intelligence  of  the  patient,  but 
with  tact  and  shrewdness  it  can  be  obtained  in  a 
reasonably  short  time.  As  one  persists  in  this 
history-taking  one  becomes  more  expert  at  it, 
and  it  is  an  excellent  mental  training.  Have  you 
listened  to  a  shrewd  attorney  interrogating  a 
witness  in  direct  and  cross-examination?  If  so 
you  would  have  noticed  the  sequence  of  the  ques¬ 
tions  like  a  well-forged  chain.  It  will  stand  out 
in  contrast  with  the  aimless  questioning  of  the 
bluffer. 

Second,  a  careful  physical  examination  of  the 
whole  body,  beginning  in  a  systematic  manner 
with  the  scalp  and  ending  with  the  soles  of  the 
feet.  As  one  persists  in  this  it  is  amazing  how 
much  easier  it  becomes,  and  less  of  a  task. 
Standardization  of  hospitals  with  its  requirement 
of  systematic  records  has  contributed  much  to 
efficiency  in  diagnosis  and  treatment.  The  doc¬ 
tor  alone  in  the  small  town  has  equal  accessibility 
to  these  means  as  anyone  else.  He  can  keep  some 
record  whether  in  book  form  or  card  index  form, 
which  perhaps  is  the  better  way,  in  his  own  office. 
It  is  a  great  time  saver,  and  once  a  history  is 
well  taken  you  have  it  for  all  time.  You  will 
add  a  few  additions  as  the  interval  between  con¬ 
sultations  elapses ;  you  will  have  your  physical 
record  to  compare  the  present  findings  with  the 
last  ones.  You  will  have  your  therapeutics  re¬ 
corded.  These  tend  and  should  go  to  promote 
confidence  in  your  client,  and  will  add  immeas¬ 
urably  to  your  efficiency  and  satisfaction. 

Any  doctor  can  have  a  small  laboratory  for 
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chemical  urinalysis  and  for  all  the  simpler  blood 
tests,  as  for  hemoglobin,  red  and  white  counts, 
etc.  For  more  complicated  analyses  the  State  and 
private  laboratories  are  available.  Rut  laboratory 
methods,  .sr-ray,  etc.,  are  but  aids  in  diagnosis, 
and  will  always  remain  as  such.  I'hey  are  often 
the  more  spectacular,  especially  the  x-ray,  and 
the  lay  mind  is  inclined  to  attach  too  great  an 
importance  to  their  efficacy.  How  often  have  we 
heard  a  patient  say,  “Can  you  turn  on  the  x-ray 
and  take  a  look  at  my  a])pendix  and  see  if  it  is 
all  right?”  We  know  this  is  pure  bunk,  but  our 
actions  are  often  controlled  by  public  o])inion. 

We  do  not  wish  in  any  way  to  disparage  the 
value  of  laboratory  methods,  .ar-ray,  etc. ;  they 
have  been  a  natural  evolution  in  the  progress  of 
medicine;  we  would  not  give  them  uj).  Never¬ 
theless,  they  are  not  short  cuts  and  easy  methods 
in  diagnosis,  but  aids  to  that  end.  The  history, 
the  physical  examination,  and  the  proi)er  evalua¬ 
tion  of  such,  depending  upon  the  experience  and 
judgment  of  the  examiner,  will  always  remain 
the  eternal  guiding  principles  in  diagnosis. 

The  general  practitioner  is  the  man  who  first 
sees  the  great  majority  of  the  cases  of  acute  ab¬ 
dominal  lesions,  and  he  should  realize,  and  I  be¬ 
lieve  he  does  in  the  majority  of  cases,  that  upon 
his  words  and  advice  may  hang  the  future  wel¬ 
fare  and  even  the  life  of  the  individual.  There¬ 
fore  I  would  have  him  understand  he  is  not 
handicapped  by  not  having  all  the  modern  im¬ 
provements  at  his  beck  and  call.  He  has  his 
God-given  weapons  of  the  five  senses,  which  he 
can  use  to  play  ui)on  the  human  body  as  search 
lights  which  will  be  more  revealing  than  the  most 
powerful  ;r-ray  in  the  world.  He  can  cultivate 
his  judgment  by  experience  and  supplement  it 
with  that  of  his  colleague  from  the  neighboring 
town,  or  even  the  specialist  from  the  city  clinic. 
He  will  find,  as  the  late  lamented  Dr.  Jacobi,  of 
New  York,  once  said,  “It  is  the  man  who  can 
box  the  craft,  and  who  has  the  broad  general 
outlook  in  medicine  who  will  grow  in  well-bal¬ 
anced  form,  as  the  lone  tree  on  the  landscape 
will  grow  more  beautiful  in  proportions  than  the 
one  that  has  to  share  the  heat,  light,  and  nourish¬ 
ment  with  its  kind.” 

I  have  been  talking  about  matters  which  per¬ 
tain  to  diagnosis  in  general.  I  shall  endeavor 
to  illustrate  what  I  have  been  saying  by  applying 
it  to  the  subject  in  hand, — some  prevalent  errors 
in  the  diagnosis  of  appendicitis,  the  acute  first. 
I  shall  not  attack  it  from  a  differential  diagnostic 
standpoint.  We  all  know  there  are  certain  acute 
conditions  in  the  right  lower  abdominal  quadrant 
which  simulate  acute  appendicitis,  such  as  acute 


salpingitis,  ectopic  pregnancy,  twisted  ovarian 
cyst,  obstruction  of  the  bowel  from  adhesions, 
thrombosis  of  the  mesentry  or  omentum,  ureteral 
colic,  intussusception,  etc ;  in  the  right  upper 
quadrant,  acute  cholecystitis,  hydronephrosis, 
renal  calculus,  pyelitis,  duodenal  perforation,  etc. 

The  majority  of  these  conditions,  with  some 
exceptions,  are  surgical  emergencies,  and  the  in¬ 
dication  would  be  an  incision  in  the  right  rectus 
that  would  give  access  to  the  upper  and  lower 
abdomen,  through  which  an  exploration  could  be 
made  and  the  necessary  work  done.  When  the 
time  element  is  not  imperative,  all  these  cases 
could  be  studied  and  treated  expectantly  for  a 
time,  with  great  advantage  to  the  patient,  as  in 
cases  of  pus  tube,  acute  pyelitis,  etc. 

All  these  acute  abdominal  conditions  have  cer¬ 
tain  subjective  symptoms  in  common,  such  as 
generalized  abdominal  pain,  vomiting,  shock,  usu¬ 
ally  an  increase  in  the  pulse,  and,  later,  a  rise  of 
temperature,  etc.  These  symptoms  being  com¬ 
mon  to  nearly  all  of  these  conditions  are  not  of 
great  diagnostic  value.  Of  them  the  character 
of  the  pain  would  be  most  useful.  There  are  two 
objective  symptoms,  local  tenderness  and  rigidity, 
which  are  of  far  greater  value  in  arriving  at  a 
diagnosis  of  any  acute  abdominal  lesion  than  is 
pain  and  apply  with  especial  force  to  my  subject, 
namely,  some  prevalent  errors  in  the  diagnosis 
of  appendicitis. 

I  shall  first  take  up  pain  in  appendicitis,  and 
then  local  tenderness  and  rigidity,  and  illustrate 
with  cases  their  relative  importance  in  diagnosis. 

There  are,  of  course,  various  degrees  of  pain, 
depending  upon  the  sensitivity  of  the  patient,  the 
position  of  the  appendix,  and  the  degree  of  in¬ 
flammation  and  stretching  of  the  wall  of  the  ap¬ 
pendix.  In  the  severe  cases  the  pain  is  almost 
invariably  felt  in  the  epigastrium,  although  I  am 
free  to  admit  that  some  of  the  very  worst  cases 
of  the  streptococcic  type  which  leads  rapidly  to 
gangrene  and  peritonitis  may  not  cause  much 
pain,  due,  I  think,  to  the  fact  that  in  such  cases 
very  little  pus  is  found  and,  hence,  there  is  not 
much  liquid,  if  any,  to  cause  stretching  of  the 
appendix  wall,  resulting  in  muscular  spasm  of 
appendix.  In  the  milder  cases  of  the  more  sub¬ 
acute  type  the  pain  is  seldom  felt  above  the  um¬ 
bilicus,  but  spreads  across  to  the  opposite  side. 

In  the  post-cecal  cases  the  pain  is  frequently 
felt  only  in  the  flank  and  through  to  the  back, 
the  height  to  which  it  extends  depending  upon 
the  length  of  the  appendix  and  the  structures  to 
which  it  is  adherent.  The  pain  being  felt  at 
these  localities  remote  from  the  appendix  almost 
always  misleads  the  layman  as  to  the  cause  of 
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the  pain,  particularly  when  felt  in  the  epigastri¬ 
um,  as  it  is  mistaken  for  gas  on  the  stomach  or 
acute  indigestion,  and  hot  drinks,  physics,  etc. 
are  given,  and  valuable  time  and  worse  than 
wasted  efforts  lost. 

The  second  great  clinical  group  of  symptoms 
of  appendicitis  are  tenderness  and  rigidity  and 
it  is  on  these  symptoms  more  than  on  all  others 
upon  which  you  can  hang  a  diagnosis.  Tender¬ 
ness  always  in  any  part  of  the  body  coincides 
with  the  lesion;  if  you  have  an  infection  in  the 
finger  the  tenderness  is  right  there,  if  at  the  apex 
of  a  tooth  the  tenderness  will  be  manifested  by 
tapping  on  the  crown  of  the  tooth  and  trans¬ 
mitting  the  vibration  to  the  apex  of  the  root. 
The  same  holds  true  with  the  appendix.  Pres¬ 
sure  over  the  inflamed  organ  will  produce  pain, 
and  the  muscles  will  increase  their  rigidity  to 
protect  the  inflamed  appendix.  The  degree  of 
tenderness  will  also  depend  upon  the  severity  of 
the  inflammation  and  the  position  of  the  appen¬ 
dix.  When  it  is  placed  well  forward  near  the 
anterior  parietes  and  the  inflammation  and  ten¬ 
sion  in  the  appendix  are  severe,  the  sensitiveness 
will  be  exquisite  and  the  lightest  touch  will  elicit 
pain  and  marked  rigidity.  When  the  appendix 
is  postcecal,  the  tenderness  will  not  be  nearly  so 
marked,  and  greater  pressure  will  be  required  to 
bring  it  out. 

Case  1. — Mrs.  B.,  aged  30. 

Past  history:  Childhood  diseases,  negative. 
Menses  began  at  usual  age,  were  very  painful,  did 
not  appear  again  for  about  one  year.  Have  always 
been  painful  for  first  day.  Five  years  ago  began 
to  have  some  pain  in  the  right  side,  which  was  in¬ 
creased  by  riding.  Married  in  November,  1919. 

Shortly  afterward  she  was  taken  with  severe 
stomach  ache,  lasting  from  fifteen  minutes  to  one 
hour.  She  gradually  became  worse  until  she  was 
s'emi-invalided,  having  to  remain  in  bed  part  of  each 
week.  From  December  to  April  she  was  seen  b}^  a 
doctor  at  her  home  about  twice  a  week.  The  pains 
were  felt  most  severely  under  the  right  lower  ribs 
laterally.  Her  husband  asked  the  doctor  if  it  was 
appendicitis,  and  he  said,  “No,  the  pain  is  too  high.” 
On  April  17  she  had  her  hardest  attack.  She  was 
told  she  had  pleurisy,  inflammation  of  the  stomach, 
and  rheumatism  of  the  abdominal  wall.  She  was 
advised  to  take  turpentine  enemas  and  keep  on  heat. 
She  came  to  see  me  Friday  from  a  neighboring  city 
with  hospital  facilities. 

The  physical  examination  was  negative  except  the 
following  findings  in  the  abdomen:  On  pressure  on 
the  appendix  she  said  I  increased  the  pain  under 
the  right  costal  arch,  and  there  was  a  definite  rig¬ 
idity  on  moderate  pressure  at  this  point.  She  came 
on  the  noon  train.  I  sent  her  to  the  hospital,  and 
had  intended  at  least  to  give  her  till  next  morning 
for  observation.  Toward  evening  the  leucocyte 
count  was  definitely  increased,  temperature  up  to 
100°  plus,  and  some  increase  in  the  distress  and 


pulse  rate.  I  operated  in  the  late  afternoon  through 
a  vertical  incision  through  the  outer  border  of  the 
rectus  to  give  access  both  ways,  found  a  post-cecal 
appendix  showing  acute  inflammation,  its  distal  half 
covered  with  plastic  exudate  and  under  some  ten¬ 
sion.  The  appendix  was  removed  and  the  abdomen 
closed  without  drainage.  Recovery  was  uneventful. 

Further  delay  might  have  been  fatal,  at  least  the 
morbidity  would  have  been  increased  had  drainage 
been  required. 

In  reply  to  a  letter  a  short  time  ago,  she  tells  me 
that  she  has  gained  from  130  to  171  pounds  and  has 
done  no  doctoring  since  April  1920. 

Case  2. — L.  W.,  aged  21.  At  six  years  of  age  he 
had  a  severe  attack  of  peritonitis,  and  was  given  up 
by  three  doctors.  He  was  confined  to  bed  for  two 
months  and  invalided  for  nine  months.  He  has 
never  been  very  well.  For  the  past  one  and  one- 
half  years  he  felt  pain  in  the  left  side  just  below 
the  ribs,  in  a  spasmodic  fashion.  He  was  very  ill 
for  three  days  before  I  saw  him. 

I  saw  him  in  my  office  on  Saturday,  November  3, 
1923.  He  had  been  suffering  from  accentuated  ab¬ 
dominal  distress  since  the  previous  Wednesday.  He 
was  under  medical  supervision  and  was  advised  that 
he  had  a  floating  left  kidney  which  would  necessitate 
removal  according  to  his  story.  He  seemed  quite 
sure  of  his  ground  about  the  diagnosis  and  advice, 
but  I  am  inclined  to  think  perhaps  a  nephrotomy 
rather  than  a  nephrectomy  was  in  the  mind  of  the 
medical  adviser.  He  complained  of  his  pain  on  the 
left  side  about  three  inches  to  the  left  of  and  a  little 
above  the  umbilicus. 

Personal  examination:  Head,  neck,  chest,  and 
heart,  negative.  Abdomen  very  moderate  distention, 
no  definite  areas  of  dullness.  Kidneys,  not  palpable; 
no  increased  flank  dullness.  Pressure  in  the  ap¬ 
pendix  area  caused  quite  marked  sensitiveness,  and 
when  the  pressure  was  made  in  the  appendix  area 
he  said  it  produced  the  left-sided  pain  above  men¬ 
tioned.  Urinalysis:  color,  straw;  reaction,  acid.  Sp.  g., 
1012;  albumin,  trace;  sugar,  negative;  acetone,  nega¬ 
tive;  casts,  hyaline,  none;  granular,  none;  R.  B.  C., 
many;  leucocytes,  few;  pus,  few. 

Blood:  leucocytes,  12,500;  temperature,  100.° 
Pulse,  90. 

Diagnosis:  chronic  appendicitis  with  acute  exacer¬ 
bation. 

Findings  on  operation:  Appendix  post-cecal, 
curved  upon  itself,  and  bound  down  with  adhesions 
and  very  acutely  congested.  Appendix  was  removed, 
and  the  abdomen  closed  without  drainage.  The  pa¬ 
tient  was  very  nervous  and  anxious  for  the  first  day 
or  two  and  complained  of  much  gas  pain,  which  was 
easily  controlled  by  morphine  and  hot  stupes.  He 
left  the  hospital  on  the  13th  feeling  well.  In  answer 
to  a  letter  a  short  time  ago,  he  gave  the  following 
health  report:  Appetite,  very  good;  bowels,  regular; 
has  increased  his  weight  ten  pounds.  Has  had  no 
pain  during  past  two  months.  He  feels  well  and 
strong. 

These  two  cases  are  prototypes  of  not  a  small 
number  which  have  come  under  my  observation 
in  which  the  presence  of  pain  on  the  left  side, 
low  or  high,  or  far  up  under  the  right  costal,  or 
some  other  unusual  situation,  has  definitely 
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caused  errors  in  diagnosis.  When  I  support  this 
statement  with  corroborative  evidence  of  such  a 
master  mind  in  the  domain  of  medicine  and  sur¬ 
gery  as  Dr.  Charles  H.  Mayo  it  is  entitled  to 
serious  arrest  of  one’s  attention.  Dr.  Mayo  says 
that  acute  or  chronic  abdominal  lesions  are  often 
attributed  to  the  appendix :  thus,  “in  one-third 
of  the  cases  of  stones  in  the  left  ureter,  associated 
with  colics,  the  appendix  is  removed  without  re¬ 
lief,  and  in  approximately  two-thirds  of  the  cases 
of  stone  in  the  right  ureter  the  appendix  is  re¬ 
moved  ineffectually.”  This  to  my  mind  was  a 
remarkable  statement  in  view  of  the  highly  de¬ 
veloped  mechanistic  methods,  such  as  cystoscopy, 
ureteral  catheterization,  and  ^-ray,  which  are 
available  to-day  for  diagnosing  lesions  of  the  uri¬ 
nary  tract.  I  can  understand  why  a  wrong  diag¬ 
nosis  of  appendicitis  in  ureteral  stone  should  be 
made  twice  as  often  on  the  right  as  left  because 
the  tender  point  might  correspond  closely  to  the 
appendix  area.  But  such  reason  cannot  be  given 
for  the  mistaken  diagnosis  of  left  ureteral  colic 
unless  the  proper  evaluation  on  the  clinical  evi¬ 
dences  of  pain  and  tenderness  were  not  properly 
made.  I  will  grant  that  the  tenderness  over  a 
ureteral  calculus  even  where  the  calculus  was 
rough  and  causing  some  trauma  and  local  inflam¬ 
matory  reaction  would  not  usually  be  so  marked 
as  in  an  acutely  inflamed  appendix.  Nevertheless 
there  would  be  tenderness  and  reflex  rigidity  of 
the  overlying  muscles,  simulating  the  rigidity 
from  appendicitis.  But  this  local  tenderness  and 
rigidity  would  be  present  in  left  ureteral  calculus, 
as  well  as  in  right.  Then  why  was  the  appendix 
removed  twice  as  often  when  the  calculus  was 
on  the  right?  I  take  it  because  we  are  accus¬ 
tomed  to  palpate  carefully  for  tenderness  on  the 
right  and  hence  found  it,  but  are  not  accustomed 
to  look  for  it  in  the  left  lower  quadrant  and 
missed  it.  Hence  this  remarkable  statement  of 
Dr.  Charles  Mayo  proves  in  an  indirect  way  the 
great  clinical  value  of  painstaking  tactile  exam¬ 
ination  for  a  local  tender  point.  I  hope  I  have 
made  my  deduction  understandable.  Of  course, 
we  realize  other  confirmatory  evidences,  such  as 
the  leucocyte  count,  the  urinalysis,  the  .r-ray,  the 
ureteral  catheter,  should  help  very  materially  in 
this  instance  to  diagnose  the  appendix  lesion  from 
the  ureter  lesion,  but  as  I  said  in  the  beginning, 
my  effort  would  be  to  place  emphasis  on  the 
great  value  of  the  local  tenderness  in  spotting  a 
lesion,  rather  than  in  depending  upon  pain. 

In  further  support  of  the  value  of  a  tender 
point  in  diagnosing  abdominal  lesions  let  me 
quote  Dr.  Hugh  S.  Wilson,  of  Minneapolis.  He 
says,  “The  one  greatest  help  in  the  differential 


diagnosis  between  chronic  cholecystitis  and  duo¬ 
denal  ulcer  is  in  the  palpation  of  a  definite  tender 
point,”  and  he  describes  the  technic  of  finding 
it  in  the  gall-bladder. 

CHRONIC  APRENDICITIS 

Time  will  not  permit  my  going  into  this  form 
as  much  as  I  would  like.  I  shall  but  mention 
one  error  in  its  diagnosis,  namely,  confusing  it 
with  neurasthenia.  Dr.  Mayo  says  in  his  article 
previously  referred  to,  that  8  to  24  per  cent  of 
all  appendices  removed  are  ineffectual  in  reliev¬ 
ing  the  patient.  I  believe  a  considerable  per¬ 
centage  of  those  persons  unrelieved  would  come 
under  the  neurasthenic  class.  Many  of  you  will 
remember  two  profound  and  excellent  papers 
presented  at  our  annual  meeting  last  year  in 
Grand  Forks  by  Dr.  Hugh  S.  Wilson,  of  Minne¬ 
apolis,  and  Dr.  Rogers,  of  St.  Paul.  Dr.  Wilson, 
in  his  paper,  a  study  of  one  thousand  consecutive 
cases  presenting  gastro-intestinal  symptoms,  enu¬ 
merated  98  causes  of  which  appendicitis  was 
first  with  127  and  neurasthenia  ninth  with  27.  * 
You  see  it  stood  far  up  in  the  scale,  causing 
nearly  one- fourth  as  many  abdominal  symptoms 
as  appendicitis. 

It  used  to  be  thought  that  the  benefit  of  the 
mental  suggestion  in  the  neurasthenic  was  suffi¬ 
cient  warrant  for  surgery  in  some  cases.  The 
fallacy  of  this  idea  has  been  proven  by  experi¬ 
ence.  The  suggestion  with  the  attendant  rest 
after  operation  proved  in  many  cases  to  give 
temporary  relief  only  to  have  all  the  old  symp¬ 
toms  return  in  intensified  form.  The  fact  that 
they  had  been  relieved  temporarily  planted  the 
suggestion  of  surgery  in  their  minds,  and  it  has 
not  been  unusual  to  have  those  poor  people  turn  up 
looking  for  a  relief  for  the  same  old  aches  and 
pains,  to  find  anywhere  from  one  to  five  abdom¬ 
inal  scars.  This  class  of  cases  has  thrown  much 
discredit  upon  surgery  and  helped  to  swell  the 
ranks  of  the  cults. 

The  question  is.  How  can  this  be  avoided?  I 
have  no  panacea  for  it,  but  if  ever  a  thorough 
painstaking  history  and  physical  examination 
was  necessary  it  is  just  in  such  cases.  I  will 
admit  that  a  history  is  most  difficult  to  get  from 
themselves.  They  lack  concentration  and  se¬ 
quence  of  thought  and  this  alone  will  give  us  a 
hint.  Ask  one  straight  question  and  they  will 
babble  on  like  the  endless  brook.  With  experi¬ 
ence  you  will  learn  to  spot  them.  The  main  prac¬ 
tical  point  I  have  found  useful  in  palpating  for 
a  tender  point  over  the  appendix  in  this  type  is 
this  :  they  are  apprehensive  and  expect  to  be  hurt, 
and  will  show  equal  tenderness  over  the  whole 
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abdomen.  Keep  on  getting  their  muscles  and 
their  reflexes  acquainted  with  your  fingers,  and 
keep  diverting  their  attention  by  questions.  If 
it  is  only  neurasthenia  they  will  soon  have  for¬ 
gotten  all  about  your  pressure  even  though  it  is 
deep ;  if  there  is  a  real  lesion,  the  reflexes  will  re¬ 
fuse  to  be  thrown  off  and  the  tenderness  and 
rigidity  will  be  in  evidence  over  the  sympathetic 
ganglion  about  two  inches  to  the  right  of  the 
umbilicus  and  they  will  remind  you  at  the  next 
visit  that  that  side  bothered  them  considerably 
some  days  after  your  examination. 

Case  3. — A  typical  example  of  useless  operations 
on  the  neurasthenic. 

^Irs.  J.  H.,  aged  29.  Alarried,  no  children,  no  mis¬ 
carriages.  Father  and  mother  living.  Father  well, 
mother  nervous,  been  several  times  at  hospital,  and, 
had  some  operations;  has  nine  brothers  and  sisters, 
one  brother  very  nervous. 

Past  history:  No  children’s  diseases.  Alenses  be¬ 
gan  at  13,  regular,  not  much  pain. 

Present  complaint:  Began  eleven  years  ago,  was 
working  hard  in  cook  car  and  was  sweating,  drank 
freely  of  cold  water,  developed  pains  and  become 
unconscious,  and  remained  so  for  two  days.  (.Sounds 
to  me  like  a  typical  hysterical  attack.)  After  a  week 
returned  to  work.  This  was  followed  by  periodic 
pains  high  up  under  the  left  ribs.  Saw  several  doc¬ 
tors,  was  advised  to  have  operation  for  gall-stones 
and  appendicitis.  Had  gall-bladder  removed  nine 
years  ago,  felt  better  for  a  time,  but  the  same  ab¬ 
dominal  distress  returned  when  she  began  work. 
During  attacks  would  usually  call  a  doctor,  and  re¬ 
ceive  a  hypodermic  of  morphine.  This  continued 
for  three  years.  Then  she  had  the  appendix  re¬ 
moved  and  had  some  surgery  on  the  female  organs. 
Felt  better  for  some  months  but  on  resumption  of 
work  had  a  return  of  the  old  abdominal  trouble. 
She  then  went  to  the  Rochester  Clinic  for  three 
weeks.  She  was  advised  that  there  was  no  organic 
trouble,  but  on  her  return  to  w'ork  she  went  into 
the  same  rut.  A  week  before  I  saw  her  she  was  in 
the  hospital  to  have  an  exploration  of  the  common 
duct,  but  she  changed  her  mind,  and  her  attendant 
frankly  advised  her  that  he  had  done  all  he  could 
and  would  be  glad  to  have  her  consult  another 
doctor. 

I  saw  her  at  her  home  in  April,  1922.  She  was 
apparently  in  much  distress;  being  in  a  hurry  I  gave 
a  hypo  of  morphine  and  advised  moist  heat.  I  was 
called  again  in  about  a  week,  found  her  in  great 
agony,  claiming  she  could  not  lie  on  the  bed  for  ex¬ 
amination  as  the  pain  was  too  intense.  On  rather 
a  sharp  command  to  lie  down  she  forgot  herself 
long  enough  to  lie  down  with  a  flop:  .when  the  mind 
was  diverted  one  could  palpate  the  abdomen  freely 
using  deep  pressure,  but  the  moment  she  became 
conscious  of  the  examination  the  muscles  would  be¬ 
come  rigid,  and  she  would  complain  of  pain.  She 
was  vomiting  some  dark  stained  fluid,  and  the  pulse 
was  rapid.  She  was  removed  to  the  hospital.  The 
stomach  was  washed  out  freely  with  hot  saline  once. 
She  was  given  light  soups,  etc.,  for  a  couple  of  days, 
then  gradually  returned  to  light  diet.  She  was  re¬ 
minded  each  day  in  a  heart  to  heart  chat  that  her 
trouble  was  mental  and  not  organic,  was  allowed 


to  go  to  her  family  in  the  country  for  a  visit  of  a 
month  or  two,  was  told  she  might  expect  some  dis¬ 
tress  in  the  abdomen  again,  but  cautioned  not  to 
get  unduly  excited,  but  to  rest,  apply  moist  heat 
and  a  few  other  simple  rules  and  it  would  pass. 

It  is  now  over  two  years.  She  has  had  no  doctor 
since  except  about  a  month  ago  when  she  returned 
from  Minneapolis  after  nursing  a  very  ill  sister  for 
two  weeks,  had  been  under  strain  and  lost  much 
sleep.  She  was  in  about  the  old  shape  but  it  re¬ 
quired  only  the  explanation  to  her  that  it  was  ner¬ 
vousness  due  to  the  extra  strain.  No  morphine  was 
given.  I  have  not  seen  her  since.  She  is  a  typical 
example  of  an  emotional  patient  whose  abdominal 
discomforts  have  been  unconsciously  exaggerated  in¬ 
to  mountains  and  who  has  been  not  only  not  helped 
but  made  worse  by  surgery,  who  responded  intelli¬ 
gently  to  a  sympathetic  explanation  of  her  trouble, 
whose  happiness  has  been  improved,  whose  useful¬ 
ness  has  been  restored,  and  who  will  not  drift  into 
the  hands  of  a  cultist  with  no  science  but  plenty  of 
knowledge  of  human  nature  who  will  explain  her  ills 
away  with  large  doses  of  optimism,  and  who  will 
make  of  her  a  booster  for  the  cults  and  a  knocker 
for  the  regular. 

Many  of  the  leading  medical  minds  the  past 
few  years  have  had  articles  on  useless  operations 
on  the  neurasthenics,  some  of  whom  are  Dr.  John 
T.  Rogers,  Dr.  Hugh  Cabot,  Dr.  Wm.  D.  Hag¬ 
gard,  and  Dr.  Albert  Ochsner. 

In  conclusion,  I  do  not  wish  anyone  to  feel 
that  it  was  my  intention  to  cast  any  reflection 
upon  the  medical  man  in  the  small  center,  rather 
I  regard  him  with  great  respect.  He  is  of  the 
stuff  that  pioneers  are  made  of.  He  is  building 
a  foundation  which  will  give  him  a  greater  per¬ 
spective  of  diseases  and  functions  of  the  human 
body  than  the  man  can  ever  get  who  steps  from 
an  internship  to  a  specialty,  and  I  would  urge 
with  all  the  emphasis  at  my  disposal  that  he  use 
and  develop  his  five  senses  in  the  examination 
of  his  patients  and  in  the  diagnosis  of  disease, 
and  make  them  take  the  place  of  the  laboratory 
and  clinic. 

I  hope  my  case  reports,  showing  some  mistakes 
in  diagnosis,  will  not  be  considered  uncharitable. 
I  know  I  have  made  more  than  my  share  of  mis¬ 
takes  along  similar  lines ;  we  do  not  see  our  own 
failures,  but  we  can  all  learn  by  the  mistakes  of 
others  and  vice  versa. 
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ACUTE  APPENDICITIS^^ 

P>Y  Theodore  Bratrud,  M.D. 

WARREN,  MINNESOTA 


The  mortality  of  acute  appendicitis  is  too  high. 
Many  excellent  papers  pleading  for  timely  and 
rational  treatment  appear  every  year,  but  their 
message  seems  to  miscarry.  The  mortality  rate 
in  most  of  our  best  hospitals  is  reported  from 
5  to  10  per  cent.  The  greatest  epoch  in  the  treat¬ 
ment  of  acute  appendicitis  after  the  original  paper 
of  Fitz  is  that  of  Ochsner,  in  1902,  in  which  he 
pleads  for  prompt  operation  in  all  cases  inside 
of  forty-eight  hours,  and  conservative  treatment 
avoiding  cathartics  and  food  after  the  favorable 
period  for  operation  has  passed,  and  in  addition 
to  that  the  giving  of  opiates  as  advocated  by 
Alonzo  Clark.  The  late  Maurice  Richardson  re¬ 
fers  to  the  cases  after  the  forty-eight-hour  period 
as  “too  late  for  early  operation  and  too  early  for 
late  operation.” 

The  late  John  B.  Murphy,  quoted  by  Haggard, 
states  :  “It  can  be  laid  down  as  a  law  that  the 
case  of  acute  appendicitis  coming  to  operation 
with  pus  outside  the  walls  of  the  appendix  has 
not  been  properly  treated  up  to  that  time.”  Hag¬ 
gard,^  in  a  report  of  1,000  operations  states  that 
the  cathartic  given  before  operation  is  the  sub¬ 
marine  that  defeats  nature’s  allies. 

It  is  the  writer’s  conviction  that  no  one  can 
dispute  these  statements.  Ochsner^  in  a  personal 
communication  in  June,  1924,  states,  “I  have  had 
no  deaths  in  cases  which  have  been  operated  on 
in  the  first  twenty- four  hours  in  which  cathartics 
or  food  have  not  been  given  prior  to  the  oper¬ 
ation.” 

The  morbidity  from  mistreating  acute  appen¬ 
dicitis  is  large.  Delay  in  prompt  treatment  is  not 
confined  to  the  country  districts  or  smaller  towns. 
As  an  illustration,  I  shall  cite  three  cases  observed 
during  1923  : 

Case  1. — Male,  aged  27,  came  under  the  writer’s 
care  on  the  fifth  day  of  intestinal  obstruction  with 
the  following  history:  While  in  the  Nav}^  he  was 
operated  on  on  the  fifth  day  for  a  perforated  ap¬ 
pendix.  One  year  later  he  submitted  to  another 
operation  for  intestinal  obstruction,  also  in  a  Navy 
hospital. 

Case  2. — Patient  was  operated  on  on  the  fifth  day 
while  in  the  Army.  Two  years  later  he  was  operated 
on  again  in  the  Army  Hospital  for  intestinal  obstruc¬ 
tion.  In  1923  the  writer  operated  on  this  young  man 
for  acute  intestinal  obstruction. 

*Presentecl  at  the  Thirty-seventh  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  at  Bismarck,  N.  D., 
September  10  and  11,  1924. 


Case  3. — A  woman,  aged  32,  is  still  an  invalid 
under  the  writer’s  care  for  complications  persisting 
after  submitting  to  four  abdominal  operations  for 
complications  resulting  from  an  acute  appendiciti.*^ 
operated  upon  on  the  fifth  day. 

This  does  not  take  into  consideration  the  large 
number  of  cases  suffering  from  gall-bladder  and 
liver  infections  following  delayed  operation.  If 
acute  appendicitis  treated  properly  at  an  early 
stage  is  without  mortality,  why  should  this  high 
death  rate  and  morbidity  continue  in  spite  of  the 
numerous  pleas  by  our  leading  surgeons  for 
prompt  and  rational  treatment?  There  are  two 
reasons  :  First,  it  is  common  practice  among  our 
patients  to  take  a  cathartic  for  every  abdominal 
pain.  Then,  if  the  results  are  not  those  desired, 
a  medical  advisor  is  called,  and  in  many  cases 
he  adds  insult  to  injury  by  giving  a  hypodermic 
of  morphine.  This  practice  is  prompted  by  the 
fact  that  many  cases  of  acute  appendicitis  have 
no  increase  in  temperature  in  the  early  hours 
after  perforation.  Another  factor  that  misleads 
the  medical  advisor  frequently  is  that  the  patient 
suffering  from  acute  appendicitis  in  many  cases 
has  no  pain  in  the  early  hours  immediately  after 
perforation  or  gangrene.  In  some  cases  the  ini¬ 
tial  symptoms  are  misleading  and  especially  so  if, 
after  an  acute  abdominal  pain  of  indefinite  char¬ 
acter,  a  cathartic  has  been  given,  and  the  patient 
on  coming  under  observation  has  neither  eleva¬ 
tion  of  temperature  nor  pain. 

Education  on  the  same  line  as  covered  by  the 
American  Medical  Association  for  early  recog¬ 
nition  and  treatment  of  carcinoma  is  needed  to 
prevent  the  practice  of  giving  a  cathartic  at  the 
onset  of  every  pain  in  the  abdomen. 

I  shall  report  the  observations  on  my  own  cases 
seen  from  January  1,  1904,  to  January  1,  1917. 
Slightly  over  seven  hundred  cases  were  seen. 
Many  of  these  were  seen  and  operated  on  in 
country  homes,  so  the  data  are  incomplete  on 
some.  Of  362  cases  which  were  seen  and  oper¬ 
ated  on  in  the  first  forty-eight  hours,  there  were 
no  fatalities.  These  cases  present  all  degrees  of 
pathology,  from  the  acute  catarrhal  stage  to  gan¬ 
grene  and  perforation  with  local  peritonitis.  In 
this  series,  there  were  complications  as  follows : 

In  three  cases  where  distension  and  vomiting 
persisted  to  a  threatening  degree  in  spite  of  fre¬ 
quent  resort  to  enemata  and  gastric  lavage,  en¬ 
terostomy  was  performed  under  local  anesthesia. 
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from  two  to  three  days  after  the  first  operation, 
by  placing  a  catheter  after  the  Witzel  method  in 
the  most  dilated  part  of  the  ileum.  Four  were 
re-operated  on  for  fecal  fistula.  About  3  per 
cent  were  re-operated  on  by  the  writer  for  post¬ 
operative  hernia,  and  I  presume  other  cases  were 
re-operated  on  elsewhere.  There  were  a  few  pul¬ 
monary  complications,  but  none  were  serious. 

In  the  second  group  or  those  going  over  forty- 
eight  hours,  approximately  350  were  seen.  In 
this  group  we  had  17  deaths.  Of  these,  7  were 
moribund  on  admission  and  gave  histories  of  a 
cathartic  or  cathartic  plus  morphine  before  ad¬ 
mission.  One  case  was  operated  on  on  the  fourth 
day,  with  a  history  as  follows : 

M.,  aged  42,  taken  sick  on  Sunday  night  with 
cramps  in  abdomen.  He  took  a  dose  of  magnesium 
sulphate.  He  felt  better  on  Monday  afternoon  so 
he  went  to  work,  although  he  was  not  feeling  well. 
On  Tuesday  night  he  began  to  vomit,  and  pains  re¬ 
turned  with  increased  severity,  so  about  midnight 
a  hypodermic  of  morphine  was  given.  His  pains 
continued  to  increase  so  that  at  2  a.  m.  on  Wednes¬ 
day  another  hypodermic  was  given  which  gave  little 
relief.  He  was  taken  to  the  hospital.  The  abdomen 
was  rigid,  particularly  on  the  right  side,  and  he  was 
suffering  excruciating  pain.  The  W.  B.  C.  was  4,000. 

Operation  disclosed  an  appendix  lying  centrally 
and  pointing  toward  the  navel.  The  tip  of  the  ap¬ 
pendix  had  perforated.  The  patient  died  of  general 
peritonitis  on  the  seventh  day  in  spite  of  a  double 
enterostomy.  At  no  time  did  he  have  any  elevation 
of  temperature  until  the  sixth  postoperative  day. 

Five  cases  died  of  liver  abscesses,  tw'o  in  spite 
of  operation. 

Four  cases  died  of  general  peritonitis  after 
drainage. 

The  balance  were  kept  under  Ochsner’s  treat¬ 
ment  with  the  exception  of  17.  One  of  these, 
a  boy  of  twelve,  came  to  the  hospital  on  the  sixth 
day  with  acute  abdominal  pain  following  tonsilli¬ 
tis.  He  had  extreme  abdominal  distension  which 
did  not  respond  to  enemata  and  gastric  lavage. 
Enterostomy  was  done  under  local  anesthesia, 
and  he  made  a  nice  recovery.  Tw'o  years  later 
he  returned  suffering  from  acute  abdominal  pain 
of  three  days  standing  and  distension.  An  enter¬ 
ostomy  again  relieved  his  symptoms.  To-day  he 
is  well. 

Three  cases  had  abscesses  which  were  opened 
per  rectum  after  the  manner  of  MacLaren^  and 
were  later  operated  on  and  the  appendix  removed. 

Five  were  carried  over  to  successful  interval 
operation  by  enterostomy  plus  the  Ochsner  treat¬ 
ment. 

Eight  were  drained  for  large  abscesses,  mostly 
retrocecal.  The  majority  of  the  balance  returned 
for  successful  interval  operation. 
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Reviewing  these  700  cases  with  a  mortality  rate 
of  2.5  per  cent,  it  shows  a  balance  in  favor  of  the 
Ochsner  treatment  compared  with  the  operative 
statistics  from  other  hospitals  where  cases  were 
operated  on  at  all  stages. 

At  this  point  I  shall  diverge  for  a  few  moments 
on  diagnosis.  The  writer  has  found  the  Rovsing 
symptom  of  great  aid  in  differentiating  abdom¬ 
inal  pain  from  extra-abdominal  lesions.  This 
symptom  has  proved  positive  where  we  looked 
for  it  in  all  cases  where  the  appendix  had  not 
perforated.  It  was  also  present  in  many  of  the 
perforated  cases.  We  have  also  noticed  the  pre¬ 
sence  of  the  Rovsing  syndrome  in  cholecystitis 
and  some  cases  of  acute  pelvic  pathology.  In 
some  cases  the  initial  symptom  was  pain  in  the 
epigastrium  so  that  in  two  cases  the  first  incision 
was  made  with  a  diagnosis  of  perforated  gastric 
or  duodenal  ulcer.  There  were  two  operations 
in  which  the  appendix  was  removed  and  was 
found  coated  with  fibrin  with  a  large  amount  of 
pus  around  the  appendix,  in  which  it  was  later 
found  that  the  patient  had  a  perforated  duodenal 
ulcer.  In  one  case  the  appendix  was  removed 
from  a  young  boy  of  twelve,  who  came  to  the 
hospital  with  high  temperature  and  acute  pain 
with  tenderness  in  the  right  lower  abdomen,  and 
a  few  hours  later  we  found  signs  of  a  right-sided 
lobar  pneumonia. 

In  some  of  our  cases  from  1919  to  1924  we 
deviated  from  the  Ochsner  treatment  by  operating 
on  cases  with  symptoms  of  longer  standing.  The 
number  is  too  small,  but  my  belief  is  that  the  re¬ 
sults  justify  the  Ochsner  treatment.  However,  it 
may  be  that  there  is  a  certain  percentage  of  cases 
going  over  the  forty-eight-hour  period  in  which 
the  prompt  recognition  and  proper  conception  of 
mechanical  obstruction  or  ileus  duplex  as  de¬ 
scribed  by  Sampson  Handley^  and  its  correct 
treatment  may  save  some  of  the  delayed  cases 
which  otherwise  would  result  fatally. 

Sampson  Handley  argues  that  mechanical  ob¬ 
struction  due  to  local  peritonitis  causing  adhe¬ 
sions  of  terminal  ileum  in  pelvis  is  the  initial 
stage  of  general  peritonitis  in  many  cases.  In 
his  early  cases  he  performed  ileocolostomy  to 
short  circuit  the  obstruction.  Many  of  his  pa¬ 
tients  died.  This  is  a  severe  procedure  on  a 
patient  who  is  already  in  a  serious  condition,  and 
I  believe  that  timely  enterostomy  done  with  local 
anesthesia  will  tide  the  very  ill  patient  over  the 
danger  point.  In  order  to  be  effective  the  enter¬ 
ostomy  should  be  done  before  the  obstruction 
has  done  so  much  damage  that  the  distended 
ileum  fails  to  respond. 
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ANESTHESIA 

Many  of  the  cases  were  operated  on  with  local 
anesthesia  supplemented  in  some  cases  with  gas 
or  ether.  A  few  cases  in  children  were  operated 
on  with  local  anesthesia  and  nitrous  oxide-oxy¬ 
gen  anesthesia. 

OPERATION 

I  shall  mention  a  few  points  in  the  operation 
which  I  have  found  of  decided  advantage.  The 
operation  for  acute  appendicitis  may  be  the 
simplest,  and  it  may  test  the  judgment  and  skill 
of  the  expert.  In  our  early  work  the  McBurney 
incision  was  used  exclusively.  In  later  years  the 
incision  in  the  outer  edge  of  the  right  rectus 
muscle  has  been  employed  in  most  cases.  This 
offers  several  advantages : 

1.  If  the  appendix  is  high  or  in  the  pelvic 
position,  the  incision  can  be  extended  as  needed. 

2.  In  a  perforated  appendix  in  the  pelvic  posi¬ 
tion,  the  incision  in  the  rectus  muscle  gives  easier 
access  to  the  pathology. 

3.  It  gives  a  shorter  drainage  tract  for  pus 
in  the  pelvis.  Pus  in  the  pelvis  is  a  freciuent  and 
serious  complication  of  the  perforated  appendix, 
no  matter  what  position  the  appendix  occupies. 

4.  It  allows  easier  application  of  a  modified 
rubber  covered  Mikculicz’s  drain  placed  in  the 
pelvis  so  as  to  hold  the  coils  of  the  terminal  ileum 
out  of  the  pelvis.  It  permits  better  strapping  of 
the  wound  in  cases  where  it  is  deemed  better  to 
strap  the  wound  after  the  manner  of  MacLaren,® 
instead  of  suturing. 

As  soon  as  the  incision  reaches  the  peritoneum 
the  assistant  holds  the  vacuum  pump  ready  so 
that  it  catches  the  first  drop  of  pus  escaping, 
thus  minimizing  the  soiling  of  the  wound.  The 
pump  is  gradually  advanced  to  the  bottom  of  the 
pelvis  so  that  all  free  pus  is  removed  without 
sponges.  The  next  step  is  the  introduction  of 
flat  Deaver  retractors  so  as  to  hold  the  coils  of 
the  intestines  out  of  the  way,  and  particular  care 
is  taken  that  no  coil  of  intestine  is  allowed  to 
protrude.  The  appendix  is  located  preferably  by 
sight;  and,  if  this  is  not  possible  without  disturb¬ 
ing  adhesions  or  manipulation  of  the  intestines, 
it  is  located  and  delivered  by  touch.  In  pus  cases 
where  the  walls  of  the  cecum  are  edematous  and 
friable  the  base  of  the  appendix  is  crushed,  a 
catgut  ligation  applied,  and  the  stump  of  the  ap¬ 
pendix  carbolized,  no  attempt  being  made  to 
cover  the  stump  with  peritoneum. 

DRAINAGE 

It  has  been  our  practice  to  drain  every  case 
where  a  green  or  black  spot  shows  on  the  appen¬ 


dix.  In  every  case  where  pus  is  present  in  con¬ 
siderable  amounts,  a  half  inch  soft  rubber  tube  is 
placed  to  the  bottom  of  the  cul-de-sac.  In  all 
cases  where  considerable  pus  is  present,  no  mat¬ 
ter  what  the  location  of  the  appendix,  there  is 
always  some  pus  in  the  pelvis.  In  cases  where 
fibrinous  patches  are  adherent  to  the  coils  of  the 
small  intestine,  a  modified  Mikulicz’s  drain,  rub¬ 
ber  covered,  is  placed  to  the  bottom  of  the  cul- 
de-sac  in  such  a  way  as  to  hold  the  coils  of  the 
ileum  out  of  the  pelvis  and  away  from  the  pelvis 
structures.  I  have  found  that  a  rubber  glove 
packed  with  strips  of  gauze  answers  this  purpose 
well. 

During  a  recent  visit  to  eastern  clinics,  I  saw 
two  cases  of  acute  appendicitis  which  had  been 
operated  on  about  the  fifth  day  and  were  brought 
to  the  operating-room  on  the  third  postoperative 
day  with  symptoms  of  peritonitis  or  obstruction. 
Both  were  widely  explored,  and  the  only  path¬ 
ology  present  was  the  enormous  intestinal  disten¬ 
sion  caused  by  adhesions  of  coils  of  terminal 
ileum  to  pelvic  structures.  A  very  small  amount 
of  peritonitis  was  present.  Both  patients  died. 

SUTURE 

In  our  earlier  cases  pus  cases  were  sutured. 
In  later  years  after  MacLaren’s'^  publication  ad¬ 
vocating  strapping,  we  have  followed  his  method 
and  believe  that  the  patient  gets  out  of  bed 
quicker  and  the  wounds  heal  with  less  tendency 
to  postoperative  hernia  because  there  is  no  slough¬ 
ing  of  the  fascia.  The  peritoneum  is  sutured  up 
to  the  drains  so  that  the  coils  of  intestines  cannot 
protrude,  and  the  rest  of  the  wound  is  strapped 
with  adhesive  strips,  which  are  thoroughly  flamed 
before  being  applied.  It  is  remarkable  how 
nicely  and  rapidly  these  wounds  have  healed  in 
comparison  with  the  sutured  cases  where  much 
of  the  fascia  sloughs  away.  Where  we  use  the 
packed  rubber  glove,  the  packing  is  gradually  re¬ 
moved  after  the  first  48  hours  and  as  soon  as 
all  the  packing  is  removed,  the  rubber  glove  can 
easily  be  removed  by  twisting. 

POSTOPERATIVE  POSTURE 

All  cases  where  pus  is  present  are  turned  on 
the  right  side  with  knees  flexed.  In  cases  where 
we  fear  necrosis  of  the  walls  of  the  cecum,  we 
do  not  use  the  Murphy  drip,  but  prefer  subcu¬ 
taneous  administration  of  tap  water.  In  children 
it  is  often  advisable  to  give  a  pint  of  water  in¬ 
travenously  while  on  the  table. 

ENTEROSTOMY 

I  shall  refer  again  to  the  subject  of  enteros¬ 
tomy.  In  all  cases  where  distension  persists  in 
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spite  of  treatment  we  do  not  hesitate  to  perform 
enterostomy.  Dr.  Cooney,®  of  Princeton,  has 
performed  enterostomy  oftentimes  at  the  time  of 
the  removal  of  the  appendix  and  with  gratifying 
results.  Dr.  A.  N.  Collins’’  has  also  used  enter¬ 
ostomy  at  the  time  of  the  primal  operation.  If 
enterostomy  is  performed  early  it  will  prevent 
the  excessive  distension  of  the  intestine.  The 
enterostomy  tube  always  comes  away  without  any 
complications  needing  subsequent  surgery. 

SUMMARY 

1.  There  are  too  many  cases  coming  to  the 
surgeon  after  the  favorable  time  for  operation 
has  passed. 

2.  Giving  cathartics  and  narcotics  before  diag¬ 
nosis  is  made  in  any  case  of  acute  abdominal 
pain  is  contra-indicated. 

3.  A  campaign  of  education  with  our  patients 
and  some  of  the  profession  is  needed  on  points 
1  and  2. 

4.  Early  operation  is  practically  without  mor¬ 
tality. 

5.  The  Ochsner  treatment  after  the  first  48 
hours  have  passed  will,  with  few  exceptions,  save 
more  lives  than  operation  at  any  stage. 
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DISCUSSION  OF  THE  TWO  PRECEDING  PAPERS 

Dr.  Herbert  E.  Landes  (Kenmare):  I  agree  fully 
with  what  Dr.  Mulligan  has  said  in  regard  to  the 
part  of  tenderness  and  pain  in  the  diagnosis  of  acute 
appendicitis;  and  I  believe  that  he  has  rightly  laid 
especial  emphasis  on  the  location  of  the  tenderness 
rather  than  the  pain.  In  general,  however,  pain  with 
its  characteristic  location  and  radiation  is  of  the 
greatest  importance  in  diagnosing  abdominal  condi¬ 
tions.  We  must  bear  in  mind,  however,  that  ac¬ 
curate  localization  of  pain  within  the  abdominal 
cavity  is  not  possible  until  the  inflammation  has 
spread  to  the  parietal  peritoneum. 

Dr.  Capps  has  shown  that  localization  of  points 
of  pneumonia  as  contrasted  with  the  tenderness 
accurately  accomplished,  and  this  we  know  to  be 
true  also  from  abdominal  operations  done  under 
local  anesthesia.  Also,  Ross  has  shown  that  disten¬ 
sion  of  the  hollow  viscera  produces  a  painful  sensa¬ 
tion  and  that  the  pain  is  likely  to  be  diffuse  rather 
than  well  localized, — a  characteristic  of  visceral  pains 
in  general.  That  is  probably  the  explanation  for  the 
often  noted  diffuse  or  epigastric  pain  with  which 
acute  appendicitis  begins,  later  localizing  in  the 
right  lower  quadrant  when  the  regional  parietal  peri¬ 
toneum  has  become  involved. 

The  hyperesthesia  of  the  skin  in  the  early  stages 


of  pneumonia  as  contrasted  with  the  tenderness 
elicited  by  deep  pressure  in  acute  appendicitis  may 
help  to  differentiate  these  two  conditions;  also,  in 
acute  pyelitis  we  commonly  find  a  laxity  of  the  ab¬ 
dominal  wall,  not  present  in  acute  appendicitis. 

Dr.  Paul  Burton  (Fargo):  Dr.  Mulligan  has  cer¬ 
tainly  covered  the  field  very  thoroughly.  He  has 
emphasized  pain,  tenderness,  local  rigidity,  nausea, 
and  vomiting.  As  a  rule,  the  laity  will  make  the 
diagnosis  for  you  before  you  come  to  the  house  if 
they  have  those  symptoms. 

Dr.  Bratrud  brought  out  the  point  that  our  mor¬ 
tality  is  still  very  high  in  appendicitis.  It  is  un¬ 
doubtedly  due  to  procrastination  in  diagnosis,  wait¬ 
ing  to  make  the  diagnosis  in  the  laboratory,  instead 
of  from  the  history,  as  Murphy  and  Ochsner  have 
tried  to  pound  into  the  medical  and  surgical  world. 

The  only  thing  I  want  to  add  is  that  in  my  pus 
cases  the  thing  that  has  reduced  the  mortality  is  the 
drain  in  the  flank,  especially  in  retrocecal  rupture 
and  abscess. 

In  chronic  appendicitis,  which  we  might  dwell  up¬ 
on  very  much,  we  all  have  our  own  ideas,  and,  per¬ 
sonally,  I  believe  in  chronic  appendicitis.  My  friend,. 
Dr.  Quain,  has  some  definite  ideas  and  I  hope  he 
will  discuss  this  paper. 

Dr.  H.  E.  French  (University):  It  may  be  worth 
while  to  consider  for  just  a  moment  why  pain  is  ex¬ 
perienced  in  other  parts  of  the  abdomen.  The  chief 
factor  is  what  we  call  referred  pain.  This  is  not 
a  true  reflex,  nor  have  I  time  to  discuss  the  physi¬ 
cal  basis  of  a  true  reflex,  though  it  would  be  well 
to  begin  any  discussion  of  this  subject  with  such 
a  consideration. 

Passing  by  this  idea  the  first  point  to  bear  in 
mind  is  that  the  innervation  of  the  body  is  segmen¬ 
tal;  that  is,  every  part  of  the  body  is  always  related 
to  its  segment  of  the  central  nervous  system.  The 
segment  or  segments  supplying  any  given  area  of 
the  skin,  however,  do  not  necessarily  supply  the 
muscles  immediately  under  that  skin  area,  and  much 
less  do  they  necessarily  supply  the  viscera  under 
that  area.  This  accounts  in  part,  for  what  we  find 
in  appendicitis,  and  is  even  more  strikingly  illus¬ 
trated  by  sensations  or  pain  in  the  arms  and  finger 
tips  in  pulmonary  inflammation  and  on  the  inner 
side  of  the  arm  in  angina  pectoris  and  pleurisy. 

The  next  point  is  the  difference  between  the 
sensory  or  afferent  nerve  supply  of  the  viscera  as 
compared  with  that  of  the  somatic  parts  of  the 
body.  Touch,  temperature,  and  even  pain  are  ab¬ 
sent  or  at  least  very  different  from  the  correspond¬ 
ing  sensations  arising  in  the  skin.  A  viscus,  how¬ 
ever,  is  susceptible  to  pain  upon  distention,  and 
probably  inflammation  or  injury  increases  its  sus¬ 
ceptibility  or  at  least  the  afferent  impulses  from  it. 
The  afferent  neurones  from  the  viscera,  by  means 
of  their  collaterals  and  by  means  of  association  and 
commissural  neurones  in  the  cord,  discharge  their 
impulses  to  other  neurones  which  carry  the  impulses 
toward  the  brain  and  toward  consciousness.  These 
latter  neurones,  however,  are  in  the  habit  of  receiv¬ 
ing  far  more  impulses  from  the  somatic  part  of  the 
body,  the  skin,  etc.,  and  we  simply  interpret  pain 
impulses  originating  in  the  viscera  as  coming  from 
the  corresponding  segmental  somatic  areas.  .  The 
appendix  and  cecum  probably  send  their  afferent 
impulses  to  the  eleventh  thoracic  segment;  referred 
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pain  from  the  appendix  is  therefore,  commonly  felt 
over  the  lower  right  hand  part  of  the  abdomen.  This 
is  also  true  for  the  motor  reflex  giving  rigidity  (a 
true  reflex).  Afferent  impulses  are  delivered,  how¬ 
ever,  not  only  to  the  corresponding  segment  but  by 
means  of  collaterals  to  neighboring  segments. 
Hence,  the  wider  distribution  of  pain  that  is  some¬ 
times  found,  and  hence,  too,  in  part,  the  explanation 
for  pain  in  the  epigastrium.  When  the  appendix 
lies  back  of  the  ascending  colon  or  extends  upward, 
while  its  own  afferent  nerves  should  be  the  same  as 
in  any  case  it  does  come  to  lie  in  regions  supplied 
by  nerves  of  higher  segments.  It  is  because  of  the 
sensitiveness  of  the  peritoneum  and  the  extraperi- 
toneal  tissue  now  involved  whose  afferent  fibers  go 
to  higher  segments  that  we  have  pain  in  these  cases 
particularly  referred  to  the  epigastrium,  the  sub¬ 
costal  region  on  the  right  and  even  the  subscapular 
region.  In  the  same  way,  when  the  appendix  ex¬ 
tends  mesially  and  down  into  the  pelvis  it  is  be¬ 
cause  we  have  peritoneum  and  extraperitoneal  tissue 
of  this  region  involved  even  on  the  left  side,  per¬ 
haps,  that  we  have  pain  referred  to  the  lower  ab¬ 
domen,  the  anterior  part  of  the  thigh  or  the  left  side. 

In  closing,  I  would  simply  suggest  the  question 
whether  at  times  we  might  not  also  have  reflex 
colic  involving  other  parts  of  the  gastro-intestinal 
tract;  also  whether  at  times  the  appendicitis  may  not 
be  simply  a  part  of  a  more  extensive  involvement, 
the  appendix  involved  truly  enough,  but  other  parts 
of  the  gastro-intestinal  tract  also  involved,  possibly 
primarily,  and  that  the  location  of  the  pain  may  be 
accounted  for  upon  this  basis. 

Dr.  Mulligan  (closing  his  part  of  the  discussion): 
I  have  really  nothing  to  add.  I  was  interested  in 
the  discussion  of  Dr.  I.andes  and  the  point  he 
brought  out  that  there  was  not  much  localized  pain 
except  where  the  peritoneum  was  involved.  I  think 
that  is  a  point  well  taken. 

I  was  interested  in  Dr.  French’s  discussion.  He 
brought  out  some  points  that  I  did  not  know  of  be¬ 
fore.  Perhaps  Dr.  Jones  would  say  something  on 
the  other  cases,  particularly  those  with  some  neuro¬ 
logical  findings. 

Dr.  E.  P.  Quain,  (Bismarck):  In  spite  of  your 
statement,  Mr.  President,  that  appendicitis  is  a  hack¬ 
neyed  and  threadworn  subject,  I  still  believe  that 
it  is  one  of  the  most  timely  and  important  subjects 
that  could  be  discussed  before  this  meeting. 

Appendicitis  is  exceedingly  prevalent  in  this  sec¬ 
tion  of  the  country,  and  it  is  the  most  deadly  of 
the  abdominal  diseases  with  which  we  have  any¬ 
thing  to  do.  For  a  long  time  it  has  seemed  to  me 
that  this  western  section  of  the  country,  especially 
the  basin  of  the  Missouri  River,  has  a  higher  inci¬ 
dence  of  appendicitis  than  any  other  section  of  our 
country.  Often  when  we  meet  eastern  surgeons 
and  speak  of  the  number  of  cases  we  treat  out  here, 
they  think  we  are  lying,  so  we  have  learned  not  to 
talk  about  it. 

We  have  a  very  high  incidence  of  acute  appendi¬ 
citis.  We  used  to  have  a  very  high  incidence  of 
chronic  appendicitis,  also,  but  for  some  reason  the 
chronic  cases  have  dropped  off  and  are  now  rather 
rare.  However,  I  shall  not  fall  for  the  temptation 
to  discuss  chronic  appendicitis,  enticing  as  the  sub¬ 
ject  is  to  me  always.  The  pathologist  at  Bismarck 


Hospital  will  have  something  to  say  of  the  relation 
between  acute  and  chronic  appendicitis. 

Dr.  Bratrud’s  paper  is  really  a  discussion  of  the 
result  of  the  Ochsner  treatment  of  acute  appendi¬ 
citis.  Some  years  ago  we  tried  to  put  into  practice 
the  Ochsner  treatment  as  we  understood  it.  We 
tried  our  best  to  master  it  and  to  get  the  results 
promised  from  it.  But  the  results  were  not  satis¬ 
factory.  I  have  learned,  too,  that  comparatively  few 
have  been  able  to  get  the  results  obtained  by  the 
master  surgeon  who  originated  the  method.  I  must 
admit,  therefore,  that  by  his  results  Dr.  Bratrud  has 
proved  to  me  that  he  has  a  surgical  judgment  su¬ 
perior  to  any  found  in  Bismarck.  This  is  no  sur¬ 
prise  to  me,  for  I  have  met  him  on  many  occasions, 
and  we  have  discussed  many  surgical  and  other 
problems,  and,  usually,  he  has  occupied  the  position 
of  the  teacher,  and  I  that  of  the  pupil. 

We  have  again  in  late  years  followed  the  teach¬ 
ing  of  Dr.  Wheaton,  of  St.  Paul,  now  of  sacred 
memory.  His  dictum  to  us  internes  was,  “The  time 
for  treatment  of  appendicitis  is  30  minutes  after 
diagnosis  has  been  made,  or,  if  the  weather  is  cold, 
make  it  60  minutes,  in  order  to  get  the  operating 
room  sufficiently  heated.”  This  implies,  also,  the 
removal  of  the  appendix  in  the  first  operation.  It 
is  required  that  the  operation  be  done  quickly,  so 
as  to  minimize  anesthesia,  shock,  and  trauma.  For 
best  results  it  is  necessary  that  considerable  experi¬ 
ence  should  control  the  palpating  finger,  for  it  must 
have  the  ability  to  quickly  diagnose  the  intra- 
abdominal  conditions  and  to  locate  the  appendix. 

The  principles  of  drainage  brought  out  by  Dr. 
Bratrud  are  very  much  in  accordance  with  our 
practice.  These  principles,  first  taught  me  by  Prof. 
Lennander,  we  are  still  trying  to  follow.  His  prac¬ 
tice  was  to  make  wide  incision  and  “lay  the  infected 
peritoneum  extraperitoneal,”  as  he  put  it,  by  using 
large  gauze  packing  after  removing  the  infectious 
focus.  We  have  modified  both  incision  and  technic 
of  drainage,  but  we  retain  the  principle  and  try  to 
remove  the  focus,  the  appendix,  in  every  case.  The 
harder  it  is  to  find  the  appendix,  the  more  important 
it  is  that  it  shall  come  out  at  the  first  operation.  A 
gangrenous  appendix  so  located  that  its  entire  sur¬ 
face  presents  freely  in  an  abscess  cavity,  and  is, 
therefore,  easily  found  and  removed,  will  not  cause 
much  trouble  if  not  removed  at  primary  operation. 
It  drains  freely  to  the  outside  and  will  perhaps 
slough  out;  but  an  appendix  buried  behind  intesti¬ 
nal  loops  and  draining  into  a  main  abscess  cavity 
through  a  small  concealed  sinus,  deep  in  the  ab¬ 
domen,  will  cause  serious  trouble  until  it  is  removed, 
or  until  the  patient  dies. 

Regarding  the  incision:  We  have  practiced  the 
muscle-splitting  or  the  transverse  incisions  exclu¬ 
sively  for  a  long  time.  However,  I  will  admit  that 
in  acute  infections,  in  tumors,  cancer,  tuberculosis, 
and  other  abdominal  emergencies,  a  right  rectus 
incision  is  justified,  at  times. 

As  to  sutures;  I  am  in  full  agreement  with  the 
doctor  that  any  suturing  of  infected  tissues  in  the 
abdominal  wall  is  likely  to  be  an  invitation  for  necro¬ 
sis  and  additional  postoperative  trouble. 

We  have  long  ago  discontinued  the  so-called 
Fowler’s  position.  By  that  method  we  are  trying 
to  drain  uphill  over  the  brim  of  the  pelvis.  The 
best  way  to  drain  is  to  follow  natural  law  and  let 
fluids  drain  downward.  Therefore,  the  patient  should 
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be  so  placed  in  bed  that  the  draining  wound  is  at 
the  lowest  part  of  the  abdomen. 

I  approve  very  much  of  Dr.  Bratrud’s  conclusions 
and  regard  his  statement  about  cathartics  as  spe¬ 
cially  important.  Some  time  ago  we  had  this  ques¬ 
tion  looked  up  in  our  records,  and  we  found  that 
every  patient  who  had  come  to  us  with  acute  ap- 
tion,  had  been  given  a  cathartic  at  the  onset  of  the 
disease.  I  believe  this  condition,  in  our  experience, 
is  still  true.  We  have  had  a  lot  of  educational  move¬ 
ments.  We  have  had  a  “Cancer  Sunday”  every  year 
for  the  dissemination  of  cancer  knowledge.  We 
have  a  “Tuberculosis  Sunday,” — it  is  about  time  to 
have  a  “Castor  oil  Sunday.” 

The  records  covering  our  treatment  of  acute  ap¬ 
pendicitis  for  some  years  past  have  been  summarized 
by  Dr.  Waldschmidt,  who  is  here  to  read  his  report. 

Dr.  R.  H.  Waldschmidt  (Bismarck):  This  is  a 
statistical  report  of  513  cases  of  acute  appendicitis, 
with  and  without  peritoneal  infection,  operated  on 
by  members  of  the  Quain  and  Ramsted  Clinic  dur¬ 
ing  the  four  years,  from  July  1,  1920,  to  July  1,  1924. 

Of  this  number  there  were  260  cases  of  acute  ap¬ 
pendicitis  without  peritonitis.  Appendectomy  was 
made  in  all  cases.  In  18  of  these  it  was  deemed  ad¬ 
visable  to  leave  a  small  drain  in  the  abdominal 
wound  for  a  few  days.  The  average  length  of  ill¬ 
ness  before  operation  was  41  hours,  ranging  from 
12  hours  to  8  days.  The  average  age  was  21  years, 
the  youngest  patient  was  4  years,  and  the  oldest 
53  years  old.  There  was  no  mortality  and  no  post¬ 
operative  hernia  among  the  260  cases. 

Of  this  series  155  had  local  peritonitis  and  abscess. 
The  appendix  was  removed  in  137  cases,  or  89  per¬ 
cent.  It  was  not  removed  in  18  cases  on  account 
of  the  poor  condition  of  patient  or  the  inadvisability 
of  breaking  down  adhesions.  There  were  post¬ 
operative  complications  in  8  of  the  18  from  whom 
the  appendix  was  not  removed.  This  is  an  incidence 
of  complications  twice  as  high  as  in  the  137  where 
appendectomy  was  performed  at  the  primary  opera¬ 
tion.  The  average  length  of  illness  before  operation 
was  4  days,  ranging  from  1  to  35  days.  The  average 
time  drains  were  left  in  wounds  was  15  days.  En¬ 
terostomies  were  made  on  14  patients.  The  average 
age  of  the  155  cases  was  22  years,  the  youngest  2 
and  the  oldest  69  years  old.  Four  patients  died,  or 
2.5  per  cent;  9  patients,  or  5.8  per  cent,  were  re¬ 
operated  on  for  hernia.  The  only  patient  in  whom  a 
right  rectus  incision  was  made  returned  with  a 
hernia. 

There  were  98  cases  with  acute  progressive  peri¬ 
tonitis  at  the  time  of  operation.  Appendectomy 
was  made  and  drainage  established  in  all  cases.  The 
average  length  of  illness  before  operation  was  5 
days,  average  length  of  leaving  drains  19  days.  The 
average  age  of  patients  was  15  years,  the  youngest 
3  years  and  the  oldest  65  years  old.  Enterostomies 
were  made  on  11  patients;  9  patients,  or  9.1  per  cent, 
died.  One  patient  has  been  re-operated  on  for 
hernia. 

The  total  mortality  rate  for  the  513  cases  was 
2.5  per  cent.  The  total  number  of  postoperative 
hernias  which  have  come  to  our  attention  was  1.9 
per  cent.  All  patients  who  had  drainage  had  been 
given  a  special  instruction  to  report  at  the  first 
sign  of  bulging  at  the  place  of  incision. 

No  patient  who  applied  for  treatment  was  refused 
operation  because  of  a  precarious  physical  condition. 


Dr.  W.  a.  Jones  (Minneapolis,  Minn.):  I  am  afraid 
my  experience  with  appendicitis  and  other  ills  of  the 
abdomen  would  not  be  very  illuminating,  if  I  should 
frankly  speak  my  mind.  It  has  been  my  misfortune 
to  have  seen  a  good  many  people  who  have  been 
through  the  hands  of  the  surgeon,  and  I  sometimes 
think  that  too  many  nervous  people  have  been  oper¬ 
ated  on  for  other  than  the  true  causes  of  their 
trouble.  As  an  extreme  case  I  recall  a  woman  who 
had  been  operated  on  eight  times.  Two  operations 
were  performed  in  her  upper  abdomen,  followed  by 
two  operations  for  the  removal  of  adhesions;  and 
after  each  operation  she  complained  of  the  same 
pain  she  had  before.  Following  her  fourth  operation 
the  pain  returned,  and  the  surgeon  sought  for  new 
operative  fields  and  decided  to  invade  the  pelvis; 
but  again,  the  pain  returned  following  each  opera¬ 
tion.  After  the  seventh  operation  she  became  a 
morphinist,  but  proper  care  and  hospitalization  cured 
her.  And  then  I  met  her  one  day  coming  out  of  a 
medical  building,  she  told  me  she  was  going  to  have 
her  uterus  removed.  This  was  her  last  operation, 
and  she  afterwards  suffered  no  pain  for  she  died 
very  soon  afterwards. 

I  think  a  large  majority  of  the  people  who  submit 
to  operations  of  this  kind  should  be  very  carefully 
examined  and  analyzed  to  determine  whether  they 
are  really  neuropsychiatric  patients  or  whether  they 
need  an  operation  for  an  actual  disease.  If  we  give 
time  enough  to  our  investigation  of  patients  we  often 
find  conditions  as  described  by  Dr.  French  in  the 
course  of  the  nerve  trunks  and  the  seat  of  pain  which 
can  be  traced  to  a  nervous  disorder;  and  the  more 
these  people  are  operated  on,  the  more  intense  be¬ 
comes  the  nervous  disturbance.  It  is  quite  probable, 
as  Dr.  Mulligan  found,  that  some  of  these  nervous 
people  should  be  treated  from  a  nervous  standpoint 
and  not  be  subjected  to  surgical  interference.  These 
nervous  patients  are  increasing  rapidly,  and  are 
more  or  less  wanderers  in  the  field  of  medicine. 
They  go  from  doctor  to  doctor  and  cidt  to  cult  until 
they  are  lost  in  the  maze  of  medicine,  surgery,  and 
vain,  hopeless  expectation.  They  should  be  taught 
how  to  think  and  how  to  act,  and  their  disorder  ex¬ 
plained  to  them  in  a  sensible  manner.  Someone 
facetiously  remarked  that  the  only  remedy  for  many 
of  these  neurotics  that  fell  into  the  hands  of  the 
surgeon  was  to  have  them  trephined  on  both  sides 
of  the  skull  and  blow  through  one  of  the  openings  a 
stream  of  thought  or  a  bit  of  laughing-gas  that  would 
take  away  from  their  consciousness  many  of  their 
alleged  abdominal  symptoms. 

Dr.  J.  E.  Engstad  (Grand  Forks):  It  is  my  firm 
conviction  that  my  dear  friend.  Dr.  Jones,  made  a 
wrong  diagnosis  when  referring  to  trephining  the 
skull  of  hysterical  patients.  It  is  my  opinion  that 
any  physician  or  surgeon  who  persists  in  operating 
and  re-operating  on  neurasthenic  patients  ought  to 
have  his  skull  trephined.  I  now  recall  that  a  young 
lady  called  on  me  about  ten  years  ago  for  some 
minor  ailment  brought  on  by  being  at  the  head 
of  her  class  in  the  local  high  school.  No  operation 
was  advised.  She  has  subsequently  undergone 
seven  operations,  the  larger  number  being  performed 
for  the  correction  of  the  first  two  or  three.  Mental 
suggestions  finally  ameliorated  all  her  distressing 
nervous  symptoms,  and  now  she  is  enjoying  fairly 
good  health. 

The  authors  laid  special  stress  on  drainage  follow- 
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ing  any  suppurative  appendicitis  operation,  which 
is  a  very  important  part  of  the  technic.  It  is  my 
custom  to  put  my  patient  in  an  inverted  Fowler’s 
position  or  prone  on  tlie  face  in  bed,  often  supported 
by  a  pillow  under  the  abdomen.  Pus,  like  water, 
seeks  its  lowest  level.  In  virulent  cases  the  wound 
is  left  wide  open,  the  bowels  being  walled  off  with 
gauze.  Hard-rubber  tubing  is  the  only  rational  ma¬ 
terial.  I  occasionally  put  in  a  few  silkworm  sutures 
which  are  tied  after  the  acute  symptoms  have  sub¬ 
sided. 

Dr  Quain  mentioned  castor  oil  week  or  castor  oil 
Sunday,  which  was  to  the  point.  I  would  suggest 
that  we  set  aside  a  part  of  the  year  for  a  thermom¬ 
eter  Sunday  or  thermometer  week.  My  reasons  for 
this  is  that  I  have  come  to  the  firm  conviction  that 
the  benefits  accruing  from  the  use  of  a  thermometer 
in  the  hands  of  a  large  number  of  physicians  have 
been  more  than  overbalanced  by  the  damage  done 
by  making  a  diagnosis  based  entirely  on  the  pa¬ 
tient’s  temperature.  I  earnestly  urge  that  the  pa¬ 
tient’s  temperature  in  appendicitis  or  suspected  ap¬ 
pendicitis  should  not  be  the  guiding  medium  in  form¬ 
ing  a  diagnosis.  I  have  known  of  a  number  of  deaths 
due  to  the  local  physician’s  dependence  on  the  ther¬ 
mometer  and  its  readings. 

In  my  first  thousand  cases,  most  of  which  were 
pus  cases,  the  appendix  was  generally  left  in  situ 
except  where  the  organ  was  the  primary  seat  of 
tuberculosis.  In  the  subsequent  cases  I  have  almost 
invariably  removed  the  appendix.  As  a  rule,  it  is 
very  easy  to  find  it  for  all  that  the  operator  has 
to  do  is  to  put  his  finger  in  the  abdomen  and  the 
appendix  apparently  sticks  to  the  finger  as  if  it  was 
hooked.  Extended  search  for  it  is  unwarranted. 

Dr.  G.  M.  Williamson  (Grand  Forks):  Dr.  Quain 
has  covered  the  points  presented  in  these  papers  so 
thoroughly  in  his  discussion  that  there  seems  nothing 
further  to  add.  However,  he  made  the  statement 
that  appendicitis  was  more  prevalent  in  this  western 
country  than  farther  east.  I  want  to  ask  him  if  he 
has  any  reason  to  offer  or  explanation  to  make 
regarding  this  statement.  At  this  time  it  is  not 
clear  to  my  mind  how  this  can  be.  It  may  be  possi¬ 
ble  that  eastern  men  are  more  conservative  regard¬ 
ing  treatment  and  more  cases  are  treated  medically, 
and  that  the  practice  here  is  to  operate  as  soon  as 
a  diagnosis  is  made,  which  would  give  the  impression 
that  the  disease  is  more  prevalent  here. 

Dr.  Quain:  I  do  not  know  why  it  is  more  preva¬ 
lent  here. 

Dr.  L.  W.  Larson  (Bismarck):  In  the  six  months 
I  have  been  in  Bismarck  I  have  had  an  opportunity 
of  studying  a  number  of  atypical  cases  of  acute 
appendicitis.  The  following  report  is  made  in  the 
hope  that  other  medical  men  may  become  interested 
in  the  subject,  which  is  a  rather  new  one  and  de¬ 
serving  of  further  investigation. 

We  had  a  series  of  12  cases,  1  male  and  11  females, 
who  came  to  the  office  complaining  of  pain  in  the 
right  lower  quadrant.  All  of  them  had  had  previous 
attacks.  Nausea  was  quite  common  but  emesis  rare. 
Some  of  them  complained  of  a  dragging  sensation 
in  the  right  side.  Upon  examination  it  was  found 
in  every  instance  that  there  was  a  slight  elevation 
of  temperature  up  to  about  100°  and  a  leucocytosis, 
never  over  10,000,  with  tenderness  over  the  right 


lower  abdomen.  In  some  of  the  cases  a  slight 
muscle  spasm  was  present,  but  in  none  of  them  was 
there  the  hard  board-like  muscular  rigidity  of  se¬ 
vere  local  or  general  peritonitis.  The  diagnosis  in 
more  than  60  per  cent  of  the  cases  was  appendicitis. 
Some  members  of  our  staff,  having  seen  cases  of 
this  type  a  number  of  times  before,  made  a  diagnosis 
in  several  of  these  12  cases,  of  right  coloptosis  with 
pericolic  membranes  producing  the  pain. 

Upon  opening  the  abdomen,  grossly  the  appendix 
was  normal  in  each  case.  A  band,  or  pericolic  mem¬ 
brane,  was  found  covering  the  cecum  or  ascending 
colon  in  every  case.  This  pericolic  membrane  was 
attached  in  various  places  on  the  peritoneum  of  the 
lateral  abdominal  wall,  some  anteriorly  and  some 
posteriorly.  In  every  case  the  report  of  the  sur¬ 
geon  operating  was  coloptosis  of  varying  degree. 

From  my  standpoint  the  most  interesting  feature 
was  the  microscopic  examination  of  these  appendices 
and  the  pieces  of  pericolic  membranes  removed  at 
operation.  In  the  first  place  the  pericolic  membranes 
varied  in  their  gross  appearance.  Some  were  com¬ 
paratively  thick  and  very  much  injected  and  others 
were  fine,  filamentous  bands.  In  none  of  them  was 
there  evidence  of  round  cell  infiltration.  They  were 
made  up  of  connective  tissue  of  varying  density.  In 
each  case  the  appendix  was  normal.  Here  we  have 
12  cases,  11  females  and  1  male,  with  symptoms 
simulating  acute  appendicitis,  but  with  the  appendix 
normal  and  with  acutely  injected  pericolic  mem¬ 
branes  as  the  only  evidence  indicating  the  cause  of 
the  symptoms. 

Dr.  Bratrud  (closing  the  discussion) :  Regarding 
the  Rovsing  syndrome;  it  does  not  seem  to  have 
gained  the  position  in  American  literature  that  it 
deserves.  About  twenty  years  ago  Dr.  Rovsing 
called  attention  to  the  fact  that  by  pressing  with 
the  flat  hand  over  the  left  lower  abdomen  and  sud¬ 
denly  releasing  the  pressure  a  patient  with  an  in- 
traperitoneal  lesion  will  complain  of  pain  in  the 
vicinity  of  the  right  lower  quadrant  if  the  lesion  is 
there.  We  have  found  this  of  distinct  value  in  differ¬ 
entiating  between  renal  colic  and  appendicitis.  There 
is  another  writer  who  has  introduced  a  modification 
of  the  Rovsing  syndrome.  The  patient  feels  pain 
referred  to  the  right  iliac  fossa  when  pressure  is 
made  over  the  left  iliac  fossa. 

I  do  not  want  to  be  understood  as  saying  that  no 
case  should  be  operated  on  after  forty-eight  hours. 
As  I  said  in  my  paper,  after  forty-eight  hours  the 
acute  cases  are  too  late  for  early  operation  and  too 
early  for  late  operation.  The  question  of  when  to 
operate  on  these  cases  will  depend  on  the  skill  and 
judgment  of  the  individual  surgeon.  After  forty- 
eight  hours  a  great  deal  of  damage  has  occurred,  and 
nature  is  attempting  to  build  up  an  immunity,  and, 
if  we  interfere,  we  are  going  to  break  it  down  be¬ 
fore  it  has  well  started.  That  is  the  reason  I  believe 
why  so  many  of  these  cases  going  over  forty-eight 
hours  die.  Another  reason  is  that  they  still  have 
a  good  deal  of  abdominal  distention,  and,  if  you 
make  only  a  small  incision  into  the  abdomen,  you 
have  a  reflex  paresis  of  the  abdomnial  organs  that 
persists  sometimes  for  twenty-four  or  forty-eight 
hours,  and,  if  we  do  operate  on  some  of  these  cases, 
we  increase  temporarily  this  reflex  paresis.  It  is  a 
question  that  has  to  be  solved  by  the  skill  and  judg¬ 
ment  of  the  individual  operator. 
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The  recently  reporteclVmvestigations  of  Dick, 
Zingher,  Dochez,  and  others,  which  offer  to  us 
an  apparently  successful  means  of  preventing 
scarlet  fever,  should  serve  to  stimulate  a  re¬ 
newed  interest  in  practical  immunity  throughout 
the  country. 

LJnfortunately,  in  this  age  of  cults  and  fancies, 
it  is  more  difficult  than  ever  to  impress  a  large 
proportion  of  our  population  with  the  value  and 
importance  of  immunization.  Were  it  not  for 
the  constant  vigilance  of  health  officers  our  mor¬ 
tality  rates,  no  doubt,  would  be  much  higher  than 
they  now  are. 

The  following  table,  taken  from  the  records  of 
the  Minnesota  State  Board  of  Health,  shows 
very  definitely  the  value  of  recent  vaccination  in 
Minnesota  during  10  years : 


of  the  one-hundredth  anniversary  of  Jenner’s  dis¬ 
covery,  a  severe  epidemic  occurred. 

During  the  past  two  months  we  have  had  oc¬ 
casion  to  examine  approximately  2,500  well 
children  of  pre-school  age  in  the  northwest.  Of 
this  number,  only  25  (or  1  per  cent)  had  been 
protected  against  smallpox,  and  12  (or  0.5  per 
cent)  against  diphtheria. 

In  the  light  of  our  experiences  we  feel  that 
the  value  of  immunization  to  the  specific  in¬ 
fectious  diseases  has  not  impressed  itself  suf¬ 
ficiently  even  in  our  own  ranks.  To  this  end 
the  present  status  of  immunization  as  it  applies 
to  each  of  the  more  prevalent  communicable 
diseases  is  briefly  reviewed : 

Smallpox. — It  is  sufficient  to  say  that  vacci¬ 
nation  and  re-vaccination  are  absolute  safe- 


Class  “A”  Successfully  Class  “B”  Successfully 
vaccinated  within  7  vaccinated  over  7 
yrs.  before  attack  yrs.  before  attack 


Year 

Cases 

Died 

Cases 

Died 

1913 

47 

0 

191 

0 

1914 

18 

0 

99 

0 

1915 

28 

0 

90 

0 

1916 

23 

0 

36 

0 

1917 

33 

0 

64 

0 

1918 

15 

0 

73 

0 

1919 

28 

0 

48 

0 

1920 

108 

0 

195 

0 

1921 

223 

0 

476 

0 

1922 

27 

0 

101 

0 

1923 

36 

0 

85 

1 

586 

0 

1,458 

1 

1.7%  Class  A,  none  died-^4.2%  Class  B,  1 
died^94.1%  Class  C  and  D,  107  died. 

So  far  in  1924  (to  October  8)  there  have  been 
1,635  cases  of  smallpox  in  Minnesota  with  24 
deaths  reported.  There  is  obviously  but  one 
reason  for  this  increase,  namely,  a  laxity  in  vac¬ 
cination  enforcement. 

Epidemiology  relates  innumerable  similar  in¬ 
creases  in  the  past,  checked  by  vaccination  only 
after  smallpox  became  alarmingly  prevalent. 
Even  in  Gloucestershire,  in  1896,  on  the  occasion 


Class  “C”  Never  suc¬ 
cessfully  vaccinated  & 


Class  “D”  No 

history. 

no  scar 

Total 

Cases 

Died 

Cases 

Died 

2,615 

7 

2,853 

7 

1,730 

7 

1,847 

7 

1,590 

6 

1,708 

6 

1,197 

1 

1,256 

1 

2,730 

20 

2,827 

20 

2,197 

7 

2,285 

7 

2,372 

9 

2,448 

9 

6,030 

15 

6,333 

15 

2,676 

25 

9,375 

25 

2,142 

9 

2,270 

9 

1,829 

1 

1,950 

2 

33,108 

107 

35,152 

108 

guards,  and  here  it  is  merely  a- matter  of  propa¬ 
ganda.  Vaccination  should  be  done  at  an  early 
age,  preferably  in  late  infancy,  and  repeated 
every  five  or  six  yers.  Physicians  should  dis¬ 
courage  any  false  feeling  of  security  due  to  fail¬ 
ure  of  vaccination  to  take,  for  it  is  well  known 
that  the  smallpox  virus  loses  its  potency  easily. 

(It  should  be  kept  at  a  temp,  below  41  °F.) 

Diphtheria. — Toxin-antitoxin,  first  used  suc¬ 
cessfully  in  humans  by  von  Behring  in  1913,  is 
now  recognized  as  a  practical  means  of  producing 
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permanent  immunity  to  this  disease. 

With  the  preparations  standardized  as  they 
now  are,  the  inoculation  can  be  given  with  per¬ 
fect  safety.  During  the  past  year  we  have  in¬ 
oculated,  or  seen  the  results  of  inoculations  on 
350  children  without  a  single  untoward  symptom. 

The  following  points  concerning  the  procedure 
are  important : 

1.  The  preparation  should  be  not  older  than 
three  months,  and  should  be  kept  cool. 

2.  The  three  injections  (1  c.c.  each)  should 
be  given  at  not  a  greater  interval  than  seven 
days. 

3.  The  first  injection  should  not  be  given 
sooner  than  two  weeks  after  the  administration 
of  antitoxin.  (To  avoid  over-neutralization  of 
the  toxin.) 

4.  The  development  of  immunity  takes  from 
one  to  six  months. 

5.  It  lasts  at  least  for  six  years,  and  probably 
for  life. 

6.  A  Schick  test  should  be  applied  six  months 
after  the  injection  to  be  sure  that  the  individual 
is  immune. 

7.  The  immunization  should  be  given  early  in 
life,  preferably  at  the  age  of  one  year,  (1)  be¬ 
cause  at  this  time  the  antitoxin  conferred  by  the 
mother  has  disappeared,  (2)  because  experience 
shows  that  at  this  time  reactions  are  minimal, 
and  (3)  because  the  majority  of  endemic 
diphtheria  occurs  between  the  ages  of  two  and 
five  years. 

Scarlet  Fever. — The  toxic  filtrate  obtained 
by  the  Dicks  from  a  growth  of  scarlatinal 
streptococcus,  when  injected  intradermally,  gives 
a  positive  reaction  in  persons  who  have  not  had 
scarlet  fever,  and  a  negative  one  in  those  who 
have  had  the  disease.  We  have,  therefore,  an 
accurate  means  of  determining  susceptibility  or 
immunity  to  scarlet  fever. 

Active  immunization  with  this  toxin  (using 
first  100,  then  250,  and  again  250  “skin  test” 
doses  at  intervals  of  one  week)  has  been  suc¬ 
cessful,  as  indicated  by  a  re-test  as  early  as  two 
months  in  approximately  61  per  cent  of  cases  in 
Zingher’s  series  in  children.  At  the  present  time 
one  of  us  is  using  the  toxin  as  a  routine  pro¬ 
cedure  among  the  patients  and  attendants  in  the 
Contagious  Department  of  the  Minneapolis  Gen¬ 
eral  Hospital.  It  is  hoped  that  by  this  means 
scarlet  fever  cross  infection  may  be  eliminated 
entirely. 

Measles.- — By  injecting  blood  (or  serum)  from 
a  convalescent  measles  case  into  children  who 
have  been  exposed  to  the  disease  we  can  produce 
a  temporary  immunity  in  them,  which  will,  for 


the  time  being,  give  protection.  This  has  its 
greatest  value,  of  course,  in  institutional  practice, 
although  there  is  no  reason  why  most  cities  can¬ 
not  conduct  a  station  as  has  already  been  in¬ 
stituted  in  Paris  for  the  collection  and  distri¬ 
bution  of  serum,  particularly  in  time  of  epi¬ 
demic. 

Pertussis. — The  efficiency  of  pertussis  vaccine 
depends  wholly  upon  the  preparation.  The 
vaccine  must  come  from  a  reliable  source,  and 
be  absolutely  fresh  to  have  any  value  whatever. 
With  these  requisites  fulfilled,  it  is  believed  to  be 
effective  prophylactically,  whereas  in  the  course 
of  disease,  even  when  given  early,  it  probably  has 
little  value  even  as  a  palliative  measure. 

This  brief  review  of  known  facts  concerning 
the  value  of  active  immunization  against  small¬ 
pox,  diphtheria,  measles,  scarlet  fever,  and  per¬ 
tussis!  is  presented  with  the  hojie  that  it  may 
stimulate  physicians  to  recommend  these  valuable 
protective  measures  to  their  patients.  If  physi¬ 
cians  conscientiously  discharge  their  duties  in 
this  respect,  statistics  of  the  next  few  years  un- 
doubdedly  will  show  a  decline  in  the  incidence 
and  death  rate  resulting  from  preventable  con¬ 
tagious  diseases. 


BOOK  NOTICES 


Operative  Surgery.  Covering  the  operative  tech¬ 
nic  involved  in  the  operations  of  general  and  spe¬ 
cial  surgery.  By  Warren  Stone  Rickham,  M.D., 
F.A.C.S.  Former  Surgeon  in  charge  of  General 
Surgery,  Manhattan  State  Hospital,  New  York, 
Former  Visiting  Surgeon  to  Charity  and  to  Touro 
Hospitals,  New  Orleans.  In  si.K  octavo  volumes 
totaling  approximately  5.400  pages  with  6,378  illus¬ 
trations,  mostly  original  and  separate  Desk  Index 
Volume.  Volume  4  containing  842  pages  with  772 
illustrations.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1924.  Cloth,  $10.00  per  vol¬ 
ume.  Sold  by  subscription  only.  Index  Volume, 
free. 

In  this  volume  there  Is  taken  up  a  discussion  of 
the  pericardium,  heart,  some  endothoracic  opera¬ 
tions,  and  operations  on  the  abdominal  wall  and  cer¬ 
tain  abdominal  organs.  The  abdominal  organs  con¬ 
sidered  are  the  peritoneum,  omentum,  mesenter}^, 
stomach,  pancreas,  spleen,  liver,  biliary  tracts,  in¬ 
testines,  and  appendi.x.  Of  special  interest  is  the 
description  of  the  Rcverdin  needle  and  its  use.  The 
discussion  of  the  counterpressure  used  in  thoracic 
surgery  is  contained  in  the  third  volume. 

There  are  fewer  typographical  errors  in  this  vol¬ 
ume,  and  the  plates  are  very  thorough  in  their  ex¬ 
position. 

This  surgery  is  without  doubt  the  most  thorough 
text  on  operative  technic  yet  written  and  it  is  very 
clearly  recorded.  The  comments  and  numerous 
plates  make  its  meaning  unmistakable. 

— Daniel  H.  Bessesen,  M.D. 
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BONE  TUBERCULOSIS 

Reference  was  made  in  the  last  issue  of  The 
Journal-Lancet,  in  connection  with  the  Tri- 
State  medical  meeting,  to  Dr.  Russell  A.  Hibbs, 
Professor  of  Orthopedic  Surgery,  Columbia  Uni¬ 
versity,  New  York,  and  as  his  subject  is  of  vital 
importance  to  the  general  practitioner  perhaps 
the  editor  will  be  pardoned  for  attempting  to 
bring  out  a  part  of  his  suggestions  to  the  audience. 

Dr.  Hibbs  had  a  line  of  statistics  showing  how 
cases  of  tuberculosis  in  children  develop,  or  at 
least  how  joint  disease  in  children  develops,  in 
about  the  fourth  year  or  about  the  fourth  to  the 
sixth  year  and  up,  and  that  as  time  goes  on  there 
are  many  recurrences,  even  after  children  have 
been  benefited  by  a  long  period  of  rest.  In  sum¬ 
ming  up  77  cases  taken  to  illustrate  his  point, 
7  of  these  died  in  early  life;  16  of  the  cases  re¬ 
lapsed  ;  and  out  of  the  whole  number  34  were  said 
to  be  cured.  In  another  series  of  clinical  cures 
there  were  74  cases.  Out  of  this  number  32 
relapsed.  And  Dr.  Hibbs  said,  very  frankly, 
that  this  was  not  a  record  to  be  proud  of,  be¬ 
cause  it  left  the  patients  disabled,  usually. 

He  brought  before  the  Society  for  discussion 
and  for  consideration  the  fact  that  a  great  change 
had  taken  place  in  the  method  of  treating  dis¬ 
eases  of  the  bones,  for  the  reason  that  these 
children  were  gathered  in  at  an  early  age  because 
they  had  their  disease  early  in  life,  and  that, 
according  to  the  old-time  method,  they  were  put 
in  bed,  their  joints  immobilized,  and  they  were 
left  there  for  indefinite  periods, — sometimes  for 


as  much  as  ten  or  even  fourteen  years.  Dr. 
Hibbs’  argument  was  that  these  children  went 
through  a  period  of  life  when  they  should  be  in 
entirely  different  surroundings;  that  from  six  to 
fourteen  or  from  six  to  eighteen  these  children 
ought  to  be  associated  with  other  children.  They 
ought  to  grow  up  in  surroundings  that  would 
develop  them  into  men  and  should  learn,  if  pos¬ 
sible,  an  occupation.  But  in  most  of  the  cases 
this  training  had  been  denied  them,  and  he  con¬ 
sidered  that  so  many  years  wasted  when  the  sup¬ 
posed  case  of  joint  disease,  which  was  thought 
to  be  tuberculous,  was  confined  to  a  hospital  for 
this  length  of  time.  He  spoke  particularly  of 
hip- joint  cases  as  well  as  knee-joint  cases,  and 
declared  that  hip- joint  cases  were  worse  than 
those  of  the  knee;  and  that  when  children  de¬ 
veloped  Pott’s  disease  and  tuberculous  hip- joint 
disease  the  outlook  was  bad  for  cure  or  even 
regained  efficiency. 

He  believes  that  many  of  the  cases  of  diseased 
joints  are  unfortunately  treated;  he  so  admitted 
without  any  qualification,  for  he  had  discovered 
in  his  years  of  experience  that  sometimes  the 
diseased  joints  that  have  been  immobilized  for 
long  periods  of  time  were  not  tuberculous  joints, 
and  after  this  had  become  an  established  fact  the 
method  of  treatment  was  entirely  changed.  He 
thought  that  these  children  should  be  subjected 
to  an  early  diagnosis,  and  the  better  method  of 
diagnosis  is  to  study  the  patient,  the  family,  and 
the  history  of  the  individual  very  carefully,  and 
particularly  to  demonstrate  the  presence  or  ab¬ 
sence  of  other  forms  of  infection ;  that  there 
were  doubtless  numerous  cases  of  joint  involve¬ 
ment  which  were  due  to  infection  elsewhere  in 
the  body  of  a  non-tuberculous  type.  The  result 
was  that  these  children  were  brought  in  for  in¬ 
vestigation,  they  were  j;-rayed,  and  when  there 
was  any  question  of  diagnosis  the  joints  were 
opened  and  they  injected  whatever  was  possible 
from  these  joints  into  guinea-pigs  to  demonstrate 
whether  they  were  tuberculous  or  not.  Much 
to  their  surprise  they  found  a  number  of  cases 
that  they  suspected  as  being  tuberculosis  were 
not,  and  this  resulted  in  a  change  in  treatment. 
These  patients  were  not  immobilized.  They  were 
operated  on  early,  and  any  disease  which  was 
presented  was  removed  as  promptly  as  possible. 
Even  though  the  joint  surfaces  were  involved  by 
some  disease,  whether  tuberculosis  or  not,  the 
diseased  tissue  was  removed,  and  the  normal  and 
solid  bony  surface  of  the  femur  and  tibia  were 
fused,  brought  together,  and  the  fusion  encour¬ 
aged  as  it  would  be  in  any  other  operation  on  a 
bony  joint.  He  thought  there  was  no  danger  of 
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attacking  and  opening  the  synovial  membrane 
around  the  knee-joint  or  the  hip- joint,  that  it 
could  be  done  very  skillfully  and  without  fear 
of  producing  any  further  disastrous  results ;  and 
he  argued,  too,  that  the  joint  was  bound  to  be¬ 
come  immobilized  itself,  and  it  might  as  well  be 
done  early  as  late,  particularly  in  tuberculosis. 
Then  the  patient  will  be  treated  as  an  ordinary 
bone  case ;  and  he  will  be  in  bed  for  a  reasonable 
length  of  time  and  then  gotten  up  and  out-of- 
doors  and  encouraged  to  walk  and  exercise  and 
do  what  is  advisable.  Dr.  Hibbs’  experience 
showed!  that  many  of  these  children  were  re¬ 
turned  to  health  and  happiness  and  were  per¬ 
mitted  to  grow  and  develop  as  children  do,  or 
should  do  ordinarily.  He  emphasized  especially 
the  necessity  of  early  investigation,  early  opera¬ 
tion,  and  early  attempt  at  fusion  in  all  cases  of 
tuberculosis  of  the  knee  or  hip.  Doubtless  this 
view  was  startling  to  some  of  the  surgeons  who 
are  not  quite  ready  to  accept  such  radical  meas¬ 
ures,  but  Dr.  Hibbs  has  a  way  of  explaining  his 
point  of  view,  illustrating  his  arguments  by 
cases  and  reports  of  cases  showing  speedy  return 
to  a  reasonably  normal  condition  when  early  op¬ 
eration  is  done. 

OLD  SYPHILIS 

We  are  prompted  to  write  something  on  this 
subject  after  reading  an  article  by  Dr.  B.  A. 
Thomas,  Professor  of  Urology,  University  of 
Pennsylvania.  He  starts  out  with  this  sentence, 
“The  old  dictum  that  the  most  successful  prac¬ 
titioner  of  medicine  is  he  who  most  successfully 
treats  syphilis  was  never  truer  than  to-day.” 
This  should  apply,  first,  to  the  necessity  of  early 
diagnosis  of  syphilis  and  its  intensive  treatment, 
as  well  as  to  the  absurdity  of  relying  upon  a 
single  or  a  small  dose  of  whatever  is  used.  This 
applies  very  naturally  to  early  syphilis  and  equally 
well  to  the  urgency  of  regular  doses  of  salvar- 
san  or  neosalvarsan,  or  their  substitutes,  and  this 
is  urged  as  a  necessity  and  the  only  anchorage 
that  can  be  depended  upon  in  the  majority  of 
cases.  On  the  other  hand  there  are  a  certain 
definite  number  of  luetics  who  can  take  neither 
salvarsan  nor  its  derivatives,  and  the  old  method 
of  treatment  must  be  relied  upon.  The  question 
of  reactions  of  these  arsenical  products  is  one  of 
continued  interest.  In  some  people  they  are  in¬ 
evitable,  in  others  nothing  seems  to  follow  that 
is  deleterious.  This  would  suggest,  then,  that  it 
shows  the  man,  the  individual,  who  reacted  to 
his.  drug,  whatever  it  was,  and  that  brings  us 
back  to  the  point  where  it  is  the  individual  who 
is  to  become  the  candidate  for  syphilis.  For,  if 


every  man  or  woman  who  had  syphilis,  developed 
syphilis  in  some  other  part  of  the  body,  and  we 
looked  upon  syphilis  as  a  cause  of  an  illness 
which  inevitably  led  to  the  death  of  the  individ¬ 
ual,  the  world  would  soon  be  depopulated.  For¬ 
tunately,  there  are  thousands  who  do  not  have 
more  than  a  passing  syphilis  or  at  least  a  syphilis 
which  is  quiescent  for  an  indeterminate  period. 
These  people  go  on,  as  do  others  who  suffer  from 
other  forms  of  infection.  They  get  clinically 
well  and  stay  so.  Sometimes  both  of  these  types 
of  individuals  react  suddenly  to  some  excessive 
strain  or  other  type  of  infection  and  develop 
either  a  syphilis  or  a  chronic  disease. 

There  has  been  a  good  deal  of  dispute  about 
the  Wassermann  test,  but  this  we  cannot  go  into 
because  we  are  not  sufficiently  familiar  with  the 
facts  to  make  any  definite  statements  except  to 
say  that  in  many  instances  the  Wassermann  test 
is  a  very  necessary  adjunct  in  ordinary  diagnosis. 
But  how  the  “Wassermann-fast”  will  last  is 
something  no  one  knows  very  accurately.  A 
Wassermann  can  be  determined  in  patients  that 
are  unsuspected,  and  a  lack  of  Wassermann  re¬ 
action  may  be  found  in  any  number  of  people 
who  have  a  definite  history  of  syphilis.  Dr. 
Thomas  thinks  it  is  very  unfortunate  that  the 
term  “Wassermann”  should  be  used  in  the  presence 
of  patients.  He  thinks  it  is  a  deplorable  mistake 
in  modern  medical  practice.  We  cannot  entirely 
subscribe  to  this  view,  because  most  of  the  people 
nowadays  who  are  seeking  medical  advice  go  to 
the  best  men  they  know,  and  they  want  to  know 
all  about  themselves.  They  want  to  know  all 
abount  their  blood  count,  and  their  biochemical 
tests,  and  urinalyses,  as  well  as  the  Wassermann 
reaction.  The  objection  Dr.  Thomas  has  to  it 
is  that  many  of  these  people  become  mental,  phy¬ 
sical,  and  moral  wrecks,  and  that  the  knowledge 
that  they  have  a  persistent  positive  Wassermann 
may  lead  them  to  commit  suicide.  Well,  what  of 
it?  They  are  in  bad,  they  are  likely  to  go  bad, 
and  nothing  even  in  the  shape  of  an  arsenical 
preparation  can  prevent  it.  So  it  seems  hardly 
necessary  to  worry  over  this  proposition  too 
much. 

The  question  really  before  us  is,  what  are  we 
going  to  do  with  our  old  cases  of  syphilis  ?  The 
popular  idea  is  to  treat  them  and  treat  them  in¬ 
tensively  and  vigorously  over  a  long  period  of 
time,  in  the  face  of  the  probability  that  most  of 
these  old  cases  have  destructive  lesions,  particu¬ 
larly  of  the  nervous  system.  Where  the  de¬ 
struction  is  evident  there  are  patches  of  sclerosis, 
new  tissue  and  artefacts  or  diseased  blood  vessels 
that  have  ceased  to  function ;  and  yet  many  prac- 
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titioners  go  on  treating  these  people  with  anti¬ 
specific  treatment  and  particularly  the  arsenical 
preparations.  Why  ?  Does  it  really  do  any  good  ? 
Can  we  restore  a  lost  tissue  by  filling  a  patient 
full  of  drugs?  Not  in  the  old  cases.  Most  of 
our  cases  of  syphilis,  either  new  or  secondary, 
or  old,  need  mercury  as  a  supplemental  treatment 
to  other  drugs,  and  it  is  probable  that  for  one  to 
depend  upon  the  arsenical  preparations  alone 
without  interspersing  mercury  does  not  accom¬ 
plish  as  much  as  if  he  gave  mercury  and  gave 
it  by  definite  standard. 

Again  the  question  comes  up  as  to  the  old-time 
doctor  and  his  old-time  patients  who  have  a  lot 
of  the  old-time  symptoms  that  get  better  or  are 
cured  by  mercury  or  iodine  in  some  sort  of  men- 
strum.  This  may  not  be  the  popular  treatment 
of  the  day,  but  it  was  in  older  days,  and  the  re¬ 
sults  were  quite  as  satisfactory  as  they  are  at  the 
present  time,  particular}'  in  the  old  types,  in  the 
old  patients,^ — patients  who  had  had  syphilis  any¬ 
where  from  fifteen  to  forty  years.  It  hardly 
seems  quite  the  thing  to  fill  a  man  or  woman 
up  with  arsenical  preparations,  or  much  else  in 
the  way  of  treatment  except  that  which  is  sup¬ 
portive,  and  delude  yourself  with  the  idea  that 
new  tissue  can  be  restored  where  old  tissue  has 
disappeared.  These  people  get  better,  really, 
with  proper  medical  care.  They  are  rested  and 
fed  up  and  given  something  that  keeps  them  in 
good  condition,  and  they  can  be  given  other  things 
intravenously  than  the  arsenical  preparations  al¬ 
though  it  will  be  impossible,  at  the  present  time, 
to  exclude  the  newer  remedies  for  syphilis  be¬ 
cause  they  have  fastened  themselvs  in  the  prac¬ 
titioner’s  mind  to  such  a  degree  that  he  will  be 
loath  to  give  them  up.  In  spite  of  all  this  they 
are  constantly  introducing  new  substitutes. 

THE  CASS  COUNTY  (N.  D.)  MEDICAL 
SOCIETY  MEETING  AT  FARGO 

Fargo,  a  city  of  25,000  people,  presents  a  very 
attractive  appearance  to  the  visitor,  with  its  new 
buildings  and  its  active  streets,  wide  thorough¬ 
fares,  and  paved  roads,  its  beautiful  park,  which 
was  given  the  city  some  years  ago,  and  at  either 
end  of  the  city  their  well-constructed  and  well- 
ordered  hospitals,  St.  John’s  beyond  the  park  and 
St.  Luke’s  on  the  north  side,  both  of  which  are 
modern  hospitals,  and  apparently  both  are  busily 
engaged  in  caring*  for  a  large  number  of  sick 
people  who  are  attracted  to  Fargo  from  the  seven 
points  of  the  compass.  Quite  naturally,  Fargo  has 
become  a  medical  center  for  a  large  surrounding 
territory,  and  the  medical  organization  there 


known  as  the  Cass  County  Medical  Society  is  a 
very  flourishing  body  of  men,  who  are  active 
students  of  medicine  and  surgery,  and  who  pre¬ 
sent  a  very  definite  picture  of  men  well  groomed 
and  well  built,  active,  keen,  and  alert. 

The  writer  is  saying  this  as  a  sort  of  intro¬ 
duction  to  the  invitation  which  he  accepted  to 
read  a  paper  before  the  Society,  the  subject  of 
which  was  “Borderline  Cases,  Nervous  and  Men¬ 
tal.”  It  is  very  gratifying  to  find  a  county  med¬ 
ical  society  that  can  turn  out  forty  men  at  an 
evening  meeting,  and  this  happened  to  be  the 
second  meeting  in  November.  The  October 
meeting  was  necessarily  upset  by  the  Tri-State 
District  Medical  Society  meeting ;  and  these  men, 
in  order  to  keep  up  the  stated  work  of  their 
meetings  had  two  meetings  in  one  month.  That 
shows  their  intensity  of  spirit.  One  striking 
feature  about  the  Fargo  medical  profession 
seemed  to  be  its  continuity.  The  men  seem  to 
like  one  another,  and  they  are  working  with  one 
purpose  in  mind,  to  do  the  best  they  can  for 
their  patients.  They  spoke  well  of  one  another, 
too,  and  at  the  meeting  it  seemed  to  be  a  friendly 
family  gathered  together  in  conference. 

There  are  Clinics,  of  course,  in  Fargo,  as  else¬ 
where,  and  they  seem  to  be  a  part  of  the  general 
activity  in  medicine.  The  Clinics  are  more  or 
less  interested  in  their  separate  hospitals,  one  in 
connection  with  St.  Luke’s  and  one  or  many  fac¬ 
tions,  speaking  from  the  friendly  viewpoint,  con¬ 
nected  with  St.  John’s  Hospital.  St.  John’s  Hos¬ 
pital,  by  the  way,  furnished  a  Mother  Superior 
who  has  been  at  the  head  of  St.  Mary’s  Hospital 
in  Minneapolis  for  some  years.  She  was  in 
Fargo  for  nearly  twenty  years  at  the  head  of  St. 
John’s  Hospital,  and  this  accounts  for  the  high 
excellence  of  its  management  and  for  its  marked 
activity. 


DR.  JOHN  WILLIAMS 

The  death  of  Dr.  John  Williams  occurred  in 
Mankato,  Friday  November  21,  1924,  from  heart 
trouble.  He  was  stricken  while  taking  his  even¬ 
ing  walk. 

Dr.  Williams  was  one  of  the  best  known  men 
in  Southern  Minnesota.  He  was  born  in  Wales 
in  1856.  He  graduated  from  Rush  Medical  Col¬ 
lege  in  1883,  and  has  been  practising  medicine 
in  Southern  Minnesota  most  of  the  time  since 
that  date.  He  was  one  of  the  rare  men,  good, 
kind,  faithful,  and  with  the  real  spirit  of  the 
physician  in  him.  He  was  always  jovial  and 
cheerful,  met  his  friends  in  the  same  spirit  that 
he  would  meet  a  relative.  He  was  a  member  of 
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many  medical  societies,  the  Southern  Minnesota, 
the  State  Association,  etc.,  and  was  frequently 
an  active  man  on  the  programs  of  such  bodies. 

Dr.  Williams  will  be  missed  in  medical  circles, 
and  his  departure  will  cause  great  sorrow  to  all 
his  friends. 


NEWS  ITEMS 


Dr.  M.  J.  Fiksdal  has  moved  from  Appleton 
to  Willmar. 

Dr.  Hugo  Rostel  has  moved  from  Arthur,  N. 
D.,  to  Fargo,  N.  D. 

Dr.  Lottie  G.  Bigler  has  moved  from  Armour, 
S.  D.,  to  Yankton,  S.  D. 

Dr.  E.  H.  Ruederger,  of  Bismarck,  N.  D.,  has 
gone  to  Los  Angeles,  Calif. 

Dr.  L.  Boutelle  has  moved  from  Bismarck, 
N.  D.,  to  Watertown,  S.  D. 

Dr.  W.  S.  Raiter,  of  Cloquet,  was  married  last 
month  to  Miss  Thelma  Larson,  of  Superior,  Wis. 

Dr.  Richard  Plackett,  who  practiced  medicine 
at  Redfield,  S.  D.,  in  pioneer  days,  died  last  month 
at  the  age  of  81. 

Dr.  A.  K.  Stratte,  a  recent  graduate  of  the 
Medical  School  of  the  University  of  Minnesota, 
has  located  in  Pine  City. 

The  meeting  of  the  Cass  County  (N.  D.)  Med¬ 
ical  Society  held  at  Fargo  last  week  is  reviewed 
in  our  editorial  columns. 

Dr.  O.  S.  Wyatt,  of  Minneapolis,  read  a  paper 
before  the  Eau  Claire  (Wis.)  County  Medical 
Society  at  the  October  meeting  on  “Spina  Bifida.” 

Drs.  C.  B.  Lewis  and  W.  L.  Freeman,  of  St. 
Cloud,  have  formed  a  partnership  under  the 
name  of  Drs.  Lewis  and  Freeman.  Dr.  Freeman 
is  in  the  East  doing  postgraduate  work. 

The  new  Wesleyan  Hospital  building  at  Wa¬ 
dena  was  dedicated  last  week.  The  building  is 
a  handsome  three-story  brick  structure  and  is 
thoroughly  ecfuipped  for  hospital  work. 

Dr.  John  Williams,  who  practiced  in  Lake 
Crystal  for  many  years,  died  in  Mankato  last 
month  at  the  age  of  68.  Further  notice  of  Dr. 
Williams  appears  in  our  editorial  columns. 

Dr.  R.  D.  Campbell,  of  Grand  Forks,  N.  D., 
who  was  appointed  last  month,  is  the  only  mem¬ 
ber  from  North  Dakota  on  the  Board  of  Gov¬ 
ernors  of  the  American  College  of  Surgeons. 


In  a  recent  examination  of  3,487  students  in 
the  University  of  Minnesota  it  was  found  that 
students  from  the  larger  cities  were  in  a  better 
health  condition  than  students  from  villages  and 
the  country. 

Dr.  E.  C.  Kendall,  in  charge  of  the  chemical 
division  of  the  Mayo  Foundation,  has  been 
awarded  the  Chandler  medal,  bestowed  annually 
by  Columbia  University  in  recognition  of  con¬ 
tributions  made  to  science. 

Dr.  Charles  W.  Riches,  a  pioneer  physician  of 
Minnesota,  who  formerly  practiced  at  Waconia 
and  then  entered  the  ministry  and  later  returned 
to  the  practice  of  medicine,  died  in  Minneapolis 
last  month  at  the  age  of  70. 

Plans  are  under  way  to  double  the  capacity  of 
the  Dakota  Deaconess  Hospital  of  Brookings,  S. 
13.  The  hospital  is  a  community  affair,  and  the 
business  men  of  the  city  will  raise  the  necessary 
funds  for  the  improvement. 

In  our  issue  of  Sept.  15  it  was  stated  that  Dr. 
A.  C.  Dean  had  moved  from  Grand  Forks  to 
Hatton,  N.  D.  Dr.  Dean  went  up  to  Hatton 
simply  to  inspect  his  farm  (ranch)  and  is  still 
engaged  in  practice  at  Grand  Forks. 

At  the  annual  meeting  of  the  Ramsey  County 
Medical  Society  last  month  the  following  officers 
were  elected :  President,  Dr.  E.  M.  Hanimes ; 
vice-president.  Dr.  C.  C.  Chatterton ;  secretary- 
treasurer,  Dr.  A.  G.  Schulze,  all  of  St.  Paul. 

The  alumni  of  the  New  York  Skin  and  Cancer 
Hospital  are  requested  to  send  their  present  pro¬ 
fessional  office  addresses  to  the  secretary  of  the 
re-organized  Alumni  Association,  Dr.  Herman 
Goodman,  15  Central  Park  West,  New  York  City. 

The  Southwestern  Minnesota  Medical  Society 
held  its  annual  meeting  last  month,  and  elected 
the  following  officers:  President,  Dr.  J.  M.  Hil- 
ger,  Iona;  vice-president.  Dr.  H.  C.  Dorns,  Slay¬ 
ton  ;  secretary-treasurer,  Dr.  E.  G.  McKeown, 
Pipestone. 

A  monthly  meeting  of  the  Huron  (S.  D.)  Med¬ 
ical  Society  was  held  on  November  6,  when  a 
paper  was  presented  by  Dr.  J.  F.  Paddleford,  of 
Miller;  and  case-reports  were  presented  by  Dr. 
R.  A.  Buchanan,  of  Wessington,  and  Dr.  B.  H. 
Sprague,  of  Huron. 

Since  the  publication  of  the  Transactions  of 
the  North  Dakota  State  Medical  Association,  Dr. 
W.  C.  Fawcett,  President  of  the  Association,  has 
appointed  the  following  Committee  on  Necro¬ 
logy  :  Dr.  F.  R.  Smyth,  Bismarck,  Chairman ; 
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Dr.  E.  M.  Ransom,  Minot;  and  Dr.  F.  L.  Wicks, 
Valley  City. 

Dr.  Carlton  Graves,  of  Aitkin,  died  last  week 
at  the  age  of  70.  Dr.  Graves  was  a  graduate  of 
the  New  York  University  Medical  College,  class 
of  ’78,  and  began  practice  in  Minnesota  in  1883, 
and  had  practiced  over  forty-one  years  in  Aitkin. 
He  was  a  public-spirited  citizen  and  was  well 
known  in  medical  circles. 

A  committee  of  laymen  and  physicians  have 
been  appointed  to  make  local  arrangements  for 
the  meeting  of  the  National  Tuberculosis  Asso¬ 
ciation  in  Minneapolis  in  1925.  The  medical  men 
on  this  committee  are  Dr.  E.  S.  Marriette,  of 
Minneapolis,  and  Drs.  E.  A.  Myerding  and  Rob¬ 
inson  Bosworth,  of  St.  Paul. 

Marion  County,  Oregon,  has  been  selected  as 
the  field  of  the  Far  Western  Demonstration,  the 
fourth  in  the  Common  Wealth  Fund  Child  Health 
Demonstration  program.  Its  population  is  said 
to  be  90  per  cent  American  born.  Fargo,  N.  D., 
is  one  of  the  three  formerly  selected  demonstra¬ 
tion  points,  and  work  is  still  going  on  at  this 
point. 

Minneapolis  had  on  a  social  science  drive  last 
week.  The  “Science  of  Life”  film,  furnished  by 
the  United  States  Public  Health  Service,  was 
shown  at  various  places.  The  work  was  done 
by  the  Hennepin  County  Public  Health  Associa¬ 
tion,  and  talks  were  given  by  Dr.  H.  G.  Irvine, 
of  the  Minnesota  State  Board  of  Health,  and 
others. 

The  sale  of  Christmas  Seals  for  carrying  on 
the  public  warfare  against  tuberculosis  promises 
to  be  the  largest  this  year  in  the  seventeen  years 
of  this  highly  praiseworthy  public  effort,  and 
physicians  should  encourage  their  friends  to  give 
substantially  to  the  cause.  Every  man,  woman, 
and  child  in  the  country  should  give  a  Christmas 
present  to  this  cause. 

The  committee  from  the  Board  of  Councillors 
of  the  Minnesota  State  Medical  Association, 
recommended  at  its  last  meeting  to  secure  a  full¬ 
time  secretary  of  the  State  Association,  has  is¬ 
sued  a  letter  to  the  County  Medical  Societies 
setting  forth  the  advantages  of  such  a  plan.  Drs. 
H.  M.  Workman,  Carl  Drake,  and  W.  F.  Braasch 
(chairman)  compose  the  committee. 

At  the  December  meeting  of  the  Lymanhurst 
and  Parkview  Medical  Staffs  in  Minneapolis 
papers  will  be  presented  on  “Anesthesia  in  the 
Tuberculous  Patient,”  by  Dr.  R.  E.  Farr;  “Sur¬ 
gery  of  the  Genito- urinary  Tract  and  the  Chest,” 


by  Dr.  S.  R.  Maxeiner;  and  “Surgery  of  the 
Abdomen  and  Lymphatic  System,”  by  Dr.  R.  R. 
Cranmer.  The  meeting  will  be  held  on  Decem¬ 
ber  23,  and  all  physicians  are  invited  to  attend  it. 

The  Minnesota  State  Board  of  Health  now 
recommends  state-wide  vaccination  against  small¬ 
pox,  accompanying  its  recommendation  with  the 
statement  that  “history  teaches  that  whenever 
virulent  smallpox  appears  in  a  community  not 
thoroughly  protected  by  vaccination,  a  deadly 
epidemic  may  be  predicted.”  Over  2,300  cases 
have  been  reported  in  Minnesota  since  Jan.  1, 
1924;  and  there  have  been  121  deaths  up  to 
Nov.  18. 

The  Hennepin  County  Medical  Society  held  its 
annual  memorial  meeting  last  month  when  bio¬ 
graphical  sketches  were  read  of  the  following 
physicians  who  had  died  since  the  meeting  of 
1923:  Dr.  George  Edgar  Benson  (1877-1923), 
Dr.  Edward  Eldee  Austin  (1854-1923),  Dr. 
George  William  Kirmse  (1883-1923),  Dr.  John 
Michael  Egan  (1883-1923),  Dr.  D.  Edmund 
Smith  (1867-1923),  Dr.  Ozias  Chapman  (1839- 
1924),  Dr.  Olaf  K.  Eggen  (1882-1924),  Dr. 
John  Alexander  Monahan  (1865-1924). 

The  Fourth  Annual  Clinic  held  at  Mitchell, 
S.  D.,  on  November  11  and  12  was  a  decided 
success.  Ten  or  twelve  well-known  specialists 
from  outside  the  state  gave  clinics  or  presented 
papers,  the  clinical  material  was  abundant,  and 
the  two  hospitals,  St.  Joseph’s  and  the  Methodist 
State,  met  the  hospital  requirements  of  the  oc¬ 
casion.  The  entertainment  by  the  Mitchell  phy¬ 
sicians  and  surgeons  could  not  have  been  excelled. 
These  annual  clinics  are  well  worth  maintaining, 
although  the  task  of  conducting  them  is  a  big  one. 

Northwestern  District  Medical  Society 
OF  North  Dakota 

A  regular  meeting  of  the  Northwestern  Dis¬ 
trict  Medical  Society  was  held  Thursday  Novem¬ 
ber  6  at  Minot,  N.  D.,  at  the  Leland  Hotel. 
Dinner  was  served  at  6 :30.  A  very  pleasing 
number  of  members  were  present,  and  much  en¬ 
thusiasm  was  displayed. 

Following  the  business  session,  Dr.  W.  C.  Faw¬ 
cett,  of  Starkweather,  president  of  the  State 
Medical  Association,  gave  a  talk  on  the  organ¬ 
ization  and  need  of  every  doctor  belonging  to 
the  medical  society.  Dr.  A.  J.  McCannel,  of 
Minot,  Secretary  of  the  State  Medical  Asso¬ 
ciation,  presented  suggestions  for  redistricting 
the  state  in  order  to  bring  about  greater  attend¬ 
ance  to  the  medical  meetings  in  some  parts  of 
the  state.  Dr.  E.  M.  Ransom,  of  Minot,  Coun- 
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cillor  of  the  Northwestern  District  Society,  gave 
very  pertinent  suggestions  regarding  each  mem¬ 
ber  doing  his  part  in  every  medical  meeting.  Dr. 
Carl  A.  Dragstedt,  of  Kenmare,  presented  a 
paper  on  “Acute  Dilatation  of  the  Stomach.”  Dr. 
P.  A.  Nestos,  of  Minot,  gave  a  report  on  the 
Inter-State  Postgraduate  Association  of  Amer¬ 
ica,  which  was  held  at  Milwaukee,  Wis. 

H.  G.  Knapp,  M.D.,  Secretary. 

The  Kotana  Medicae  Society  of 
North  Dakota 

A  meeting  of  the  Society,  held  in  Williston 
on  the  evening  of  November  7,  was  attended  by 
every  doctor  in  Williston  with  one  exception  and 
by  every  doctor  in  Williams  and  McKenzie 
Counties  with  two  exceptions.  This  attendance 
is  the  more  remarkable  considering  the  season 
of  the  year  and  the  fact  that  some  of  those  in 
attendance  drove  from  fifty  to  sixty  miles  to  be 
present. 

Dr.  W.  C.  Fawcett,  of  Starkweather,  President 
of  the  North  Dakota  Medical  Association,  spoke 
on  the  need  of  complete  organization  of  the  med¬ 
ical  profession. 

Dr.  A.  J.  McCannel,  State  Secretary,  spoke  on 
the  need  of  a  rearrangement  of  the  present 
Councillor  Districts. 

Dr.  E.  M.  Ransom,  Councillor  for  the  Fourth 
District,  read  a  paper  on  “The  Etiology,  Diag¬ 
nosis,  and  Treatment  of  Leucorrhea.” 

All  three  addresses  were  generally  discussed, 
and  judging  from  the  interest  expressed  this 
society,  which  has  been  rather  c[uiescent  for  some 
time,  gives  promise  of  being  one  of  the  livest  in 
the  state. 

A.  J.  McCannel,  M.D. 


Drug  Stock  for  Sale 

Minnesota  physician  desires  to  dispose  at  once 
of  his  nearly  new  drug  stock  at  half  cost  price.  Ad¬ 
dress  158,  care  of  this  office. 

Locum  Tenens  or  Large  Country  Practice  Wanted 
I  desire  a  position  to  do  substitute  work  or  will 
take  over  a  country  practice  if  the  field  is  a  large 
one.  Address  157,  care  of  this  office. 

An  Experienced  Gynecologist  Desires  Association 
With  a  Clinic 

Can  furnish  the  best  of  hospital  and  other  refer¬ 
ences.  Work  with  a  clinic  doing  a  large  business  is 
desired.  Address  163,  care  of  this  office. 


Opening  for  a  Specialist 

In  eye,  ear,  nose,  and  throat  work,  an  internist, 
or  a  children’s  specialist,  in  a  town  of  25,000  with  a 
doctor  and  a  dentist.  Address  160,  care  of  this  office. 

Good  Location  and  Office  in  Minneapolis 

An  excellent  location  and  an  office  with  a  dentist 
can  be  had  at  3805  Nicollet  Ave.,  Minneapolis.  A 
fine  modern  heated  apartment  is  also  open  on  the 
same  floor.  For  information,  telephone  Colfax  2754. 

Work  Wanted 

A  recent  graduate  just  beginning  practice  in  Min¬ 
neapolis  desires  work  for  a  part  of  the  day  or  night 
service  or  as  a  laboratory  technician  with  a  hospi¬ 
tal,  a  clinic,  or  a  physician.  Address  164,  care  of 
this  office. 

Practice  for  Sale 

General  practice  in  northwest  central  part  of  Min¬ 
nesota,  in  town  of  600.  Prosperous  farming  and 
dairying  community,  with  no  competition.  $6,000 
cash  practice  last  year.  Will  sell  for  price  of  equip¬ 
ment.  Good  reason  for  selling.  Address  159,  care 
of  this  office. 

Laboratory  and  X-Ray  Technician  Wants  Position 

A  graduate  from  the  laboratories  of  the  Minne¬ 
apolis  General  Hospital  desires  a  position.  Can  do 
all  general  laboratory  work,  including  Wassermanns, 
etc.,  and  ;r-ray  work;  and  is  a  good  typist.  Address 
155,  care  of  this  office. 

Wanted,  An  X-Ray  and  Laboratory  Nurse 

Position  open  in  new  modern  Tuberculosis  Insti¬ 
tution  in  Northern  Minnesota;  excellent  opportunity 
for  one  thoroughly  familiar  with  ^r-ray  technique 
and  general  laboratory  methods,  also  to  assist  in 
heliotherapy.  Complete  maintenance  at  hospital. 
State  salary  desired,  references,  and  when  available. 
Address  156,  care  of  this  office. 

Physician’s  Office  Furniture,  Etc.,  For  Sale 

Roll-top  desk,  safe,  white  enamel  folding  chair 
and  cushion,  instruments,  and  medicines  of  the  late 
Dr.  H.  Z.  Fisher,  of  Lansford,  N.  D.,  are  offered 
for  sale.  Everything  in  good  condition.  Can  be 
bought  at  a  bargain.  Good  location  for  a  doctor. 
Address  Mrs.  H.  Z.  Fisher  (Box  186),  Lansford, 
N.  D. 

A  Practical  Course  in  Standardized  Physiotherapy 

Under  auspices  of  Biophysical  Research  Dept,  of 
the  Victor  X-Ray  Corporation,  is  now  available  to 
physicians.  The  course  offers  a  highly  practical 
knowledge  of  all  the  fundamental  principles  that 
go  to  make  up  the  standards  of  modern  scientific 
physiotherapeutic  work.  It  requires  one  week’s 
time.  For  further  information  apply  to  J.  F.  Wain- 
wright.  Registrar,  236  South  Robey  St.,  Chicago,  Ill. 
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THE  VALUE  OF  BLOOD-SMEAR  EXAMINATION 

AND  SURGERY* 

By  Rudolph  C.  Logefeil,  M.D.,  M.S. 

Sivertsen  Clinic,  Minneapolis 
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I  have  selected  this  subject  because  I  believe 
that  most;  practitioners  do  not  realize  the  im¬ 
portant  information  that  can  be  derived  from  ex¬ 
amination  of  blood  smears.  I  have  been  led  to 
this  conclusion  by  various  observations  during 
my  association  with  hospital  staffs,  as  well  as  in 
private  practice,  especially  in  consultation  work. 

The  records  of  one  of  our  large  hospitals  show 
that  during  the  past  year  there  were  560  cases 
in  which  blood  examinations  were  made.  In  278 
instances  only  a  white-blood  count  was  made 
(50  per  cent).  In  only  68  cases  (12  per  cent 
plus)  was  a  blood  smear  study  made,  although 
many  of  the  charts  showed  repeated  white  blood 
counts.  Most  of  the  smears  ordered  were  on 
medical  cases,  although  there  are  many  surgical 
conditions  and  some  in  the  more  limited  special¬ 
ties  where  blood-smear  study-  is  very  valuable 
in  diagnosis,  as  well  as  in  prognosis. 

Because  of  this  general  apparent  lack  of  blood- 
smear  study,  I  thought  it  well  worth  while  to 
review  the  various  conditions  in  which  blood-cell 
examination  is  of  value.  I  consider  it  so  im¬ 
portant  that  if  I  had  to  choose  between  having 
a  blood  smear  or  the  much  used  leucocyte  count 
on  a  patient,  I  would  much  prefer  the  former, 
as  it  would  tell  me  practically  everything  that 
the  latter  might  and  a  great  deal  in  addition. 

Before  starting  this  discussion  let  me  empha¬ 
size  that  a  good  blood  smear  is  essential  if  proper 

♦Presented  before  the  Hennepin  County  Medical  Society, 
April  30,  1924  and  at  the  meeting  of  the  Minneapolis  Clinic 
Week,  May  ti,  1924. 


interpretation  is  to  be  made.  Time  will  not  allow 
me  to  discuss  the  proper  technic  of  making  a 
blood  smear,  but  may  I  merely  say  one  must 
keep  in  mind  the  cells  which  are  desired  to  be 
studied  in  making  the  smear.  When  red-blood 
cells  will  be  the  main  point  of  study  a  thin  smear 
should  be  made  and  dried  quickly  to  avoid  con¬ 
traction  of  the  cells.  The  slide  should  be  washed 
in  freshly  distilled  water  until  the  normal  color 
of  the  hemoglobin  in  the  cells  is  not  obscured  by 
the  basic  element.  Where  the  white-blood  cells 
are  the  point  of  interest,  a  thicker  smear  should 
be  made  and  great  care  taken  so  that  there  is  no 
over-staining.  It  is  my  custom  to  make  two 
smears  always,  one  thin  one  and  one  thick  one 
for  the  reasons  mentioned  above. 

I  shall  discuss  the  subject  from  three  stand¬ 
points.  First,  those  conditions  or  diseases  in 
which  it  gives  the  diagnosis;  second,  those  in 
wiiich  it  is  an  aid  in  making  the  diagnosis;  and, 
third,  those  in  which  it  is  an  aid  in  determining 
the  prognosis. 

A.  DISEASES  OR  CONDITIONS  IN  WHICH  BLOOD- 
SMEAR  STUDY  GIVES  THE  DIAGNOSIS 

1.  Leukemia. — In  myelocytic  or  lymphatic, 
acute  or  chronic,  the  diagnostic  value  of  the  blood 
smear  is  accepted  and  is  known  to  all  practition¬ 
ers.  However,  it  has  been  a  tendency  to  depend 
on  an  increase  in  the  leukocyte  count  to  make 
the  diagnosis  or  at  least  to  indicate  the  importance 
of  blood-smear  study.  This  is  a  mistake,  for  no 
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less  a  man  than  Pappenheim  has  repeatedly  em¬ 
phasized  that  a  leukemia  may  exist  without  any 
increase  in  the  leukocyte  count.  All  hematolo¬ 
gists  are  aware  of  this  fact,  and  many  cases  have 
been  reported  in  the  literature,  especially  of  the 
acute  type,  where  not  only  no  leukocytosis  was 
present  but  a  leukopenia  actually  existed.  A 
prominent  physician  of  this  city  recently  died 
from  acute  leukemia  and  never  had  a  leukocyte 
count  over  7,()00  until  three  days  before  death, 
when  it  rose  to  17,000.  The  author’-  reported  a 
case  of  mixed  leukemia  recently  where  the  leuk¬ 
ocyte  count  when  the  patient  first  saw  the  phy¬ 
sician  was  only  11,400.  The  child  complained 
chiefly  of  slight  pains  in  the  abdomen,  arms,  and 
legs,  of  being  tired  most  of  the  time,  and  of 
having  a  poor  appetite  and  losing  in  weight.  The 
physical  examination  was  entirely  negative  ex¬ 
cept  for  somewhat  enlarged  reddened  tonsils  and 
a  slight  fever.  Tonsillectomy  was  advised  and 
done,  but  the  real  condition  that  the  child  suf¬ 
fered  from  was  not  realized  until  she  did  not 
make  the  proper  recovery  from  the  tonsillectomy, 
when  a  blood-smear  study  revealed  a  condition  of 
acute  leukemia.  This  case  illustrates  the  need 
of  careful  blood-smear  study  before  any  surgical 
operation. 

The  marked  fluctuation  which  occurs  in  leuk¬ 
ocyte  counts  in  leukemia  is  well  illustrated  by 
Fineman’s^  case,  where  during  the  course  of  the 
disease  it  varied  between  2,300  and  646,000.  He 
reports  a  rise  of  71,000  in  six  hours  followed  by 
a  fall  of  62,000  in  three  hours.  This  illustrates 
why  a  white-blood  count  is  very  unreliable  as  an 
index  of  the  condition  present.  The  literature 
is  full  of  reports  of  cases  with  vague  symptoms, 
such  as  soreness  of  the  mouth  and  gums  or  bleed¬ 
ing  from  the  nose  accompanied  by  fever  and 
general  malaise  with  a  practically  normal  leuko¬ 
cyte  count,  no  enlargement  of  the  spleen  or  lymph 
glands,  in  fact  none  of  the  characteristic  clinical 
symptoms  of  leukemia  as  yet,  in  which  a  blood 
smear  was  the  only  thing  that  indicated  the  real 
cause  of  the  symptoms,  namely,  leukemia.  Even 
though  the  leukocyte  count  may  be  increased  the 
blood  smear  must  tell  us  whether  we  are  dealing 
with  leukocytosis  or  a  leukemia.  To  know  this 
early  is  essential  if  we  are  to  give  the  proper 
treatment  and  prognosis. 

Although  an  increase  in  the  number  may  be 
a  sign  of  the  presence  of  a  simple  leukocyto¬ 
sis  or  a  leukemia,  the  crucial  sign  of  the  pres¬ 
ence  of  one  or  other  of  these  conditions  can 
be  found  only  in  the  qualitative  nature  of  the 
cells  present.  In  both  conditions  early  types  of 
cells  have  been  found  in  the  blood,  but  in  leuko¬ 


cytosis  when  early  forms  are  present  at  all  they 
are  generally  more  or  less  scarce  and  are  then 
only  the  immediate  “ontogenetic  precursors”  of 
the  mature  leukocyte,  for  example,  a  few  myelo¬ 
cytes  or  metamyelocytes.  In  leukemia  large  num¬ 
bers  of  early  forms  appear  in  the  blood  at  the 
onset  and  not  only  the  immediate  “ontogenetic 
precursors”  but  also  all  the  “phylogenetic  proto¬ 
types,”  often  back  to  the  original  parent  cell, 
are  found.  For  example,  in  myelogenous  leuke- 
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Cell  A:  An  immature  lymphocyte  in  early  stage  of  clovelop- 
ment  from  stem  cell  (type  B). 

Cell  B:  A  lympholclocyte  or  so-called  stem  cell.  Note  fine 
mesh-work  distribution  of  chromatin  in  nucleus,  also 
nucleoli. 

Cell  C:  Also  immature  lymphocyte,  somewhat  larger  but 
about  same  stage  of  development  as  Cell  A. 

Cell  O:  Also  immature  lymphocyte,  but  in  later  stage  of 
develoisment  than  Cells  A  or  C.  Note  coarser  distri¬ 
bution  of  chromatin  in  nucleus. 

Cell  E:  Leucoblast — A  myeloid  cell  in  first  stage  of  develop¬ 
ment  from  stem  cell  (type  Bl. 

Cell  F:  Promyelocyte — A  myeloid  cell  in  later  stage  of  de¬ 
velopment  than  leucoblast  (cell  E). 

Note  the  progressive  increase  in  coarseness  of  chromatin 
from  cell  B  to  E  and  E  to  F,  also  the  disappearance  of  the 
nucleoli  in  the  stages  of  development  beyond  type  E. 

mia  W2  find  not  only  myelocytes  and  prom\elo- 
cytes,  but  leukoblasts  and  even  the  immature 
parent-cell  form,  the  so-called  lymphoidocyte. 
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Photomicrograph  of  blood  smear  in  a  case  of  pernicious 
anemia. 

Note:  1.  Hyperchromatic  megalocytes.  2.  Megaloblast. 
3  Basophilic  stippling.  4.  Anisocystosis  and  poikilocytosis 


Photomicrograph  or  biood  smear  in  a  case  of  lead  poisoning. 

Note:  1.  Cells  with  marked  basophilic  stippling.  2.  Poly- 
chromatophiiic  celis. 


(Plate  1,  Cells  B.  E.  F.)  Also,  in  leukocytosis 
the  immediate  precursors  of  the  mature  cells 
bear  the  brunt  of  the  stimulus  which  induces 
regeneration  in  the  hemopoietic  tissues,  but  in 
leukemia  the  parent  cell  forms  are  the  ones  re¬ 
ceiving  the  stimulus. 

A  study  of  the  blood  smear  will  also  tell  us 
whether  we  are  dealing  with  a  chronic  or  an  acute 
leukemia,  which  is  very  important  in  treatment 
and  prognosis.  In  acute  leukemia  there  is  a 
greater  percentage  of  the  early  parent-cell  form, 
the  so-called  lymphoidocyte.  (Plate  1  Cell  B.) 
Shortly  before  death  they  may  reach  a  percentage 
of  80  or  higher.  Cells  in  the  next  stage  of  ma¬ 
turity,  for  example,  the  leukoblast  in  the  myelo¬ 
genous  type,  are  also  much  more  abundant  in  the 
acute  than  in  the  chronic  forms.  In  chronic 
leukemia  these  parent-cells  or  most  immature 
forms  are  always  present,  but  in  smaller  per¬ 
centages  with  the  more  maturing  types  predom¬ 
inating,  for  example,  in  chronic  myelogenous 
leukemia  lymphoidocytes  may  be  present  from  5 
to  10  per  cent  with  a  somewhat  higher  percentage 
of  leukoblasts,  still  more  promyelocytes  and  a 
predominance  of  myelocytes.  (Plate  I,  Cells 
B.  E.  F.) 

Hence  the  blood  smear  is  the  all-important 
study  to  appreciate  the  presence  and  nature  of  a 
leukemic  condition,  as  well  as  to  distinguish  it 
from  an  ordinary  leukocytosis. 


2.  Pernicious  Anemia. — I  need  only  mention 
this  condition  as  the  presence  of  immature  and 
pathological  types  of  red-blood  cells,  especially 
the  polychromatophilic  megalocytes,  along  with 
hyperchromasia  as  characteristic  diagnostic  feat¬ 
ures  are  well  known  to  all.  The  blood  smear  is 
the  most  reliable  means  of  diagnosis  which  we 
have.  Let  me  remind  you,  however,  that  in  some 
severe  anemias  of  the  simple  chlorotic  type,  par¬ 
ticularly  those  due  to  intestinal  parasites,  chiefly 
dibothriocephalus  and  also  malignancy,  syphilis, 
myxedema,  hemolytic  anemias,  and  some  asso¬ 
ciated  with  sepsis,  a  somewhat  similar  blood 
picture  may  be  found.  However,  if  we  realize 
that  in  the  latter  conditions  the  important  factor 
is  blood  destruction  while  in  the  former,  defective 
blood  formation,  they  can  usually  be  easily  dis¬ 
tinguished.  (Plate  H.) 

Remissions  and  relapses  in  pernicious  anemia 
are  often  first  detected  by  study  of  the  blood 
smear.  When  the  bone  marrow  finally  ceases  to 
function,  the  picture  of  an  aplastic  anemia  is 
seen,  which  would  indicate  a  very  poor  immed¬ 
iate  prognosis. 

3.  Aplastic  Anemia. — Besides  anemias  of  dif¬ 
ferent  types  that  may  terminate  with  aplasia, 
there  is  a  condition  with  aplasia  of  the  marrow 
that  at  present  has  a  distinct  enough  picture 
to  be  considered  a  disease  entity.  This  is  known 
as  idiopathic  aplastic  anemia.  The  striking  things 
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in  this  picture  are  a  severe  anemia  with  no  im¬ 
mature  forms  of  red  blood  cells  as  evidence  of 
regeneration  on  the  part  of  the  bone  marrow. 

Overwhelming  sepsis,  excessive  amounts  of 
radium  or  the  Rontgen  rays,  benzol,  and  gas 
poisoning  are  other  causes  of  a  blood  picture  of 
aplastic  anemia.  The  presence  of  these  causes 
often  can  be  suspected  when  the  blood  picture 
of  aplastic  anemia  is  found.  Dr.  Hal  Downey 
recently  told  me  of  a  case  of  septicemia  which 
he  had  diagnosed  from  the  blood  smear  before 
a  positive  blood  culture  had  been  obtained. 

4.  Leukanemia. — This  term  was  introduced  by 
von  Leube^  to  denote  a  condition  of  the  blood 
presenting  the  chief  features  of  leukemia  and  of 
pernicious  anemia.  The  c[ualitative  changes  in 
the  leukocytes  may  be  seen  without  any  actual 
increase  in  their  number.  In  some  cases  reported 
there  has  been  an  actual  leukopenia.  The  red 
cells  may  fall  below  1,000,000  with  al  definite 
hyperchromasia  and  the  usual  picture  of  irrita¬ 
tion  or  malfunction  of  the  red  marrow. 

Post-mortem  examination  of  these  cases  gives 
the  impression  that  the  condition  is  primarily  a 
leukemia  with  a  blood  picture  of  severe  secondary 
anemia. 

Gulland  and  Goodall,^  Ordway  and  Gorham^ 
believe  the  term  should  be  dropped.  A  review  of 
the  literature  shows  that  leukanemia  as  an  entity 
is  still  an  open  question.  However,  it  illustrates 
the  great  variability  of  the  blood  picture  in  dis¬ 
ease,  especially  leukemia,  and  emphasizes  the 
necessity  of  repeated  examinations  of  the  blood 
before  a  conclusion  can  be  reached. 

5.  Mixed  Leukemia. — This  is  a  very  rare  con¬ 
dition,  and  whether  or  not  it  can  exist  has  been 
a  much  debated  subject.  I  reported  a  case  re¬ 
cently  which  I  could  classify  in  no  other  way, 
for  the  details  of  which  I  will  refer  you  to  this 
paper.  The  condition  can  be  diagnosed  only 
from  a  blood-smear  examination. 

6.  Carcinoma  and  Sarcoma. — Gruner®  believes 
that  he  can  diagnose  malignancy,  in  many  in¬ 
stances  long  before  there  is  any  clinical  evidence, 
by  means  of  a  study  of  the  leukocytes.  He  has 
described  certain  degenerated  changes  which  he 
has  found  to  be  consistently  present  in  them  in 
these  conditions.  He  has  written  a  book  on  the 
subject,  as  well  as  published  a  comprehensive 
short  article,  to  which  I  will  refer  you.  Although 
other  hematologists  have  not  been  able  to  diag¬ 
nose  malignancy  as  accurately  as  Gruner  still 
they  believe  that  what  Gruner  sees  in  the  leuko¬ 
cytes  is  actually  there  and  cannot  deny  his  asser¬ 
tions. 

7.  Malaria. — I  am  sure  I  need  but  emphasize 


PLATE  IV 


Total  GIBSON’S  CHART  Percentage 

Leucocyte  Polymorpho- 

Count  nuclears 


Case  1.  Otitis  meciia,  mastoid  suspected.  No  operation, 
recovery. 

Case  2.  Pelvic  cellulitis,  abscess,  symptoms  vague.  Oper¬ 
ated;  drained  large  abscess. 


PLATE  V 

Total  GIBSON’S  CHART  Percentage 

Leucocyte  Polymorpho- 

Count  nuclears 


Case  3.  Lobar  pneumonia,  fifth  day.  Prognosis,  good. 
Crisis,  six  hours  later,  recovery. 

Case  4.  Lobar  pneumonia,  bilateral,  ninth  day.  Prognosis, 
bad.  Died  eight  hours  later. 


the  necessity  of  finding  the  characteristic  plas- 
modia  in  the  red-blood  cells  before  makiitg  this 
diagnosis.  A  relative  lymphocytosis  is  also  usu¬ 
ally  present. 

8.  Lead  Poisoning. — The  presence  of  marked 
or  moderate  basophilic  stippling  of  the  red-blood 
cells  with  some  immature  forms,  and  a  mononu¬ 
cleosis  when  found  in  a  case  which  otherwise 
presents  only  mild  clinical  symptoms,  are  never¬ 
theless  diagnostic  of  this  condition.  The  amount 
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and  degree  of  these  abnormal  findings  are  also 
an  index  of  the  severity  of  the  condition.  Fre¬ 
quent  blood  smear  studies  at  regular  intervals  is 
a  great  aid  in  following  the  progress  of  this  con¬ 
dition,  the  percentage  of  mononuclear  cells  and 
red  blood  cells  showing  basophilic  stippling  de¬ 
creasing  as  the  condition  improves.  (Plate  III.) 

9.  Glandular  Fever. — The  blood-smear  exam¬ 
ination  is  chiefly  significant  in  differentiating  this 
condition  from  lymphatic  leukemia.  Again  let 
me  emphasize  that  the  number  of  leukocytes  is 
not  so  important  as  a  study  of  the  character  of 
these  cells.  In  glandular  fever  there  is  an  ab¬ 
sence  of  the  early  progenitors  and  parent-cell 
forms  of  the  lymphocytes,  which  are  numerous 
in  leukemia.  Longcope^  has  reported  a  series  of 
ten  cases  which  he  refers  to  as  infectious  monon¬ 
ucleosis.  The  prognosis  is  good  in  this  condition, 
while  in  leukemia  it  is  fatal. 

10.  Acute  Lymphadenosis. — Downey  and  Mc- 
Kinlay®  have  reported  a  series  of  nine  cases  to 
which  they  give  this  title  in  distinction  to  that  of 
glandular  fever,  the  latter  occurring  more  in  epi¬ 
demics  with  more  acute  symptoms  and  having 
a  somewhat  different  blood  picture.  The  condi¬ 
tion  as  they  found  it  occurred  in  young  adults 
showing  an  acute  tonsillitis  or  pharyngitis  with 
systemic  reaction,  absence  of  anemia,  enlarge- 


PLATE  VII 


Photomicrograph  of  blood  smear  from  a  case  of  bone 
cancer. 

Note:  1.  Normoblasts.  2.  Myelocytes.  3.  Tumor  cells. 

ment  of  lymphatic  glands,  and  frequently  of  the 
spleen,  and  a  comparatively  rapid  recovery. 

The  most  important  thing  is  to  distinguish  the 
condition  from  lymphatic  leukemia,  either  the 
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• 

• 

Normal  Count 

5 

35 

41 

17 

2 

40 

Scarlet  fever 

34 

40 

14 
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0 

74 

, Typhoid  fever 

47 

33 

20 

0 

0 

80 

Erysipelas 

45 

40 

14 

1 

0 

85 

Pneumonia , 
fatal, lobar 

63 

31 

5 

1 

0 

94 
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acute  or  chronic  form.  This  is  somewhat  diffi¬ 
cult  without  a  careful  study  of  the  character  of 
the  lymphocytes.  All  the  cases  showed  a  leuko¬ 
cytosis,  with  counts  running  from  1 1,000  to  23,000 
with  96  per  cent  lymphocytes,  mostly  of  the 
larger  variety.  However,  they  state  that  in  every 
case  it  is  possible  to  determine  the  nonleukemic 
nature  of  the  blood,  even  though  the  clinical 
picture  suggests  leukemia.  The  blood  was  char¬ 
acterized  by  the  presence  of  a  large  number  of 
atypical  leukocytoid  lymphocytes.  The  absence 
of  the  early  immature  form  of  lymphocyte,  as 
well  as  the  parent-cell  form,  easily  ruled  out 
leukemia.  They  deal  with  the  subject  very  thor¬ 
oughly  both  from  a  clinical  and  a  morphological 
standpoint,  and  have  some  excellent  plates  illus¬ 
trating  the  differences  in  the  lymphocytes  as 
found  in  this  condition  and  those  of  leukemia. 
Again  we  have  a  condition  where  the  prognosis 
is  good  which  is  the  all-important  thing  to  know. 

11.  Sickle-cell  Anemia. — The  first  case  was 
reported  by  Herrick,”  who  gave  the  condition 
this  name.  Huck^°  recently  reported  a  series  of 
cases,  but  Sydenstricker^^  made  a  very  compre¬ 
hensive  study  of  the  condition  and  thus  estab¬ 
lished  it  as  a  disease  entity.  The  disease  presents 
itself  in  two  phases;  the  latent,  where  symptoms 
and  physical  signs  are  few  and  only  suggestive, 
and  special  methods  of  blood  examination  neces¬ 
sary  for  its  recognition ;  and  the  active,  in  which 
the  symptoms,  physical  signs,  and  the  blood  pic¬ 
ture  are  typical.  He  describes  the  condition  as 
appearing  only  in  negroes  and  being  character¬ 
ized  clinically  in  the  active  phase  by  the  presence 
of  leg  ulcers  and  anemia,  the  former  resembling 
syphilitic  ulcers,  for  which  they  are  often  mis¬ 
taken.  Other  symptoms  often  found  are  inability 
to  work  due  to  weakness,  muscular  pain  or  stiff¬ 
ness,  and  often  sharp  pain  in  the  epigastrium, 
especially  after  eating.  Anemia  is  present,  and 
fever  may  reach  101.°  The  course  of  the  disease 
is  one  of  a  series  of  remissions  and  relapses,  the 
latter  lasting  from  three  to  six  weeks.  The  diag¬ 
nosis  of  the  condition  can  be  made  only  by  a 
study  of  the  blood  smear  or  suspension  of  blood 
in  fresh  preparation,  where  a  sickling  of  the  red- 
blood  cells  is  found.  This  sickle-cell  condition 
is  inherited,  apparently,  according  to  the  Mende- 
lian  law  for  the  inheritance  of  the  single  factor. 
Slight  anisocytosis,  poikilocytosis,  and  polychro- 
matophilia  with  occasional  nucleated  reds  are 
other  features  of  the  blood  smear.  The  condi¬ 
tion  is  familial.  Blood  examinations  of  more 
than  300  whites  have  been  made  with  special  ref¬ 
erence  to  “latent  sickling,”  but  no  indications  of 
it  have  been  observed.  Thirteen  cases,  however. 


were  found  in  a  similar  number  of  negroes,  ex¬ 
clusive  of  its  occurrence  in  the  families  in  the 
cases  reported,  according  to  Sydenstricker.  It 
apparently  is  not  so  uncommon  when  the  condi¬ 
tion  is  kept  in  mind  and  suspicious  cases  exam¬ 
ined  for  “sickling.” 

12.  Filariasis. — ^Although  more  commonly 
found  in  tropical  countries,  one  species  of  the 
filaria  sanguinis  hominis  is  not  uncommonly 
found  in  various  parts  of  the  United  States.  Any 
cases  of  chylous,  lymph  scrotum,  tumor  of  the 
groin,  or  elephantiasis  should  lead  us  to  make  a 
careful  examination  of  the  blood  for  the  filaria. 
A  slide  of  the  fresh  blood  is  prepared  in  the 
usual  way  but  after  8 :30  in  the  evening  and  ex¬ 
amined  at  once,  as  they  are  the  most  numerous 
in  the  blood  at  this  time  of  the  day.  Eosinophilia 
is  a  constant  feature  of  recently  infected  cases 
and  occurs  to  a  less  extent  in  chronic  cases.  It 
is  most  marked  in  the  hours  when  filaria  are 
fewest  in  the  peripheral  blood  and  decreases  as 
the  filaria  increase. 

13.  Trypanosomiasis. — Cure  can  be  expected 
in  this  disease  only  when  treatment  is  begun  early 
in  the  infection,  so  it  is  very  important  to  recog¬ 
nize  the  presence  of  trypanosomes  soon  after  in¬ 
fection  occurs.  If  a  person  who  has  lived  in 
Africa  shows  an  irregular  fever  not  controlled 
by  quinine,  change  of  character,  loss  of  energy, 
or  emaciation,  it  should  be  thought  of.  General 
glandular  enlargement  and,  in  Europeans,  erythe- 
mia  are  very  suggestive,  according  to  Todd.’^” 
Although  the  disease  may  be  recognized  from  its 
symptoms,  a  definite  diagnosis  can  be  made  only 
by  demonstrating  the  presence  of  trypanosomes, 
which  may  be  established  by  seeing  them  in  blood 
or  gland  juice,  or  cerebrospinal  fluid,  or  by  the 
inoculation  and  infection  of  experimental  ani¬ 
mals.  The  simplest  way  of  examining  the  blood 
is  to  make  a  fresh  coverslip  preparation  and  ex¬ 
amine  it  with  a  magnification  of  about  400  diam¬ 
eters.  The  smear  may  also  be  stained  in  the 
usual  way  before  examining.  Trypanosomes  may 
be  more  easily  found  by  concentrating  the  blood 
by  centrifuging  a  mixture  of  blood  with  a  1  per 
cent  solution  of  sodium  citrate  in  normal  saline 
to  prevent  coagulation. 

14.  Relapsing  Fever. — According  to  Todd^^ 
a  definite  diagnosis  can  be  made  only  by  demon¬ 
strating  the  presence  of  the  spirochetes.  They 
are  easy  to  find  by  examining  a  fresh  unstained 
coverslip  preparation  of  blood  from  the  finger 
or  ear.  The  preparation  should  be  a  thin  one 
and  examined  with  an  oil  immersion  lens  and 
with  a  light  that  is  not  too  intense.  The  moving 
spirochete  can  easily  be  seen.  They  can  also  be 
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demonstrated  in  the  usual  stained  smear. 

Relapsing  fever  may  occur  in  all  parts  of  the 
world  where  men  live  in  verminous  surroundings, 
that  is,  wherever  human  beings  are  crowded 
together  under  unsanitary  conditions  because  the 
lice  and  ticks  which  transmit  the  disease  then  in¬ 
crease.  It  has  been  known  to  destroy  armies. 
The  symptoms  vary  greatly  during  a  single  epi¬ 
demic,  as  well  as  in  different  epidemics,  but  the 
characteristic  remitting  fever  with  systemic  re¬ 
action  of  generalized  pain  is  quite  constant. 

15.  Rocky  Mountain  Spotted  Fever. — The 
cause  of  the  lesion  of  this  infectious  disease  is 
a  minute  intra-cellular  and  intra-nuclear  bacterial 
micro-organism  which  Ricketts  probably  saw  in 
the  blood  of  his  patient,  according  to  Woldach.^^ 
Giemsa’s  stain  alone  gives  satisfactory  results  for 
a  study  in  smears.  A  recent  article  by  Strong^"’ 
seems  to  show  that  the  rickettsia  group  are  prob¬ 
ably  responsible  for  typhus,  as  well. 

The  distribution  of  this  disease  is  that  of  its 
carrier,  the  wood-tick,  and  includes  the  Western 
states  in  which  we  find  the  Rocky  Mountain 
ranges.  The  clinical  picture  of  a  beginning  chill 
followed  by  a  sudden  rise  in  temperature,  pulse, 
and  respiration,  and  the  appearance  on  the  third 
or  fourth  day  of  the  fever  of  the  characteristic 
eruption,  is  probably  known  to  all  of  you.  The 
presence  in  the  blood  of  this  micro-organism  is 
absolutely  diagnostic. 

16.  Pseudoleukemia  of  von  Jaksch. — Accord¬ 
ing  to  Pappenheim,^®  it  is  an  anemia  of  the  hy- 
perchromatic  pernicious  megaloblastic  type  asso¬ 
ciated  with  myeloid  metaplasia  of  the  spleen,  due 
to  inflammatory  changes  of  a  toxic  nature.  In 
other  words,  it  is  a  metaplastic  leukocytosis  of  a 
leukemic  character  originating  in  the  spleen.  The 
clinical  picture  with  anemia  and  an  enlarged 
spleen  may  resemble  leukemia,  but  it  can  be 
easily  differentiated  by  a  study  of  the  blood  pic¬ 
ture,  which  shows  a  severe  anemia  in  the  absence 
of  true  leukemic-cell  types. 

In  concluding  this  list  let  me  re-emphasize  the 
importance  of  the  blood-smear  study  in  differ¬ 
entiating  simple  from  toxic  anemia,  and  simple 
leukocytosis  from  leukemia,  especially  when  sep¬ 
sis  is  present.  Many  hematologists  have  dis¬ 
cussed  the  relation  of  sepsis  and  leukemia,  es¬ 
pecially  Erb,^^  Eppenstein,^®  Naegeli,^®  Tiirk,^® 
and  Herz.^^  They  cite  cases  where  certain  septic 
infections  showed  a  blood  picture  very  much  like 
lymphatic  leukemia,  except  that  the  early  imma¬ 
ture  forms  of  lymphocytes  were  absent  which 
ruled  out  a  leukemia.  (Plate  I,  A.  B.  C.) 

Cabot^^  cites  four  cases  of  acute  infection  in¬ 
cluding  lymphangitis,  furunculosis,  sore  throat. 


and  cervical  adenitis.  They  all  showed  a  very 
high  leukocyte  count,  with  a  high  percentage  of 
lymphocytes,  and  were  liable  to  be  confused  with 
lymphatic  leukemia,  but  all  were  streptococcic 
infections. 

Sanders^^  reported  a  case  of  Ludwig’s  angina 
where  95  per  cent  of  the  cells  were  lymphocytes. 

The  absence  of  immature  forms  of  white-blood 
cells  is  the  important  thing  in  distinguishing  these 
cases  from  leukemia,  which  of  course  is  essential 
with  regard  to  treatment,  as  well  as  to  prognosis. 
This  can  only  be  done  through  a  careful  study 
of  the  qualitative  nature  of  the  leukocytes  as 
seen  in  the  blood  smear. 

B.  DISEASES  IN  WHICH  BLOOD  SMEAR  STUDY  IS 
AN  AID  IN  MAKING  THE  DIAGNOSIS 

I  shall  consider  the  various  diseases  and  con¬ 
ditions  which  affect  the  character  and  numbe  of 
the  various  types  of  cells  of  the  blood. 

I.  The  Polymorphonuclear  leukocytes. — Son- 
dern,^'‘‘  in  reviewing  the  data  from  more  than 
fourteen  hundred  surgical  cases,  draws  the  fol¬ 
lowing  conclusions :  “The  increase  in  the  rela¬ 
tive  number  of  polynuclear  cells  is  an  indication 
of  the  severity  of  toxic  absorption,  and  the  de¬ 
gree  of  leukocytosis  is  an  evidence  of  the  body 
resistance  toward  the  infection.  Furthermore, 
it  was  found  that  within  a  reasonable  limit,  the 
figures  obtained  would  justify  an  inference  as  to 
the  probable  presence  or  absence  of  a  purulent 
exudate.  Purulent  exudates  were  rarely,  if  ever, 
present  with  low  polynuclear  percentages,  irre¬ 
spective  of  the  height  of  the  leukocyte  count, 
while  very  high  polynuclear  percentages  almost 
invariably  indicated  their  presence,  even  if  the 
total  leukocyte  count  was  low.” 

Gibson^"’  has  made  somewhat  similar  observa¬ 
tions  in  two  hundred  casesi  at  the  St.  Luke’s 
Hospital.  He  advocates  the  use  of  a  standard 
chart,  by  means  of  which  the  important  factor  of 
the  relation  between  polynuclear  increase  and  the 
leukocyte  increase  is  graphically  demonstrated. 
The  higher  the  polynuclear  percentage,  as  com¬ 
pared  with  the  leukocyte  count,  the  greater  the 
probability  of  a  purulent  exudate.  He  states  that 
the  differential  blood  count  and  its  relation  to  the 
leukocytosis  are  the  most  valuable  diagnostic  and 
prognostic  aid  in  acute  surgical  diseases  fur¬ 
nished  by  any  of  the  methods  of  the  blood  ex¬ 
amination.  As  this  relative  disproportion  be¬ 
tween  the  leukocytosis  and  the  percentage  of 
polynuclear  cells  is  of  so  much  more  value  than 
the  findings  based  on  the  leukocyte  count  alone, 
this  latter  method  should  be  abandoned  in  favor 
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of  the  newer  and  more  reliable  procedure.  (See 
Plates  IV  and  V.) 

H.  B.  Taylor^®  draws  the  same  conclusion  from 
a  study  of  several  hundred  gynecological  cases 
at  the  Roosevelt  Hospital. 

J.  F.  McKernoiP’’  has  given  this  method  of  ex¬ 
amination  a  careful  trial  in  suppurative  condi¬ 
tions  associated  with  or  following  middle-ear  dis¬ 
eases  and  is  also  enthusiastic  about  its  diagnostic 
and  prognostic  possibilities.  Pie  reports  over  two 
hundred  cases.  He  found  that  suppurative  bone 
processes  do  not  give  figures  as  high  as  seen  in 
suppurative  conditions  in  the  soft  tissues,  prob¬ 
ably  on  account  of  lower  toxic  absorption. 

Uniform  results  are  not  as  often  obtained  in 
children  as  in  adults,  nor  where  pus  is  so  con¬ 
fined  that  no  toxic  absorption  occurs,  or  when 
a  purulent  exudate  is  the  result  of  tuberculous 
or  typhoid  infection. 

Noehren,^®  in  a  study  of  seventy-two  cases  of 
appendicitis,  states  that  the  estimation  of  percent¬ 
age  of  polynuclears  alone  is  more  reliable  than 
either  of  the  preceding  methods,  and,  therefore, 
it,  together  with  the  fact  that  it  is  the  one  most 
easily  made,  is  the  method  to  be  recommended. 
A  polynuclear  percentage  of  ninety  or  more  in¬ 
dicates  a  severe  process  that  needs  immediate 
operative  interference.  A  percentage  below 
seventy-eight  means  a  “safe”  or  a  mild  process, 
while  a  percentage  between  the  two  extremes 
speaks  for  the  one  condition  or  the  other  accord¬ 
ing  as  it  approaches  the  one  extreme  or  the  other. 

Wilson^®  modified  Gibson’s  graphic  presenta¬ 
tion  somewhat  and  formed  what  he  called  the 
resistance  line.  This  is  simply  a  visual  expression 
of  the  disproportion  between  the  total  leukocyte 
count  and  the  polynuclear  percentage.  Starting 
with  normal  figures  for  these  factors,  10,000 
leukocytes  and  70  per  cent  P.M.N.’s,  and  as¬ 
suming  that  they  normally  increase  in  the  ratio 
of  one  per  cent  of  polymorphonuclears  to  one 
thousand  total  leukocytes  per  cubic  millimeter, 
a  simplified  formula  is  obtained  as  follows : 

(T-IO)  —  (P-70)=LR.  (Index  of  Resistance.) 

(T-(P-60)=I.R.  T=Leukocyte  count  P—% 
P.M.N.’s.  A  persistent — I.R.  is  a  bad  prognos¬ 
tic  sign  and  may  mean  the  onset  of  a  compli¬ 
cation.  He  reports  cases  done  in  the  labora¬ 
tories  of  the  St.  Mary’s  Hospital  at  Rochester, 
and  his  findings  support  Sondern’s  original  hypo¬ 
thesis. 

Lampe®°  believes  that  the  resistance  line  of 
Sondern  is  of  distinct  value  and  deserves  place 
among  clinical  methods  in  the  differential  diag¬ 
nosis  of  a  case.  He  cites  many  cases  where  it 
has  proved  of  diagnostic  and  prognostic  value. 


Rehn®^  cites  cases  with  falling  leukocyte  counts 
where  large  masses  of  pus  were  found  on  oper¬ 
ation,  and  the  increased  percentage  of  polynu¬ 
clear  cells  was  the  only  indicator  of  the  true 
state  of  affairs. 

Sondern  also  applied  his  resistance  line  to  cases 
of  pneumonia  and  found  it  of  distinct  ju'ognostic 
value.  A  negative  index  of  resistance  he  found 
to  be  a  bad  sign. 

Walker®^  applied  the  index  resistance  line  in 
a  study  including  observations  in  one  hundred 
and  five  cases  of  various  diseases,  thus  distrib¬ 
uted  ;  pneumonia,  forty-six ;  influenza,  thirty-five ; 
empyema,  twelve ;  and  measles,  twelve.  He 
found  it  a  great  aid  not  only  in  the  prognosis  of 
pneumonia,  but  in  detecting  the  onset  of  compli¬ 
cations.  In  influenza  and  measles  the  index  re¬ 
sistance  line  was  very  illuminating  in  following 
the  course  of  the  disease  as  the  development  of 
complications  or  the  onset  of  other  mild  infec¬ 
tions,  such  as  bronchitis,  alveolar  abscess,  ton¬ 
sillitis,  or  arthritis  was  marked  by  a  sudden  drop 
of  the  leukocyte  index  to  negative,  returning  in 
a  few  days  to  positive,  apparently  as  the  resist¬ 
ance  of  the  individual  increased  and  overcame 
the  infection. 

In  the  cases  in  which  I  have  applied  it,  it  has 
proven  of  distinct  prognostic  and  diagnostic 
value.  Walker  believes  it  to  be  as  sensitive  an 
indicator  of  trouble  as  the  temperature  or  other 
clinical  signs.  However,  I  believe  it  should  be 
used  only  as  a  factor  in  completing  the  study 
of  any  given  case  and  should  always  be  con¬ 
sidered  in  the  light  of  other  clinical  and  labor¬ 
atory  findings. 

II.  The  Lymphocytes. — Most  authorities  agree 
that  lymphocytosis  exists  in  adults  when  the 
number  of  lymphocytes  in  the  blood  exceed  25 
per  cent. 

(a)  Focal  infection;  Daland^^  has  empha¬ 
sized  the  importance  of  lymphocytosis  in  dental 
infection,  especially  in  periapical  dental  infection, 
the  value  of  which  is  increased  when  leucopenia 
exists.  He  found  lymphocytosis  occurring  only 
twice  in  one  hundred  cases  of  chronic  disease 
with  no  focal  infection.  In  those  showing  focal 
infection  54  per  cent  showed  a  lymphocytosis, 
with  an  average  percentage  of  lymphocytes  of 
40.  The  lymphocytosis  disappeared  in  from  five 
to  eight  weeks  after  the  removal  of  all  foci  of 
infection.  In  some  cases  where  the  lymphocyto¬ 
sis  persisted,  other  foci  of  infection  were  sus¬ 
pected  and  discovered  in  many  cases.  The  or¬ 
ganism  causing  the  lymphocytosis  is  the  strep¬ 
tococcus  hemolyticus  and  viridans.  He  concludes 
that  lymphocytosis  indicates  that  toxin  or  strep- 
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tococci,  or  both  are  entering  the  blood. 

(b)  Pertussis:  Many  cases  show  a  marked 
leukocytosis  with  a  very  high  relative  lymphocy¬ 
tosis  in  the  early  stages  of  this  disease.  I  re¬ 
member  the  first  case  which  came  to  my  attention 
alarmed  me  very  much,  as  I  was  wondering  if 
I  was  dealing  with  a  co-incidental  infection  of 
whooping-cough  with  acute  lymphatic  leukemia. 
However,  a  careful  examination  of  the  blood 
smear  showed  no  early  forms  of  immature 
lymphocytes  present,  and  a  survey  of  the  liter¬ 
ature  told  me  that  the  picture  was  not  at  all 
uncommon.  So,  in  an  early  case  of  pertussis 
where  the  diagnosis  is  still  in  doubt,  if  the  blood 
smear  shows  a  high  percentage  of  lymphocytes, 
along  with  a  leukocytosis,  a  definite  diagnosis 
can  be  made.  In  contrast,  scarlet  fever  has  an 
eosinophilia  with  no  increase  in  the  percentage 
of  lymphocytes. 

(c)  Lymphosarcoma:  Most  of  these  cases 
show  an  absolute  or  relative  lymphocytosis,  ac¬ 
cording  to  Pappenheim,^®  while  Naegeli^^  reports 
a  decrease  as  being  more  common.  But  the  par¬ 
ticular  thing  of  interest  is  that  many  of  the 
lymphocytes  are  of  the  Rieder  type,  which  is  a 
pathological  form  of  lymphocyte.  They  repre¬ 
sent  a  special  type  of  leukosarcomatous  cells  and 
indicate  a  very  acute  disturbance  of  the  process 
of  cell  proliferation.  There  exists  an  increase 
in  the  number  of  cells  without  differentiation. 
The  nucleus  alone  becomes  fully  formed,  while 
the  cell  remains  immature.  Usually  the  nucleus 
becomes  super-developed,  as  it  often  takes  on  a 
polymorphous  character.  In  short,  the  nucleus 
reaches  a  state  of  maturity  too  quickly  for  the 
protoplasm  to  keep  pace  with  it,  with  the  result 
that  the  cells  do  not  function  properly.  The  per¬ 
centage  of  the  Rieder  type  of  lymphocytes  in 
this  condition  often  runs  very  high  and  is  quite 
characteristic. 

(d)  Lymphatism:  Here  we  find  an  anemia 
of  the  chlorotic  type.  The  leukocyte  count  may 
be  slightly  increased,  but  the  most  characteristic 
thing  is  the  absolute  or  relative  lymphocytosis, 
which  is  almost  always  present.  If  we  should 
find  such  a  blood  picture  we  should  be  on  our 
guard  and  use  every  other  possible  means  of  de¬ 
termining  whether  or  not  this  feared  condition 
is  present. 

(e)  General:  In  addition  to  the  above  there 
are  a  lot  of  conditions  which  have  as  a  character¬ 
istic  a  relative  lymphocytosis,  which  in  itself 
may  prove  a  valuable  aid  in  making  a  diagnosis. 
The  most  common  ones  are  cholera  infantum, 
rickets,  pertussis,  pneumonia,  congenital  syph¬ 
ilis,  scurvy,  smallpox,  malaria,  pernicious  anemia. 


typhoid,  tuberculosis,  leprosy,  diseases  of  glands 
of  internal  secretions,  such  as  diabetes  and  Ad¬ 
dison’s  disease,  many  post-toxic  and  infectious 
conditions,  many  chronic  infectious  diseases, 
chlorosis,  measles,  mumps,  and  following  injec¬ 
tions  of  certain  drugs,  of  which  pilocarpin  and 
iodine  are  the  most  important. 

(f)  Contrast:  In  contrast  to  the  above  con¬ 
ditions  let  us  remember  that  lymphocytosis  is 
always  absent  in  acute  streptococcus  and  staphy¬ 
lococcus  infections. 

III.  THE  EOSINOPHILE 

Most  authorities  agree  that  eosinophilia  exists 
when  the  number  of  eosinophilic  leukocytes  in 
the  blood  exceed  4  per  cent.  The  following  are 
the  conditions  of  which  eosinophilia  is  character¬ 
istic  : 

1.  Eosinophilic  leukemia:  Such  a  case  was 
reported  by  Giffin®'^  recently.  Myelogenous  leuk¬ 
emia  acute  and  chronic  also  usually  shows  an  in¬ 
crease. 

2.  Scarlatina :  It  is  the  only  acute  infectious 
disease,  and  occasionally  the  increase  is  consid¬ 
erable. 

3.  Helminthiasis  in  all  forms :  This  includes 
oxyuris,  trichocephalus,  distomiasis  of  the  lungs, 
ascaris,  tenia,  bothriocephalus,  ankylostomiasis, 
filaria,  anguillula,  echinococcus,  bilharzia,  but, 
most  important  of  all,  trichinosis. 

4.  Bronchial  asthma. 

5.  Skin  diseases :  Especially  psoriasis,  pem¬ 
phigus,  pruritus  senilis,  dermatitis  herpetifor¬ 
mis,  quicksilver  dermatitis,  urticaria,  prurigo, 
and  eczema. 

6.  Neurosis  often  shows  eosinophilia. 

7.  Post-infectious  and  post-toxic  eosinophilia 
occurs  in  the  convalescent  period  of  all  infectious 
diseases  and  toxic  conditions. 

8.  After  removal  of  the  spleen. 

9.  Occasionally  in  certain  malignant  tumors, 
especially  of  the  lung. 

10.  Polycythemia. 

11.  Multiple  blastomycosis. 

12.  Proctitis. 

13.  In  certain  anaphylactic  conditions. 

14.  Hodgkin’s  disease. 

15.  Gonorrheal  infection,  according  to  Cabot. 

For  detailed  information  in  regard  to  the  diag¬ 
nostic  and  prognostic  value  of  eosinophilia,  I 
would  refer  you  to  the  text-books  on  blood  by 
Cabot  and  Naegeli. 

IV.  MONONUCLEARS 

Most  hematologists  agree  that  anything  in  ex¬ 
cess  of  6  per  cent  is  considered  a  mononucleosis 


626 


THE  JOURNAL-LANCET 


and  that  the  main  function  of  the  mononuclear 
cell  is  phagocytic. 

1.  Hodgkin’s  disease  :  Most  cases  that  I  have 
studied  show  a  definite  increase  some  as  high 
as  30  per  cent.  The  character  of  the  cell  is  also 
somewhat  important  in  that  they  usually  show 
a  heavy  coarse  azurophile  granulation  and  the 
nuclei  tend  to  be  irregular.  They  often  assume 
a  lobulated  or  polymorphous  shape.  Downey 
(  unpublished  observations)  has  noted  these  char¬ 
acteristics  in  the  cases  he  has  studied. 

2.  Thyrotoxicosis:  Head  (unpublished  ob¬ 
servations)  and  others  have  emphasized  the  im¬ 
portance  of  mononucleosis  in  this  condition. 
They  feel  that  it  is  not  only  an  aid  in  the  diag¬ 
nosis,  but  also  the  degree  of  increase  is  a  measure 
of  the  severity  of  the  toxemia. 

3.  Malignancy :  They  are  often  increased  in 
this  condition  and  show  some  lobulation  as  well 
as  azurophile  granulation. 

4.  Tuberculosis :  The  cells  are  somewhat 
similar  to  those  seen  in  carcinoma.  Some  points 
of  distinction  are  made  by  a  few  hematologists. 

5.  Subacute  bacterial  endocarditis :  10-20  per 
cent  have  been  reported  by  some  men. 

Naegeli^^  gives  a  number  of  conditions  which 
show  an  increase  in  the  mononuclears  such  as 
anemia,  and  pseudoleukemia  infantum,  but  in 
none  of  these  is  it  as  characteristic  as  those  men¬ 
tioned  above. 

V.  TRANSITIONALS 

Rieux  (quoted  by  Naegeli)  first  pointed  out 
transitional  leukocytosis  in  chronic  appendicitis. 

Friedmaii'^^  reports  65  cases  of  chronic  appen¬ 
dicitis  in  which  he  found  an  increase  in  the  per¬ 
centage  of  transitionals  over  that  of  the  normal 
(2  to  4  per  cent) .  He  examined  the  blood  before 
breakfast  or  six  hours  after  a  meal  to  rule  out 
digestive  leukocytosis.  In  a  series  of  parallel 
cases,  including  peptic  ulcer,  cholecystitis,  renal 
colic,  and  cases  where  the  appendix  had  been 
removed,  he  found  no  increase  in  the  transitionals. 
He  concluded  that  a  finding  of  transitional  leuk¬ 
ocytosis  was  more  valuable  and  checked  up  better 
with  operative  findings  than  x-ray  examinations. 

VI.  BASOPHILIA 

The  finding  of  this  condition  is  not  important 
in  diagnosis,  but  it  has  been  reported  in  leukemia, 
staphylococci  infection,  and  after  taking  certain 
drugs. 

VH.  GENERAL 

There  are  still  a  few  general  conditions  in 
which  blood-smear  examination  is  an  aid  in  the 
diagnosis. 


1.  Hemolytic  jaundice,  congenital :  The  most 
characteristic  thing  is  the  presence  of  many 
microcytes,  which  are  spherical  in  shape  rather 
than  the  usual  biconcave  disc.  Hyperchromasia, 
polychromatophilia,  and  basophilic  stippling,  as 
well  as  nucleated  reds,  are  usually  noted.  When 
found  in  a  case  of  congenital  jaundice  the  diag¬ 
nosis  is  practically  assured.  However,  increased 
fragility  of  the  red-blood  cells  must  be  demon¬ 
strated  also. 

2.  Myelophthisic  anemia:  This  condition,  de¬ 
pendent  upon  a  crowding  out  of  the  normal  mar¬ 
row  tissue  by  tumor  or  tumor-like  formations, 
shows  evidence  in  the  blood  smears  of  the  re¬ 
sulting  increased  activity  of  the  remaining  mar¬ 
row  tissue.  Many  blasts  and  other  forms  of 
early  marrow  cells,  as  well  as  tumor  cells,  occur 
in  the  peripheral  blood.  Otosclerosis,  myeloma, 
chloroma,  and  metastatic  tumors  resulting  par¬ 
ticularly  from  hypernephroma  and  cancer  will 
produce  this  condition.  (See  Plate  VH.) 

3.  Congenital  heart  disease :  Several  cases 
have  been  reported  in  premature  infants  where 
no  murmurs  were  present,  but  which  showed  an 
embryonic  blood  picture  affecting  both  white  and 
red  cells. 

4.  lodophilia :  This  phenomenon  is  character¬ 
istic  in  certain  conditions  where  the  polynuclear 
cells  show  granules  of  various  sizes  and  shapes 
which  assume  a  brownish-red  color  when  stained 
by  the  special  iodine  dye.  Wile®®  reports  a  num¬ 
ber  of  conditions  in  which  the  presence  or  ab¬ 
sence  of  this  phenomenon  is  of  value  in  diagnosis. 
He  emphasized  especially  that  serous  effusions 
may  be  differentiated  from  purulent  effusions  by 
the  absence  of  the  reaction  in  the  former. 

5.  Splenic  anemia :  PappenheinV®  emphasized 
the  importance  of  lymphocytosis  and  monocytosis 
accompanying  a  picture  of  secondary  anemia  and 
splenomegaly  as  being  quite  characteristic.  The 
blood  study  is  of  special  importance  in  ruling  out 
other  causes  of  splenomegaly. 

C.  PROGNOSTIC  VALUE  OF  BLOOD  SMEAR  STUDY 

I  have  mentioned  the  importance  of  the  blood- 
smear  study  in  prognosis  in  most  of  the  diseases 
and  conditions  as  they  were  previously  discussed, 
so  I  shall  merely  summarize  the  more  important ; 

1.  The  application  of  the  index  resistance 
line  of  Sondern,  Gibson,  and  Wilson  in  infectious 
and  septic  conditions. 

2.  In  determining  the  severity  and  following 
the  course  of  pernicious  and  other  types  of 
anemia. 

3.  In  determining  the  severity  and  following 
the  course  of  leukemias. 
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4.  In  determining  the  severity  and  following 
the  course  of  lead  poisoning. 

5.  In  differentiating  a  typical  lymphocytosis 
from  leukemia. 

6.  x\rneth’s  count:  No  paper  on  this  subject 
would  be  complete  without  at  least  mentioning 
the  interesting  phenomena  which  Arneth^^  was 
the  first  to  observe  in  the  polynuclear  cells  of  the 
blood  in  the  course  of  disease.  Time  will  allow 
me  to  make  only  a  brief  statement  regarding  it. 

In  1904  Arneth  classified  the  neutrophiles  on 
the  basis  of  the  number  of  divisions  in  the 
nucleus.  The  normal  count  is  5  per  cent,  35  per 
cent,  41  per  cent,  17  per  cent,  and  2  per  cent, 
respectively,  in  classes  I  to  V.  The  normal  index 
is  the  percentage  of  cells  falling  into  classes  I  and 
II  (or  40).  An  increased  index  (shift  to  the 
left)  was  found  to  accompany  infective  diseases. 
The  increased  index  is  taken  to  mean  low  resist¬ 
ance  or  high  toxicity  with  death  of  phagocytic 
cells  in  Classes  III  and  IV  (Chamberlain'^*)  ;  or 
an  expression  of  the  functional  activity  of  the 
leucopoietic  system  (Macfie,*'’  Breinl  and  Priest¬ 
ly^'')  ;  or  an  index  of  the  ratio  between  resistance 
and  severity  of  infection.  Schilling^^  regards  a 
record  of  the  count  fully  as  important  as  a  record 
of  pulse  or  temperature.  The  count  may  show 
the  presence  of  an  infective  process  in  an  other¬ 
wise  normal  blood  picture.  Arneth  found  in  pul¬ 
monary  tuberculosis  a  shift  to  the  left  propor¬ 
tional  to  the  extent  of  the  disease  and  a  return 
to  normal  with  clinical  improvement  and  cure. 
All  students  of  this  classification  agree  that  a 
single  count  is  quite  valueless  in  diagnosis  or 
prognosis  of  any  process. 

Recent  literature  on  the  subject  tends  to  verify 
Arneth’s  assertions  and  to  re-emphasize  their  im¬ 
portance.  (See  Plate  VIII.) 

7.  Alder'*^  lays  considerable  emphasis  on  the 
morphological  changes  found  in  white  blood  cells 
in  infectious  diseases  with  regard  to  the  diag¬ 
nosis,  but  particularly  as  indicating  the  degree  of 
toxicity,  as  well  as  the  reaction  on  the  part  of 
the  individual,  thus  aiding  one  in  judging  the 
prognosis.  He  not  only  points  out  changes  in  the 
nucleus  in  regard  to  segmentation,  as  Arneth  has 
shown,  but  also  demonstrates  changes  in  the 
structure  of  the  nucleus,  as  well  as  the  proto¬ 
plasm,  which  he  considers  equally  important. 
The  most  important  changes  in  the  nucleus  are 
clumping  of  the  chromatin  with  some  blurring, 
vacuolization,  and  increased  segmentation.  The 
more  important  changes  in  the  protoplasm  are  a 
variable  grayish-blue  color,  indicating  a  baso¬ 
philic  reaction,  and  vacuolization,  which  is  marked 
in  cases  of  great  toxicity.  The  granules  also 


show  some  changes  such  as  loss  of  uniformity 
of  size,  color,  and  intensity  of  staining  reaction 
with  irregular  distribution  and  changes  in  their 
number.  The  eosinophiles  take  on  a  blue-grayish 
color,  and  there  is  a  definite  diminution  in  the 
number  and  position  of  the  granules.  The  mono¬ 
cytes  show  bizarre  shapes  of  the  nucleus  with 
heavy  azurophile  granulation,  as  well  as  vacuol¬ 
ization.  This  article  is  accompanied  by  an  ex¬ 
cellent  colored  plate  illustrating  these  changes. 


CONCLUSION 

Blood  smears  are  important  in  ruling  out  many 
conditions  and  diseases,  as  well  as  in  diagnosing 
them.  They  have  proven  diagnostic  in  a  certain 
number  and  a  great  aid  in  arriving  at  the  proper 
diagnosis  in  many  more.  They  are  our  chief 
index  of  the  activity  of  the  blood-forming  organs 
and  our  only  means  of  determining  normal  from 
pathological  regeneration. 

Note. — I  take  this  opportunity  to  express  my 
appreciation  to  Drs.  H.  Downey,  A.  R.  Ringoen 
and  A.  A.  Dalstrom  for  their  valuable  help  in  the 
preparation  of  this  paper. 
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RELATION  OF  THE  PHYSICIAN  TO  THE  ADMINISTRATION  OF 
THE  WORKMEN’S  COMPENSATION  LAW* 

By  Mr.  R.  E.  Wenzel 

Chairman  of  the  Workmen’s  Compensation  Bureau  of  North  Dakota 

BISMARCK,  NORTH  DAKOTA 


The  administration  of  the  Workmen’s  Com¬ 
pensation  Law  may  be  roughly  divided  into  two 
parts :  the  Receiving  and  the  Disbursing  or,  and 
perhaps  more  properly,  the  Regulatory  and  the 
Compensatory. 

It  is  clear,  of  course,  that  the  physician  does 
not  enter  into  relationship  so  long  as  the  Bureau 
is  concerned  with  the  matter  of  classifications, 
rates,  premiums,  pay-rolls,  dividends,  credit  mer¬ 
its,  audits,  etc.  Not  even  when  the  Bureau  con¬ 
cerns  itself  with  one  of  the  original  purposes 
back  of  the  proposals  for  the  establishment  of 
this  method  of  dealing  with  industrial  accidents, 
namely,  deals  with  the  prevention  of  accidents, 
does  the  physician  come  to  play  a  part,  directly 
at  least. 

When,  however,  an  individual  workman  has 
received  an  injury  in  an  employment  included 
in  the  terms  of  the  North  Dakota  Workmen’s 
Compensation  Act,  then,  and  immediately,  the 
physician  becomes  an  important  factor  in  the 
proper  administration  of  the  law.  It  is  my  hope 
to  impress  upon  you  just  how  important  a  factor 
the  physician  really  is. 

In  considering  this  matter  let  us  endeavor  to 
keep  in  mind  the  two  great  duties  that  rest  upon 
the  Bureau  in  its  effort  to  administer  the  law 
justly,  after  an  employee  has  been  injured.  The 
first  duty  is  to  make  whole  the  physical  being 
that  has  been  violated;  to  strengthen,  support, 

*Presented  at  the  Thirty-seventh  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  at  Bismarck,  N.  D., 
September  10  and  11,  1924. 


and  even  to  re-construct,  so  that  the  injured  may 
be  placed  in  position  approximating  his  former 
condition  as  nearly  as  the  best  medical  skill  and 
experience  will  permit.  The  second  duty  is  to 
conserve  both  the  Fund  and  the  physical  body 
that  has  been  violated ;  to  stop  malingering,  yes, 
but  also  and  necessarily  much  more  often,  to  stop 
the  encroachment  of  the  destructive  forces — in¬ 
fections,  for  instance,  which  find  their  oppor¬ 
tunity  in  the  most  minor  injuries. 

Let  us  also  endeavor  to  keep  in  mind  the  fact 
that  the  Bureau  can  act  quickly,  fairly,  and  justly 
only  as  the  claimant,  the  employer,  and  the  phy¬ 
sician  co-operate  and  keep  the  Bureau  advised ; 
and  the  further  fact  that  a  report,  whether  on  a 
printed  form  or  otherwise,  is  the  means  of  in¬ 
formation  upon  which  the  Bureau  must  rely,  in 
most  cases,  for  the  facts  in  the  individual  case. 

Most  of  our  misunderstandings,  after  an  in¬ 
jury  has  been  inflicted,  are  the  result  of  delay 
or  failure  to  furnish  full  information.  That 
applies  not  only  to  the  employee  who  delays  or 
fails  to  inform  his  employer  of  an  injury,  but 
also  to  the  physician  who  holds  up  his  reports, 
does  not  make  a  complete  examination,  or  fails 
to  advise  the  Bureau  of  extraordinary  or  un¬ 
usual  circumstances  or  conditions  that  may  have 
a  bearing  on  length  of  disability  or  ultimate  re¬ 
covery. 

It  may  as  well  be  admitted  that  it  is  impossible 
for  human  beings  to  devise  laws  so  perfect  that 
they  will  work  out  absolute  and  impartial  justice 
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in  all  cases  or  in  and  of  themselves ;  and  so  long 
as  human  beings  administer  laws  they  are  going  to 
fall  short  of  the  attainment -of  that  ideal  condition 
expressed  in  the  phrase  “absolute  and  impartial 
justice.” 

That,  however,  does  not  relieve  any  adminis¬ 
trative  official  of  responsibility  or  of  the  obliga¬ 
tion  of  continually  striving  to  attain  the  ideal ; 
but  the  extent  to  which  the  Bureau  may  be  able 
to  realize  it  in  this  state — so  far  as  the  particular 
part  involved  in  this  subject  is  concerned — rests 
very  largely  upon  the  extent  to  which  the  Bureau 
is  able  to  obtain  and  retain  the  co-operation  of 
the  three  parties  before  mentioned,  the  claimant, 
the  employer,  and  the  physician. 

If  that  co-operation  is,  then,  so  very  necessary, 
it  is  the  business  of  the  Bureau  to  get  that  co¬ 
operation  ;  and,  if  it  fails  to  get  it,  there  must  be 
something  wrong  in  the  methods  that  it  employs 
to  get  it,  or  a  lack  of  understanding  on  the  part 
of  those  whose  co-operation  is  sought. 

I  have  the  utmost  confidence  that  the  great 
majority  of  the  men  who  make  up  your  pro¬ 
fession  in  this  state  are  desirous  of  aiding  the 
Bureau  in  the  accomplishment  of  the  two  great 
duties  that  rest  upon  it,  after  an  employee  has 
been  injured,  and  are  ready  and  willing  to  put 
service  above  self  to  that  end.  That  confidence 
is  based  upon  my  experience  with  the  profession 
during  the  year  that  I  have  been  on  the  Com¬ 
mission.  There  is  plenty  of  evidence  in  our 
records  to  substantiate  the  statement  that  men 
who,  by  reason  of  their  knowledge  and  experi¬ 
ence,  deserve  and  are  able  to  command  the 
highest  returns,  are  rendering  service  that  is  not 
to  be  measured  in  dollars  and  cents. 

There  are  quite  a  number,  however,  who  do 
not  yet  fully  appreciate  the  importance  of  making 
complete,  detailed,  and  specific  reports  ;  there  are 
some  who  consider  them  a  necessary  nuisance; 
and  a  few  who  are  openly  hostile. 

Let  me  say  to  you  in  all  frankness  that  there 
are  many  times  when  the  report  of  the  physician 
is  the  only  basis  of  determining  the  Fund’s  liabil¬ 
ity,  or  the  length  and  extent  of  disability.  Proper 
diagnosis  and  prognosis  are  as  important  to  the 
Bureau  as  they  are  to  the  patient.  There  might  be 
facts  in  the  record  which,  when  connected  with  the 
facts  in  your  report,  would  make  necessary  fur¬ 
ther  investigation.  If,  therefore,  your  report  is 
delayed  by  a  week,  two  weeks,  a  month,  or  even 
six  months,  as  the  record  discloses  in  one  case, 
its  value  may  be  much  lessened  and  even  de¬ 
stroyed.  On  the  other  hand,  the  case  may  be  one 
of  extended  disability,  and  the  delay  may  hold 


up  “emergency”  payments  that  are  very  much 
needed  by  the  injured  employee  and  those  de¬ 
pendent  upon  him.  This  has  happened  in  a 
number  of  instances. 

Remembering  that  our  first  duty  is  to  restore 
the  injured  person  as  nearly  as  possible  to  his 
original  condition,  prompt  filing  of  a  detailed 
“First  Report”  is  of  the  utmost  importance. 
Should  special  or  unusual  treatment  be  required 
ample  opportunity  is  thus  afforded  for  submis¬ 
sion  of  the  matter  to  the  Bureau’s  medical  ad¬ 
visors.  Should  the  attending  physician  be  so 
situated  that  the  facilities  at  his  disposal  are  in¬ 
adequate  to  handle  the  particular  case,  the  Bu¬ 
reau  would  thus  be  advised  in  time  to  make  ar¬ 
rangements  for  getting  the  service  the  claimant’s 
condition  demands.  For  instance,  few  fracture 
cases  ought  to  be  treated  without  first  taking  an 
.r-ray,  but  a  poor  .r-ray  is  of  as  little  value  to 
the  Bureau  as  it  is  to  the  attending  physician. 
Your  “First  Report,”  promptly  filed,  would  im¬ 
mediately  notify  the  Bureau  of  the  necessity  of 
taking  .r'-rays  and  of  your  facilities  for  taking 
such  as  would  be  of  value. 

The  subject  of  restoring  the  injured  to  his 
former  condition  is  bound  to  lead  us  occasionally 
into  controversial  territory,  such,  for  instance, 
as  we  find  in  connection  with  the  new  “diather¬ 
my”  treatments.  L^p  to  the  present  time  our  ex¬ 
perience  has  not  been  such  as  to  justify  the 
charges  made  against  the  Fund,  considering  the 
results  achieved,  for  this  new  method  of  treat¬ 
ment.  As  this  is  something  which  a  layman  has 
no  business  discussing,  however,  it  is  hoped  that 
the  matter  may  be  fully  and  frankly  gone  into 
with  Dr.  W.  H.  Bodenstab,  either  privately  or 
through  discussion  on  the  floor  of  this  conven¬ 
tion. 

It  is  my  personal  view  that  every  legitimate 
case  for  compensation  under  the  law  should  be 
dealt  with  to  the  full  extent  of  the  Bureau’s 
authority,  in  order  to  accomplish  the  nearest  ap¬ 
proximation  to  complete  restoration  that  is  pos¬ 
sible.  That  end  can  not  be  attained  unless  your 
wholehearted  co-operation  is  obtained,  both  along 
the  line  of  your  technical  work  with  the  patient 
or  claimant  and  the  furnishing  of  complete  and 
accurate  information  to  the  Bureau,  promptly. 

On  the  subject  of  conservation  of  labor  power 
and  of  the  Compensation  Fund  much  may  be 
said.  It  involves:  1st,  a  prompt  report  of  every 
injury  by  the  employee  to  his  employer;  2d, 
prompt  resort  to  a  duly  licensed  physician  for 
proper  diagnosis  and  treatment ;  3d,  faithful  car¬ 
rying  out  of  the  instructions  of  the  physician; 
and;  4th,  malingering. 
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Your  expert  assistance  is  of  no  avail  to  us  in 
getting  employees  to  report  their  injuries.  That 
is  a  problem  of  education  for  the  Bureau,  in 
which  we  have  not  been  as  successful  as  we 
should  like.  We  are  satisfied  that  a  number  of 
very  large  losses  could  have  been  avoided  if  the 
injured  person  had  made  prompt  report  to  his 
employer  so  that  a  competent  physician  could 
have  been  called.  In  some  of  these  cases  the 
health  of  the  employee  was  not  conserved,  in 
others  his  life  was  dissipated,  and  in  none  of 
them  was  the  h'und  protected ;  and  all  because 
a  physician  did  not  get  the  case  in  time. 

It  should  require  no  argument  to  induce  resort 
to  a  duly  licensed  and  practicing  physician  as 
soon  as  reasonably  possible  after  an  alleged  in¬ 
jury,  but  neither  employees  nor  employers  are, 
as  yet,  fully  appreciative  of  that  fact.  The  Bu¬ 
reau  will  have  less  difficulty  in  determining  if 
a  claimant  has  been  injured  or  if  he  has  been 
injured  in  the  course  of  employment,  when  you 
are  given  full  and  fair  opportunity  to  make  your 
findings  at  the  earliest  moment  after  an  alleged 
injury  has  been  inflicted,  and  the  Bureau  can  be 
advised.  Examination  comes  before  diagnosis, 
and  diagnosis  before  prognosis.  The  claimant 
who  delays  in  presenting  himself  for  examina¬ 
tion  is  aiding  neither  himself  nor  the  Compen¬ 
sation  Fund. 

The  attending  physician  in  a  compensation  case 
is  the  man  in  charge,  and  not  the  claimant.  Just 
a  few  days  ago  the  Bureau  received  a  case  show¬ 
ing  recurring  infections.  The  infections  recur¬ 
red  because  the  patient  was  not  following  in¬ 
structions.  Instead  of  shortening  his  disability 
period,  he  lengthened  it,  injuring  both  himself 
and  the  Compensation  Fund.  We  are  confident 
that  the  attending  physician,  once  he  is  impressed 
with  the  importance  of  his  relationship  to  the 
Bureau,  will  advise  us  in  time  if  the  case  shows 
signs  of  getting  beyond  him,  and  the  reasonable 
complaint  of  a  claimant  concerning  the  services 
of  his  physician,  whether  chosen  by  him  or  by 
the  Bureau,  will  always  receive  full  considera¬ 
tion.  There  can,  therefore,  be  no  justification 
for  failure  to  recognize  the  knowledge,  experi¬ 
ence  and  authority  of  the  attending  physician, 
and  his  instructions  should  and  must  be  followed 
so  long  as  he  remains  the  attending  physician, 
in  order  that  the  physical  well-being  of  the 
claimant  and  the  solvency  of  the  Fund  may  both 
be  conserved.  The  Bureau  desires  that  you 
promptly  direct  its  attention  to  any  failure  to 
obey  instructions,  whether  such  failure  be  willful 
or  merely  from  carelessness  or  a  wrong  mental 
attitude. 


In  passing  to  the  fourth  point,  malingering, 
permit  me  to  quote  the  first  paragraph  of  the 
address  of  Dr.  Arthur  S.  Hamilton,  delivered  at 
the  1923  meeting  of  the  International  Associa¬ 
tion  of  Industrial  Accident  Boards  and  Commis¬ 
sions.  Dr.  Hamilton  then  said ; 

Pure  malingering,  or  the  simulation  of  disease  or 
injury  without  any  basis  whatever  in  fact,  is  rela¬ 
tively  rare,  but  the  tendency  to  exaggerate  disease 
and  especially  the  effect  of  injury,  and  to  claim  com¬ 
pensation  for  very  trivial  affections  is  very  common. 
As  Choinot  has  well  said:  “If  nothing  is  more  rare 
than  pure  malingering,  nothing  is  more  common 
than  exaggeration.”  It  is  generally  accepted  also 
by  those  who  deal  with  industrial  injuries  that  ex¬ 
aggeration,  at  least  of  symptoms,  has  very  greatly 
increased  with  the  passage  of  compensation  laws 
and  the  establishment  of  various  insurance  measures. 
This  is  further  increased  by  the  grouping  of  estab¬ 
lishments  into  large  corporations  so  that  the  em¬ 
ployee  no  longer  feels  the  personal  relation  with 
the  employer  that  once,  in  much  smaller  organiza¬ 
tions,  existed. 

It  is  only  a  short  time  ago  that  a  very  capable 
and  conscientious  specialist  of  the  Northwest, 
mention  of  whose  name  would  cause  you  to  con¬ 
firm  his  professional  standing  and  reputation, 
wrote  to  the  North  Dakota  Bureau  regarding 
further  hospitalization  and  operation  in  an  ag¬ 
gravated  case.  His  very  frank  and  honest  state¬ 
ment  was  to  the  effect  that  if  the  case  could  be 
adjusted  on  the  basis  of  the  then  existing  per¬ 
manent  disability,  the  claimant,  if  he  desired, 
could  then  have  the  same  operation  performed, 
and,  if  he  did  so,  it  was  his  conviction  that  the 
claimant  would  be  restored  to  full  earning  capac¬ 
ity  much  more  quickly  and  at  much  less  cost 
to  the  Fund.  That  was  but  another  way  of  say¬ 
ing  that  the  claimant  was  exaggerating  his  dis¬ 
ability.  , 

In  concluding  his  address.  Dr.  Hamilton  said 
this  : 

Under  the  best  of  conditions,  however,  mistakes 
will  occasionally  develop  in  the  work  of  the  most 
expert  examiner,  and,  what  is  more  frequent,  the 
examiner  may  be  left  at  the  end  with  a  feeling  of 
uncertainty  as  to  the  truth  or  falsity  of  the  claim. 
He  sends  in  a  long  report  without  a  positive  con¬ 
clusion,  and  the  Commission  asks  him  again,  “But 
is  the  symptom  complained  of  dependent  on  the  in¬ 
jury?”  and  he  may  be  unable  to  state  positively. 
Perhaps  the  most  fair  test  as  to  one’s  conclusions  is 
to  ask  one’s  self:  If  there  were  no  compensation 
possibilities  to  consider  in  this  case,  would  the  symp¬ 
toms  be  as  they  are? 

The  test  of  Dr.  Hamilton  is,  I  believe,  a  fair 
test,  and  the  value  of  your  work  will  be  enhanced 
by  its  application.  Your  reports  should  repre¬ 
sent  your  conclusions,  not  those  of  the  claimant 
nor  those  of  the  employer.  Each  of  these  also 
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files  reports.  The  facts,  as  developed  in  the  three 
reports,  constitute  the  basis  upon  which  the  Bu¬ 
reau  passes  judgment.  Should  the  situation  pre¬ 
sented  by  these  facts  demand  further  examina¬ 
tion,  one  of  the  Commissioners  makes  a  personal 
investigation.  Then,  should  the  sum  total  of 
facts  disclosed  make  the  case  a  doubtful  one,  it 
is  the  policy  of  the  Bureau  to  resolve  that  doubt 
in  favor  of  the  claimant.  This  is  well  illustrated 
by  a  recent  case  of  “sprain”  in  which  the  claim¬ 
ant  was  allowed  compensation  for  a  period  nearly 
four  times  as  long  as  the  average  disability  for 
a  “fracture”  of  the  same  parts.  The  frank  state¬ 
ment  of  the  physician  in  that  case  in  no  wise 
jeopardized  the  just  claims  of  the  injured.  It 


simply  served  to  put  the  Bureau  upon  inquiry. 

Gentlemen,  in  every  compensation  case  with 
which  you  deal  you  are  writing  two  records. 
Both  are  permanent  records.  One  is  always  in 
evidence  in  the  restored  physical  body  of  the  in¬ 
jured;  the  other  is  just  as  indelibly  written  in 
the  files  of  the  Compensation  Bureau.  By  writing 
the  latter  with  the  same  conscientious  skill  and 
judgment  that  prompts  you  to  your  best  efforts 
in  writing  the  former  you  will  furnish  the  best 
evidence  of  your  whole-hearted  co-operation  in 
the  work  of  administering  the  Compensation 
Law  and  you  will  certainly  be  a  material  aid  to 
the  Bureau  in  its  effort  to  approach  the  ideal  of 
impartial  justice  to  all  concerned. 


OBSTRUCTION* 

By  Einer  Wesley  Johnson,  M.D. 

BEMIDJI,  MINNESOTA 


Ileus  is  one  of  the  most  serious  conditions  with 
which  we  have  to  deal,  since,  if  it  is  not  relieved, 
death  is  inevitable ;  however,  it  would  be  a  re¬ 
latively  benign  condition  were  it  always  diagnosed 
immediately  and  prompt  surgical  intervention  in¬ 
stituted. 

Cause. — In  a  paper  read  in  1922,  before  the 
Section  of  Obstetrics,  Gynecology  and  Abdominal 
Surgery  of  the  American  Medical  Association, 
Charles  H.  Mayo  classified  acute  intestinal  ob¬ 
struction  into  four  groups  :  ( 1 )  apparent  ob¬ 

struction,  really  intestinal  stasis,  a  reflex  symp¬ 
tom  occurring  with  slight  abdominal  distention, 
the  pulse  and  temperature  changes  being  such 
as  are  caused  by  the  primary  lesion,  which  is 
often  renal;  (2)  obvious  hernia;  (3)  acute  ob¬ 
struction  from  intra-abdominal  lesion ;  and  (4) 
postoperative  obstruction. 

We  shall  pass  the  first  because  it  is  not  true 
obstruction.  The  second,  obvious  hernia,  is  be¬ 
coming  less  frequent  as  more  hernias  are  being 
repaired  before  strangulation  occurs. 

The  third,  acute  mechanical  obstruction  within 
the  abdomen,  causes  the  greatest  difficulties  of 
diagnosis,  although  these  difficulties  have  been 
overcome  in  a  small  measure  by  the  use  of  the 
.v-ray  and  the  fluoroscope.  The  causes  of  this  va- 
eriety  of  obstruction  are,  volvulus,  kinks,  intus¬ 
susception,  various  forms  of  internal  hernia,  gall¬ 
stones,  constricting  bands,  results  of  peritonitis 

♦Presented  at  the  sixteenth  annual  meeting  of  Minne¬ 
apolis,  St.  Paul,  and  Sa\ult  Ste.  Marie  Railway  Surgical  A.sso- 
ciation,  Minneapolis,  Minnesota,  December  11  and  12,  1922. 


or  embryonic  remains,  enteroliths,  spasmodic 
contraction,  thrombosis  or  embolism,  tuberculo¬ 
sis,  and  cancer. 

Volvulus,  the  twist  of  an  unusually  long  mesen¬ 
tery,  occurs  most  often  in  the  sigmoid.  Intus¬ 
susception,  with  its  sudden  onset,  cramps,  and 
blood  and  mucus  in  the  stools  may  often  be  lo¬ 
cated  by  palpable  tumor,  especially  in  children 
under  one  year  of  age  in  whom  it  is  the  most 
common.  In  adults  intussusception  is  often 
started  by  a  tumor  of  the  small  intestine.  An 
inverted  Meckel’s  diverticulum,  or  a  stiff  infected 
area  around  the  base  of  an  appendix  may  act  in 
the  same  manner. 

Various  forms  of  internal  hernia,  through  con¬ 
genital  unnatural  mesenteric  openings  or  through 
the  diaphragm,  usually  cause  degrees  of  partial 
rather  than  complete  obstruction,  which,  how¬ 
ever,  may  suddenly  occur. 

Gall-stones  cause  obstruction  by  ulcerating  the 
gall-bladder  and  duodenal  walls  and,  after  pass¬ 
ing  through  the  upper  intestine,  cause  a  block  in 
the  upper  ileum. 

Bands,  embryonic,  are  rare,  and  those  from 
peritonitis  are  getting  less  frequent  as  the  technic 
of  operators  is  improving. 

Ifnteroliths  sometimes  become  large  enough  to 
cause  obstruction. 

Spasmodic  contraction  of  the  ileum  sometimes 
occurs  in  acute  appendicitis,  pelvic  infections, 
and  infections  of  the  gall-bladder,  but  usually 
subsides  if  gastric  lavage  is  employed  and  neither 
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food  nor  cathartics  given  by  mouth,  while  the 
patient  is  supported  by  the  use  of  rectal  feeding 
and  saline  solution  by  rectum  and  subcutaneously. 

Gross  tuberculosis  of  the  small  or  large  bowels 
occasionally  causes  complete  obstruction  follow¬ 
ing  a  series  of  chronic  incomplete  obstructions. 

Malignancy  occurs  mostly  in  the  large  bowel. 
The  obstruction  is  rarely  due  to  the  pressure  of 
tumor,  and  then  it  is  easily  palpable.  Acute  ob¬ 
struction,  as  in  tuberculosis,  is  usually  followed 
by  recurrent  attacks  of  incomplete  obstruction 
with  blood  and  mucus  in  the  stools. 

The  fourth,  postoperative  obstruction,  is  be¬ 
coming  less  and  less  frequent.  The  explanation 
of  these  beneficent  result  lies  chiefly  in  two  fac¬ 
tors  :  an  earlier  diagnosis  of  acute  abdominal  le¬ 
sions  and  a  more  refined  surgical  technic  in  the 
management  of  abdominal  operations. 

Treatment. — Many  theories  have  been  ad¬ 
vanced  to  explain  the  cause  of  death.  Among 
the  factors  emphasized  in  these  theories  are  pro¬ 
teose  intoxication,  bacterial  poisons,  injury  to  the 
intestinal  mucosa,  and  dehydration.  The  mor¬ 
tality  is  in  direct  proportion  to  the  time  elapsing 
before  operation,  and  the  rapidity  and  the  lethal 
outcome  vary  with  the  amount  of  bowel  strangu¬ 
lated.  It  is  well  known  that  a  complete  stran¬ 
gulation  of  the  small  bowel  causes  marked  shock 
and  extreme  thirst  and  that  the  fatal  conditions 
reside  in  the  distended  gut.  It  follows  that  the 
two  important  procedures  to  be  carried  out  are 
the  immediate  relief  of  the  obstruction  and  the 
administration  of  a  sufficient  quantity  of  fluids. 
A  large  percentage  of  these  patients  are  in  very 
poor  condition  at  the  time  procedures  are  under¬ 
taken  for  their  relief.  Before  any  operative 
work,  gastric  lavage  should  be  instituted  until  the 
distended  stomach  and  bowels  are  fairly  empty. 
This  facilitates  the  ease  of  operation  and  removes 
much  of  the  toxic  material.  Keep  the  patient 
warm.  Give  fluids  freely  by  mouth,  rectum,  and 
subcutaneously,  and  transfuse  if  necessary.  Op¬ 
erate  as  soon  as  the  diagnosis  can  be  made.  Our 
custom  is  to  relieve  the  obstruction  if  possible, 
wash  out  the  distended  bowel,  and  make  a  fistula. 
Many  times  these  patients  are  too  ill  to  allow  us 
to  do  anything  but  drain  the  distended  gut,  doing 
whatever  necessary  later.  This  can  be  done 
easily  with  local  anesthesia. 

In  finishing  what  I  have  to  say  on  treatment 
I  can  do  no  better  than  repeat  what  Crile  said 
in  a  recent  discussion  on  this  subject: 

1.  Intestinal  obstruction  demands  immediate 
action,  and  yet  the  most  careful  and  gentle  ac¬ 
tion  compatible  with  relief  of  the  obstruction. 

2.  It  is  extremely  important  in  these  cases  to 


build  up  the  water  equilibrium  of  the  patient  who 
has  been  vomiting  and  has  not  absorbed  water. 
Large  amounts  of  water,  even  7,000  c.c.,  sub¬ 
cutaneously,  are  indicated  in  the  first  twenty- 
four  hours. 

3.  In  order  that  the  patient  may  have  the 
proper  oxidation  within  the  tissues  it  is  important, 
unless  the  circulation  is  good,  to  give  a  blood 
transfusion  and  to  give  it  in  advance  of  the  in¬ 
dication  of  failure  of  the  patient’s  organism. 
If  necessary,  morphine  should  be  prescribed. 

I  desire  to  report  a  case  which  is,  however,  not 
exactly  an  acute  but,  I  think,  rather  an  unusual 
form  of  obstruction: 

On  January  17,  1920,  a  boy,  aged  13  years,  was 
brought  to  our  office  suffering  from  vomiting.  We 
obtained  the  following  history: 

Present  illness:  December  IS,  1919,  he  started  to 
vomit.  Vomited  five  days.  Seemingly  he  could  not 
retain  anything.  Had  some  abdominal  pain,  but  not  a 
great  deal.  Vomited  on  Christmas  eve  and  again  the 
following  day.  Then  went  until  December  30,  when 
he  again  vomited.  Has  been  vomiting  continuously 
since.  Has  some  pain,  more  so  on  vomiting.  He 
has  lost  a  great  deal  of  weight,  but  his  parents  do 
not  know  how  much.  For  the  last  day  has  been 
slightly  delirious  at  times. 

Past  illness:  Has  had  measles  and  chicken-pox, 
recovering  completely  in  both  instances.  Appendix 
removed  five  years  ago.  During  the  first  year  of 
his  life  he  vomited  most  of  the  time.  He  was  born 
G  the  “U”  Hospital  and  was  under  the  care  of  a 
pediatrician  who  at  one  time  called  a  surgeon  in 
consultation  with  the  intention  of  having  him  oper¬ 
ated  on  for  pyloric  obstruction;  but,  for  some  reason 
unknown  to  the  parents,  this  was  not  done.  He  did 
fairly  well  after  the  first  year  until  he  was  three 
and  one-half  years  of  age;  at  that  time  he  had  an 
attack  of  vomiting  for  five  days,  bowels  very  consti¬ 
pated,  lived  on  broth  and  liquids  three  months. 
From  this  time  he  had  intermittent  attacks  of  vom¬ 
iting  and  constipation  up  until  five  years  ago,  when 
he  had  his  appendix  removed.  Since  then  has  been 
quite  robust  and  healthy. 

Family  history,  negative. 

Examination  shows  a  very  emaciated  rather  tall 
boy,  too  weak  to  sit  up.  Skin  very  dry;  pulse,  120; 
temperature  98.°  Blood  pressure,  80-65.  Heart, 
lungs,  and  nervous  system,  negative.  Abdomen  was 
slightly  distended  in  upper  part;  visible  peristalsis 
from  left  to  right.  Large  stomach  can  be  palpated 
through  the  thin  abdominal  wall.  Lower  abdomen 
apparently  empty.  Very  little  tenderness.  Blood 
Wassermann  negative.  I.eukocytes,  20,000.  Urine 
contains  albumin  and  granular  and  hyaline  casts. 

The  .r-ray  shows  tremendously  dilated  stomach, 
cap,  and  duodenum;  sharp  constriction  beyond  duo¬ 
denum.  Film  taken  one  hour  after  meal  does  not 
show  any  change.  The  three  hour  film  shows  that 
some  barium  got  by  the  obstruction. 

This  patient  was  operated  on  four  hours  after  we 
first  saw  him.  We  washed  out  his  stomach,  gave 
him  a  clyster  of  water  and  liquid  food  below  the  ob¬ 
struction  by  means  of  a  large-caliber  catheter.  This 
was  done  under  local  anesthesia  with  no  apparent 
harm,  but  he  died  ten  hours  later,  probably  from 
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starvation.  After  opening  the  abdomen,  we  thought 
we  could  make  out  a  tense  band  of  tissue  running 
obliquely  across  the  abdomen  from  the  right  inguinal 
region  towards  the  epigastrium.  We  were  unable 
to  obtain  consent  to  an  autopsy. 

In  conclusion,  I  repeat  two  important  points 
in  treatment :  Operate  early,  and  do  no  more 
than  is  absolutely  necessary.  It  is  surprising  to 
see  how  many  very  ill  patients  will  apparently 
completely  recover  with  the  formation  of  a  fistula 
and  irrigation. 

DISCUSSION 

Dr.  Arnold  L.  H.\m£l  (Minneapolis,  Minn.,):  In 
reviewing  the  literature  in  regard  to  congenital  con¬ 
ditions  of  the  intestinal  tract,  I  find  that  the  su¬ 
perior  mesentery  is  mentioned  as  a  prominent  cause 
of  this  trouble,  and  as  it  passes  over  the  duodenum, 
may  cause  pressure  and  thus  bring  about  apparent 
obstruction.  Also  the  mesentery  of  ascending  colon 
may  be  instrumental  in  producing  ptosis  of  the  large 
bowel,  causing  some  degree  of  obstruction  in  the 
region  of  the  duodenum  where  it  crosses  to  its  in¬ 
sertion. 

It  occurs  to  me  that  the  band  of  tissue  which  the 
essayist  thought  he  saw  extending  across  the  ab¬ 
domen  might  have  been  something  of  that  kind.  It 
does  not  seem  that  a  real  stenosis  of  the  upper  in¬ 
testinal  tract  would  permit  a  child  to  live  for  thirteen 
years.  The  .r-ray  examination  showed  that  there 
was  some  incomplete  obstruction  below  the  duo¬ 
denum.  All  these  factors  taken  together  lead  me 
to  believe  that  there  may  have  been  some  congeni¬ 
tal  deformity  in  the  region  of  the  intestines.  How¬ 
ever,  some  internists  might  think  that  cyclic  vomit¬ 
ing  was  the  cause  of  the  symptoms.  This,  surely, 
would  fit  into  the  history  of  this  lad.  Dr.  Johnson 
states  that  he  probably  died  of  starvation,  and  in 
that  case  the  condition  might  have  been  acidosis 
with  cyclic  vomiting,  thus  producing  a  vicious  circle 
which  would  cause  the  child  to  starve  to  death,  irre¬ 
spective  of  any  real  surgical  condition. 

Dr.  George  G.  Eitel  (Minneapolis,  Minn.):  During 
the  past  year  we  have  had  quite  a  number  of  cases 
of  acute  obstruction  of  the  intestines,  and  all  the 
patients  that  were  operated  on  or  re-operated  on 
early  lived;  those  who  refused  operation  and  re¬ 
ceived  other  treatment,  waiting  for  a  favorable  out¬ 
come  without  exploration,  died. 

We  all  know  that  re-opening  of  the  abdomen  is 
not  well  borne  by  the  average  patient,  especially  if 
done  under  general  anesthesia.  It  should  be  done 
under  local  anesthesia  with  novocain. 

Dr.  Theodor  Bratrud  (Warren,  Minn.):  There  is 
one  thing  I  would  call  attention  to,  and  that  is  the 
necessity  for  emptying  the  contents  of  the  bowel 
above  the  point  of  obstruction  when  the  condition 
has  existed  for  a  considerable  length  of  time.  When 
I  first  saw  these  cases  in  my  interne  days  the  doc¬ 
tors  were  watching  for  the  pulse  to  go  up.  We 
learned  that  these  cases  had  some  degree  of  obstruc¬ 
tion  even  though  they  did  have  a  slow  pulse,  and  as 
soon  as  operated  on  and  the  constriction  was  re¬ 
lieved  the  contents  of  the  bowel  passed  into  the 
healthy  bowel,  following  which  the  patient  soon 
died. 

Several  years  ago  Dr.  Clairmont,  of  the  Eisels- 
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berg  Clinic,  showed  that  by  injecting  the  contents 
of  obstructed  intestinal  loops  into  a  dog  he  could 
induce  paralysis  of  the  healthy  intestinal  tract,  in 
many  cases  causing  death  of  the  animal.  Since  we 
have  done  enterostomy  above  the  point  of  obstruc¬ 
tion  we  are  not  losing  as  many  of  these  patients 
with  obstruction  as  formerly.  A  No.  10  catheter 
can  be  placed  in  the  bowel  and  left  there  for  several 
days;  in  fact  you  can  feed  the  patient  fluids  through 
the  catheter.  When  the  catheter  comes  away  there 
is  no  further  trouble  from  the  sinus,  as  it  closes, 
spontaneously  if  enterostomy  is  made  after  Witzel’s. 
method. 

Dr.  John  V.  R.  Lyman  (Eau  Claire,  Wis.):  In  re¬ 
gard  to  the  diagnosis  of  intestinal  obstruction:  I 
might  say  a  word  on  one  point  that  was  brought  to 
my  knowledge  by  Dr.  Ochsner  several  years  ago  in 
connection  with  a  case  in  which,  ten  days  after  oper¬ 
ation,  I  had  asked  Dr.  Ochsner  to  see  the  patient 
in  consultation.  He  stated  that  he  had  a  similar 
case  in  his  hospital  and  suggested  that  the  patient 
be  sent  to  him  in  Chicago,  stating  that  if  lavage  was 
given  every  four  hours  he  could  safely  be  trans¬ 
ported  even  across  the  continent.  So  we  instituted 
lavage,  and  upon  arrival  at  the  Augustana  Hospital 
we  again  performed  lavage,  with  the  result  that 
there  was  very  little  fluid  in  the  stomach  after  four 
hours.  Dr.  Ochsner  then  examined  the  case  and 
said,  “We  will  wait,”  continuing:  “There  never  was 
a  case  of  acute  complete  obstruction  of  the  bowel 
where  there  would  not  be  continuous  regurgitation 
of  fluid  into  the  stomach,  which  lavage  would  show.” 
This  point  has  helped  me  in  subsequent  cases.  He 
gave  one  ounce  of  liquid  peptonoid  and  normal  saline 
solution  every  four  hours.  The  patient  was  kept 
on  that  for  twenty-eight  days,  at  the  end  of  which 
time  he  began  feeding  by  mouth,  and  the  patient 
completely  recovered.  We  have  other  means  that 
might  help  out,  such  as  glucose  and  peptonoid,  etc., 
but  I  do  think  the  peptonoid  helps  in  cases  of  this 
kind. 

Dr.  John  M.  Dodd  (Ashland,  Wis.):  Fifteen  years 
ago  I  resected  the  rectum  in  a  case  which  I  diag¬ 
nosed  as  cancer,  and  my  prognosis  was  that  the 
man  would  probably  live  a  year.  A  few  days  ago  he 
showed  up  again,  stating  that  his  bowels  had  not 
moved  for  two  weeks.  On  examination  I  found 
that  there  was  rather  a  tight  constriction  of  the 
anal  orifice,  but  apparently  no  recurrence  of  the 
growth  at  that  point.  I  endeavored  to  get  a  colon 
douche  instrument  up  into  the  bowel  to  locate  the 
constriction,  because  he  had,  of  course,  an  obstruc¬ 
tion  of  the  lower  bowel.  Up  to  this  time  he  had 
not  vomited,  but  his  abdomen  was  considerably  dis¬ 
tended  especially  over  the  colon.  A  long  instrument 
was  passed  up  into  the  bowel  for  at  least  fourteen 
inches,  and  still  no  fecal  material  was  reached.  He 
was  a  man  over  80,  and  we  were  not  in  any  hurry 
to  operate.  We  made  a  mistake  in  waiting  for  a 
couple  of  days,  when,  on  opening  the  abdomen,  we 
found  an  annular  constriction  in  the  upper  sigmoid, 
a  doughnut-shaped  mass  occluding  the  lumen  of  the 
bowel.  I  resected  this  piece  of  bowel  and  closed 
the  ends  and  made  a  side-to-side  anastomosis.  The 
patient  went  along  for  about  five  days  and  then  died. 

It  is  a  problem  to  know  just  what  to  do  and  how 
far  to  go  after  we  get  started.  I  am  satisfied  that 
in  this  case  I  should  have  done  a  colostomy.  The 
man  would  then  have  gone  along  and  lived  consid- 
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erably  longer,  and,  while  he  would  have  experienced 
some  discomfort,  yet  his  life  would  have  heen  pro¬ 
longed.  It  is  a  question  whether  to  resect  and  to 
bring  the  ends  of  the  bowel  out  through  the  ab¬ 
dominal  wall  or  to  do  an  anastomosis,  or  to  bring 
the  tumor  mass  through  the  abdominal  wall  and 
wait  for  it  to  become  adherent  and  then  later  re¬ 
move  the  growth  and  restore  the  continuity  of  the 
bowel.  This  case  was  quite  instructive.  I  have  had 
considerable  experience  with  cases  of  a  similar  char¬ 
acter,  and  we  are  perhaps  inclined  to  go  too  far 
when  we  get  cases  of  obstruction.  If  we  would  do 
the  simpler  thing,  we  would  save  our  patients  in¬ 
stead  of  sacrificing  them  by  too  extensive  operation. 


Dr.  F.  Gregory  Connell  (Oshkosh,  Wis.) :  I  heart¬ 
ily  agree  with  what  Dr.  Dodd  has  said  about  saving 
the  patient’s  life.  Acute  intestinal  obstruction  is  a 
matter  of  life  and  death,  and  the  plain  indication  is 
to  do  an  enterostomy  if  it  can  be  done  soon  enough. 

I  want  to  call  attention  to  the  matter  of  diagnosis: 
Do  not  wait  for  vomiting.  I  find  in  consultation  that 
obstructive  cases  are  often  allowed  to  go  on  be¬ 
cause  vomiting  has  not  occurred.  The  use  of  the 
stomach-tube  will  save  many  hours  and  often  lives. 
In  postoperative  cases  the  use  of  the  ;r-ray  is  of 
the  greatest  value  in  diagnosing  obstruction.  With 
the  x-ray,  even  without  a  barium  meal,  the  obstruc¬ 
tion  is  plainly  indicated  in  some  cases. 


THE  EDUCATIONAL  OR  LEGAL  WAY  TO  ESTABLISH  SOCIAL 

HYGIENE* 

By  Charles  E.  Kassowitz,  M.D. 

The  Bartron  Clinic 
WATERTOWN,  SOUTH  DAKOTA 


It  is  an  old  principal  question  whether  the 
legislation  should  have  the  task  to  anticipate  an 
ideal  standard  of  social  conditions  in  its  regula¬ 
tions  and  orders,  while  the  present  habits  and 
morals  of  the  average  society  are  still  on  a  much 
lower  level;  or  whether  the  laws  should  just  be 
consequent  to  the  educational  and  moral  standard 
of  the  people.  Modern  history  shows  examples 
for  both  ways  of  social  progress.  There  is  no 
question  that  it  is  a  more  democratic  and  a  far 
more  reliable  way  to  express  in  legislative  acts 
just  the  real  social  condition,  not  better  and  not 
worse  than  it  is.  We  surely  should  not  have  so 
many  offences  against  the  laws,  if  the  pretentions 
of  legislation  on  our  self-command  and  judg¬ 
ment  were  more  moderate.  But,  on  the  other 
side,  we  see  the  progress  of  the  sciences  and 
single  high-minded  persons  who  are  doing  hard 
pioneer  work  in  discovering  new  ways  of  com¬ 
mon  welfare,  and  who  have  not  the  intention  to 
wait  with  the  establishment  of  the  products  of 
their  efforts  until  the  last  subject  had  admitted 
the  social  improvement  and  had  submitted  to  its 
new  regulations. 

I  want  to  apply  this  general  reflection  to  the 
question  of  introducing  the  modern  methods  of 
preventive  medicine  in  our  society,  especially  the 
methods  of  serological  protection  against  the 
contagious  diseases.  It  is  commonly  known  that 
epidemics  were  wiped  out  during  the  World  War 
in  an  admirable  manner,  protecting  the  armies 
and  the  civilian  population  of  all  the  nations, 
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while  the  former  wars  had  even  more  losses 
from  epidemics  than  from  war  casualties.  It  is 
generally  admitted  that  this  work  was  due  to 
compulsorily  applying  hygienic  measures.  There 
was,  as  well,  the  avoiding  of  contamination  with 
infectious  patients  and  carriers  of  infection,  and 
certain  protective  measures,  in  the  proper  sense, 
which  enabled  the  exposed  persons  to  resist  in¬ 
fections.  In  the  European  states  a  great  part 
of  the  whole  population  was  under  arms  and  the 
rest  under  martial  law,  so  that  the  accomplish¬ 
ment  of  even  radical  hygienic  measures  could  be 
pushed  very  far.  We  know,  for  example,  that 
whole  villages  were  burned  down  to  destroy  the 
lice,  the  carriers  of  typhus  infection.  On  the 
other  side,  soldiers,  as  well  as  civilians  of  en¬ 
dangered  districts,  were  compelled  to  be  vacci¬ 
nated  against  smallpox,  typhoid  and  paratyphoid 
fever,  and  cholera,  with  the  result,  that  these 
fearful  diseases  lost  more  or  less  of  their  im¬ 
portance. 

After  the  war  most  governments  abandoned 
the  radical  compulsory  measures  of  vaccination, 
as  they  thought  that  only  exceptional  times  per¬ 
mit  exceptional  means.  There  is  just  one  govern¬ 
ment,  so  far  as  I  know,  which  has  compelled 
obligatory  vaccination  against  smallpox,  and  that 
is  Germany.  All  the  other  civilized  nations  con¬ 
tented  themselves  to  leave  the  decision  on  in¬ 
stalling  vaccination  to  the  individual  communi¬ 
ties,  or  they  limited  it  to  schools  and  colleges. 
The  result  of  this  undecided  attitude  was  the 
reappearance  of  some  epidemics,  especially  of 
smallpox  at  different  places  with  no  systematic 
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counter-measures  to  fight  them.  The  supreme 
authorities  had  lost  the  definite  control  in  the 
hygienic  warfare. 

There  are  now  two  ways  left  for  corporations 
and  individuals  who  recognize  the  duty  of  estab¬ 
lishing  the  modern  and  approved  principles  of 
public  health  work.  The  first  is  to  propagate  in 
the  broadest  circles  the  value  of  protecting  the 
public  against  the  social  danger  of  contagions  by 
the  way  of  immunization.  There  is  no  question 
about  it  that  there  are  many  prejudices  against 
prophylatic  interferences  of  physicians,  as  the 
fear  of  being  used  as  an  experimental  object  for 
not  quite  approved  scientific  aims  is  rather  often 
to  be  found  in  half  educated  people.  Therefore 
it  should  be  a  high  task  to  bring  our  fellow-citi¬ 
zens  up  to  the  knowledge  of  the  incontestable 
efficiency  of  prevention  against  smallpox,  typhoid 
and  paratyphoid  fever,  cholera,  and  recently 
against  diphtheria  by  means  of  vaccination.  It 
is  easy  to  realize  that  the  most  excellent  sero¬ 
logical  technic  could  not  help  to  fight  an  outbreak 
of  a  dangerous  epidemic,  if  the  population  in 
question  would  not  be  willing  to  collaborate  with 
the  physicians.  I  do  not  hesitate  to  claim  that 
the  establishment  of  a  systematic  teaching  on 


modern  hygienic  principles,  including  the  meas¬ 
ures  of  vaccination  and  antitoxic  prophylaxis 
and  their  statistical  results,  should  take  an  im¬ 
portant  place  in  the  public  education  of  every 
child.  I  am  sure  that  then  the  statistics  of  mor¬ 
bidity  would  show  a  uniform  decline  all  over  the 
United  States,  though  now  some  communities 
can  boast  of  their  declining  death  rate  in  con¬ 
tagious  diseases,  while  other  cities  and  counties 
are  punished  by  the  same  epidemics. 

There  should  be  another  way  to  establish  a  very 
complete  control  over  the  epidemics  we  are  able 
to  fight.  It  would  be  the  way  of  legislation,  as 
I  have  already  indicated.  I  called  it  the  less 
democratic  way,  and  I  am  aware  of  the  objec¬ 
tion  that  a  compulsory  vaccination,  as  it  is  prac¬ 
ticed  in  Germany,  would  not  be  accepted  by  a 
nation  with  the  self-determination  of  every  in¬ 
dividual.  It  may  be  allowed  to  me  to  be  of  a 
different  opinion  on  this  point,  for  I  have  confi¬ 
dence  in  the  judgment  of  a  democratic  legislature 
that  it  will  decree  at  once  a  strict  hygienic  law, 
which  may  be  at  first  as  unpopular,  but  also  as 
beneficient,  as  another  bill,  which  has  practically 
wiped  out  another  social  plague  in  the  United 
States  of  America. 


NOSE  BLEED 

By  T.  E.  Engstad,  M.D. 

GRAND  FORKS,  NORTH  DAKOTA 


One  of  the  most  common  ailments  afflicting 
humanity,  especially  at  the  age  of  adolescence,  is 
nose  bleed.  The  loss  of  blood  is  often  of  such 
severity  that  it  causes  syncope,  but  in  the  ma¬ 
jority  of  cases  the  bleeding  is  from  a  few  drops 
to  half  an  ounce  or  more,  though  often  of  daily 
occurrence,  and  this  constant  loss  of  blood  in 
the  course  of  time,  will  undermine  the  general 
health,  and  we  have,  in  severe  cases,  a  marked 
variance  from  the  normal  blood  picture. 

Nose  bleed  is  invariably  due  to  a  tear  or  an 
ulceration,  often  very  small,  of  all  the  three  coats 
of  the  artery  of  the  septum.  The  artery  of  the 
septum  is  a  branch  of  the  superior  coronary,  and 
the  hemorrhage  from  the  branches  of  this  vessel 
is  readily  controlled  by  compression  of  the  artery 
of  the  septum,  either  by  direct  backward  pressure 
against  the  upper  lip  or  by  pressure  from  within 
outward,  as  when  a  firm  pledget  of  cotton,  paper, 
or  other  substance  is  pushed  well  up  under  the 
lip  so  as  to  put  its  tissues  upon  the  stretch  and 
occlude  the  lumen  of  the  artery.  This  is  a  com¬ 
mon  procedure  practised  by  the  laity.  Another 
simple  method  is  that  of  holding  the  cartilaginous 


end  of  the  nose  between  the  thumb  and  finger. 

In  severe  cases  inject  five  minums  of  a  5  per 
cent  solution  of  urea  hydrochloride  at  the  root 
of  the  septum  at  the  entrance  of  the  nasal  cavity 
where  the  artery  strikes  the  septum  running  up¬ 
wards  and  inwards  at  an  angle  of  45  degrees. 
In  desperate  cases  a  sharp-pointed  hemostat  may 
be  used. 

The  curative  measure  is  extremely  simple. 
Anesthetize  the  mucous  membrane  of  the  septum 
by  application  of  a  few  drops  of  10  per  cent 
cocaine  and  then  sever  the  artery  at  its  lowest 
portion  recognizable  with  the  actual  electric  cau¬ 
tery.  The  patient  will  then  have  no  further  hem¬ 
orrhage,  even  if  the  individual  has  the  pernicious 
habit  of  putting  his  unprotected  fingers  in  his 
nose  either  from  a  habit  or  with  the  object  of 
removing  incrustations  or  other  foreign  material. 
Individuals  who  have  undergone  mutilating  oper¬ 
ations  in  the  nose — for  example,  the  removal  of 
turbinated  bones — ought  to  keep  the  nasal  cavity 
oiled  with  some  pleasant  ointment  due  to  the  de¬ 
struction  of  the  secreting  surface  of  the  nasal 
cavity  leaving  the  caliber  of  the  organ  excessive¬ 
ly  dry. 
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HEALTH  ACTIVITIES  IN  THE  UNITED 
STATES 

There  seems  to  be  an  unusual  number  of  epi¬ 
demics  all  over  the  United  States,  and  they  evi- 
clently  embrace  almost  everything  known  in  the 
field  of  bacteriology  and  many  things  that  are 
not  known.  With  this  comes  the  usual  feeling 
of  indifference  on  the  part  of  so  many  people 
as  regards  their  safety.  Fortunately,  the  small¬ 
pox  epidemic  has  been  well  taken  care  of  by  the 
newspapers.  They  have  explained  the  situation 
and  have  recorded  the  number  of  cases  and 
the  number  of  deaths  that  come  therefrom  and 
have  warned  the  people  and  urged  them  to  be 
vaccinated  against  smallpox,  and  the  response  in 
Minnesota  at  least  has  been  very  gratifying. 
There  are  still  people  who  do  not  believe  in  vac¬ 
cination,  in  spite  of  the  fact  that  Dr.  Hadwen, 
an  Englishman  who  came  over  to  this  country 
to  tour  the  United  States  and  to  lecture  against 
vaccination  and  vivisection,  has  gone  hack  to 
England  and  been  arrested  for  failure  to  take 
care  of  a  case  of  diphtheria,  which  he  did  not 
diagnose  when  any  ordinary  physician  would 
have  recognized  the  disease  at  his  first  visit.  Dr. 
Hadwen  has  been  indicted  in  England  for  lack 
of  ordinary  professional  skill  and  for  failure  to 
attempt  to  save  life  when  he  might  have  done  so. 

The  child  Dr.  Hadwen  was  called  to  see  died 
within  a  very  short  time  from  diphtheria  and 
pneumonia.  The  English  people  will  not  stand 
for  any  such  incompetency.  The  probabilities 


are  that  he  will  get  a  term  in  the  penitentiary 
for  his  carelessness  and  his  ignorance,  together 
with  his  determination  not  to  believe  in  scientific 
medicine.  It  is  quite  likely,  too,  that  the  faith 
healers  believe  much  the  same,  or,  rather,  have 
no  knowledge  of  the  cause  of  disease.  The  Rev. 
Dr.  Robert  B.  H.  Bell,  a  Denver  preacher,  thinks 
“that  the  sanest  method  is  to  stir  up  in  sick 
people’s  minds  such  faith  that  they  will  he  cured 
of  their  sickness,”  and  he  evidently  does  not  be¬ 
lieve  in  vaccination,  antitoxin  or  anything  of  the 
sort.  The  newspaper  record  shows  that  many 
of  his  followers,  who  crowd  his  church,  believed 
for  the  moment  that  they  were  well.  Of  course 
the  same  thing  has  happened  time  and  again. 
The  overzealous  preacher  believes  he  has  power 
to  sway  the  minds  of  sick  people  and  make  them 
recover  from  their  illness.  After  awhile,  of 
course,  he  finds  that  many  of  his  patients  are 
not  very  well.  Their  old  troubles  are  slipping 
hack.  Their  rheumatism  has  returned ;  their 
asthma,  neuritis,  and  other  disorders  are  again 
in  the  foreground.  People  who  have  been  treated 
are  found  to  be  as  deaf  as  ever,  and  some  of 
the  quasireligioushysterias  die  from  some  real  ill¬ 
ness, — and  then  the  preacher  slips  out  of  town 
on  the  first  train.  It  seems  rather  curious  that 
an  enlightened  nation  will  listen  to  these  cjuacks 
in  the  face  of  all  kinds  of  diseases  which  are  all 
over  the  country. 

One  of  the  chief  obstacles  in  the  prevention  of 
disease  is  the  lack  of  funds,  both  at  Washington 
and  in  the  states,  although  we  cannot  complain 
as  much  of  that  as  we  have  in  previous  years. 
Everyone  is  doing  his  or  her  best  to  eliminate 
smallpox,  and  the  number  of  deaths  that  have 
occurred  from  hemorrhagic  smallpox  ought  to  be 
a  very  strong  lesson  to  the  unvaccinated.  Minne¬ 
apolis  and  other  cities  are  conducting  free  clinics 
for  vaccination,  and  yet  people  scoff  at  it,  and 
many  of  the  cults  ridicule  it  as  a  dangerous  pro¬ 
cedure,  which  they  call  the  introduction  of  a 
poison  into  the  system  to  prevent  people  from 
having  smallpox.  Little  do  they  know  of  what 
they  are  saying. 

THE  MINNESOTA  STATE  MEDICAL 
ASSOCIATION 

On  account  of  the  conflict  of  medical  society 
meetings  in  1925,  a  meeting  was  called  by  Presi¬ 
dent  Burnap  to  determine  the  best  time  for  the 
Minnesota  State  Medical  Association  to  meet. 
This  discussion  was  participated  in  by  the  secre¬ 
taries  of  the  Northern  and  Southern  Minnesota 
Medical  Associations,  Ramsey  and  Hennepin 
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County  Medical  Societies,  the  president,  vice- 
president,  secretary,  and  councillors  of  the  State 
Association,  some  members  of  the  faculty  of  the 
Medical  School,  and  the  president  of  clinics  of 
the  Interstate  Assembly,  as  well  as  a  representa¬ 
tive  from  the  Minneapolis  Clinical  Section. 

The  whole  situation  was  discussed,  and  it  was 
finally  determined,  as  the  meeting  was  to  be  in 
Minneapolis,  that  the  State  Association  should 
hold  its  meeting  the  last  week  in  April,  1925,  to 
conform  with  the  time  which  is  usually  de¬ 
termined  for  Minneapolis  Clinic  Week.  It  will 
be  necessary,  therefore,  for  medical  men  to 
show  their  activity  and  prepare  for  this  meet¬ 
ing,  as  it  means  the  collection  of  clinical  ma¬ 
terial,  which  is  to  be  the  predominant  feature 
in  the  State  Association  meeting,  and  the  prep¬ 
aration  of  a  program  of  papers  which  are  to  be 
read  in  abstract.  This  gives  the  Association  an 
opportunity  to  invite  more  men  to  read  abstracts 
of  papers,  and  will  incidentally  give  the  clinicians 
an  opportunity  to  cover  the  clinical  field  of  med¬ 
icine  and  surgery  as  far  as  possible. 

The  program  committee  will  be  announced  in 
January  by  Dr.  Bitmap.  If  this  work  is  taken 
over  by  the  committee  having  charge  of  Minne¬ 
apolis  Clinic  Week  it  will  mean  some  very  active 
work,  to  begin  at  once.  Minneapolis  must  be  fully 
prepared  to  entertain  the  State  Association,  as  the 
dates  have  been  arranged  so  as  not  to  interfere 
with  any  of  the  societies  in  other  parts  of  Minne¬ 
sota  nor  any  associations  in  the  East.  The  Con¬ 
gress  of  Physicians  and  Surgeons,  which  is  really 
a  meeting  of  the  various  American  Medical  As¬ 
sociation  organizations,  will  occur  in  Washington 
in  the  week  beginning  the  fourth  of  May,  so  that 
this  will  not  in  any  way  interfere  with  the  State 
meeting  and  will  give  the  Minnesota  men  ample 
time  to  get  to  the  meeting  of  the  American  Con¬ 
gress,  and  also  will  be  in  advance  of  the  meeting 
of  the  American  Medical  Association  at  Atlantic 
City  this  coming  year. 


BOOK  NOTICES 


Two  Lectures  on  Gastric  and  Duodenal  Ulcer.  A 
Record  of  Ten  Years’  Experience.  By  Sir 
Berkeley  Moynihan.  Boards.  Price  2  shillings,  9 
pence.  Pp.  48,  with  illustrations.  Bristol:  John 
Wright  &  Sons  Ltd.,  1923. 

In  these  two  lectures  Sir  Berkeley  Moynihan  re¬ 
views  his  last  ten  years’  experience  with  some  of 
the  main  problems  of  gastric  and  duodenal  ulcer. 
His  broad  fairmindedness,  the  lucid  clearness  of  his 


thought,  and  his  nicety  of  expression  make  this  small 
volume  well  worth  careful  reading.  The  internists 
will  be  interested  in  his  discussion  of  the  diagnosis, 
its  limitations  and  its  pitfalls.  They  will  be  inter¬ 
ested  in  his  conception  of  the  cancer-ulcer  relation, 
in  his  discussion  of  the  medical  treatment  of  ulcers 
and  in  the  cause  of  pain  relief  under  treatment.  The 
surgeons  will  be  interested,  not  only  in  all  of  these, 
but  also  in  his  attitude  towai'd  the  surgical  pro¬ 
cedures  and  in  the  changes  in  his  point  of  view  with 
the  increase  in  his  experience. 

— Arthur  T.  Mann,  M.D. 

Practical  Chemical  Analysis  of  Blood.  By  Victor 
Caryl  Myers,  M.  A.,  Ph.D.,  Professor  and  Direc¬ 
tor  of  the  Department  of  Biochemistry,  New  York 
Post-Graduate  Hospital.  Second  revised  edition. 
Pp.  232;  33  illustrations.  St.  Louis:  C.  V.  Mosby 
Company,  1924. 

The  original  edition  of  this  valuable  reference 
book  was  merely  a  collection  in  book  form  of  a 
series  of  the  articles  entitled  the  “Chemical  Changes 
in  the  Blood  in  Disease,”  which  appeared  during  the 
year  1920  in  The  Journal  of  Laboratory  and  Clinical 
Medicine.  The  present  edition  is  a  substantial  en¬ 
largement  and  revision  of  the  first  issue  and  con¬ 
tains  not  only  the  original  articles  in  revised  form 
but  also  the  Folin  and  Wu  system  in  blood  analysis 
which  is  simply  a  more  economical  and  simplified 
system  of  blood  chemistry  and  several  other  newer 
methods  of  analysis,  such  as  Benedict’s  simplified 
method  for  uric  acid,  method  of  determination  of 
such  constituents  of  the  blood  as  hemoglobin,  in¬ 
organic  phosphus,  acetone  bodies,  etc. 

The  author  not  only  presents  various  methods  of 
chemical  analysis  in  detail  but  discusses  quite  ade¬ 
quately  the  pathologic  physiology  of  each  metabolite 
and  clinical  application  and  interpretation  of  find¬ 
ings.  This  makes  the  reading  quite  interesting  to 
the  medical  man,  as  well  as  to  the  physiological 
chemist  and  to  the  laboratory  director. 

References  given  at  the  end  of  each  chapter  are 
a  valuable  guide  in  the  further  study  on  the  subject. 

The  author,  while  not  a  physician,  is  an  outstand¬ 
ing  authority  in  the  field  of  medical  chemistry  whose 
contributions  to  the  technical  and  medical  literature 
is  a  lasting  monument  to  the  advance  of  modern 
medicine.  — Kano  Ikeda,  M.D. 

The  Surgical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Volume 
4,  Number  3  (Chicago  Number,  June,  1924),  245 
pages  with  108  illustrations.  Per  clinic  year  (Feb¬ 
ruary,  1924,  to  December,  1924.)  Paper,  $12.00. 
Cloth  $16.00  net.  Philadelphia  and  London:  W. 
B.  Saunders  Company. 

Dr.  Arthur  Dean  Bevan  presented  a  case  of  cyst 
of  the  kidney  in  which  case  it  was  difficult  to  de¬ 
termine  whether  the  condition  was  a  cyst  of  the  tail 
of  the  pancreas  or  cyst  of  the  left  kidney.  The  defi¬ 
nite  diagnosis  was  made  at  operation,  but  Dr.  Bevan 
emphasized  the  importance  of  the  simple  and  too 
often  neglected  procedure  of  distending  the  bowel 
with  air  in  order  to  determine  whether  the  mass  is 
retroperitoneal  or  intraperitoneal.  He  then  recited 
a  very  interesting  series  of  cases  of  retroperitoneal 
tumors  in  which  this  test  was  used  and  by  which 
their  locations  were  determined.  The  series  included 
cases  of  hypernephroma,  hydronephrosis,  cysts  of 
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the  kidney,  pancreatic  cysts,  and  a  retroperitoneal 
sarcoma.  He  emphasized  strongly  the  point  that 
all  of  the  diagnoses  could  not  have  been  arrived  at 
so  definitely  if  the  above  described  test  of  bowel 
distention  by  air  had  not  been  used. 

Dr.  Albert  J.  Ochsner  presented  three  cases  of 
advanced  malignant  growths  which  were  removed 
by  the  actual  cautery  after  the  Percy  method.  He 
uses  small-sized  soldering-irons  to  remove  the  tum¬ 
ors  and  advises  that  the  iron  be  kept  in  contact 
with  the  tissues  long  enough  to  destroy  healthy 
tissue  for  a  short  distance  beyond  the  growth.  He 
advises  that  radium  be  applied  preceding  the  excision 
by  the  hot  iron.  He  states  that  “  the  cautery  should 
be  used  in  many  cases  that  are  apparently  hopelessly 
advanced,  because  this  group  contains  a  consider¬ 
able  number  which  will  remain  permanently  well 
after  removal  by  that  method.” 

Dr.  Daniel  N.  Eisendrath  presented  two  cases 
illustrative  of  congenital  stricture  of  the  ureter.  In 
an  interesting  discussion  of  congenital  affections  of 
the  ureter  in  general  he  dealt  with  strictures,  twists, 
valves,  diverticula,  and  dilatations  without  obstruc¬ 
tion  in  ureter,  bladder,  and  urethra. 

Dr.  Kellogg  Speed  in  a  discussion,  well  illustrated 
by  A'-ray  pictures,  dealt  with  traumatic  lesions  of 
the  head  of  the  radius. 

Drs.  Alfred  A.  Strauss,  Joseph  Friedmand,  and 
Leon  Bloch  presented  three  cases  of  ulcerative  colitis 
in  which  colectomy  preceded  by  ileostomy  was  done. 
They  discourage  the  use  of  appendecostomy  as  a 
preceding  step  because  the  irrigation  through  such 
a  small  opening  is  not  sufficient.  After  the  patient’s 
condition  is  improved  by  blood  transfusions  and  ir¬ 
rigations  through  the  ileostomy  opening,  the  colec¬ 
tomy  is  done,  leaving  the  ileum  opening  on  the  ab¬ 
domen  as  the  artificial  anus. 

In  a  clinic  at  Mercy  Hospital,  Dr.  Charles  Louis 
Mix  gave  a  very  interesting  and  understandable  re¬ 
view  of  the  physiology  and  pathology  of  the  thy¬ 
roid.  This  was  followed  by  an  equally  interesting 
discussion  of  the  surgical  procedures  required  in 
the  various  types  of  goitre. 

Dr.  David  C.  Straus  presented  two  cases  of  so- 
called  Brodie’s  abscess  in  one  of  which  was  found 
pure  staphylococcus  pyogenes  albus  and  in  the  other 
pure  streptococcus  hemolyticus.  A  very  interesting 
account  of  Sir  Benjamin  Brodie’s  first  case  in  1824 
is  given.  It  is  remarkable  how  accurately  Dr.  Brodie 
described  the  symptoms,  pathology,  and  progress  of 
this  condition,  and  how  exactly  his  treatment  is  fol¬ 
lowed  out  to-day  in  these  bone  abscesses. 

In  the  Clinic  of  Dr.  Edwin  M.  Miller  three  cases 
of  lesions  of  the  breast  associated  with  a  discharg¬ 
ing  nipple  were  presented.  He  states  that  a  frank 
bloody  discharge  is  almost  diagnostic  of  a  benign 
papilloma,  a  mucoid  discharge  characteristic  of  a 
chronic  cystic  mastitis,  and  a  serous  or  serohemor¬ 
rhagic  discharge  very  indicative  of  malignancy.  Case 
No.  1  was  a  woman  29  years  of  age  complaining  of 
a  watery  discharge  from  one  nipple.  On  examina¬ 
tion  a  diagnosis  of  papilloma  was  made,  and  opera¬ 
tion  was  advised.  Case  No.  2,  was  also  a  papilloma 
under  the  nipple,  but  it  caused  a  discharge  of  a 
bloody  serum.  Case  3,  complained  of  a  very  dark 
discharge  of  a  bloody  nature,  and  it  proved  to  be 
adenocarcinoma. 

Drs.  Harold  E.  Jones  and  Philip  Lewin  described 


the  Charcot  joint  and  gave  a  very  comprehensive 
and  exhaustive  differential  diagnosis  between  that 
condition,  tuberculous  joint,  synovitis,  chronic  arthri¬ 
tis,  malignancy,  septic  infection,  fracture,  and  dis¬ 
location.  They  emphasized  the  etiology  stating  it 
to  be  due  usually  to  syphilis,  but  was  found  in  other 
neuropathic  conditions  in  which  there  was  inter¬ 
ference  with  the  trophic  impulses,  as  in  syringomye¬ 
lia,  compression  or  destruction  of  the  spinal  cord, 
severance  of  nerves,  pernicious  anemia,  and  peri¬ 
pheral  neuritis. 

Dr.  Ralph  Buerne  Bettman,  of  the  Michael  Reese 
Hospital,  gave  a  clinic  on  chronic  empyema  during 
which  he  described  his  own  radical  operation  for  its 
cure.  He  emphasized  the  importance  of  leaving  a 
drainage  tube  in  acute  cases  until  all  of  the  cavity 
is  obliterated.  He  uses  12  per  cent  sodium  bromide 
solution  to  fill  the  cavity  before  taking  the  .r-ray 
pictures.  This  is  non-irritating  and  non-toxic  and 
can  be  washed  out  completely  after  the  pictures  are 
taken.  In  short,  this  operation  consists  of  the  pre¬ 
serving  of  a  skin  flap,  exposing  the  entire  cavity 
by  rib  resection  under  local  or  general  anesthesia, 
excision  of  the  thickened  parietal  pleura,  decortica¬ 
tion  of  the  compressed  lung  where  possible,  dealing 
with  the  fistulas  by  cautery  or  allowing  them  to  close 
spontaneously,  turning  in  the  skin  flap  and  allowing 
the  wide  open  defect  to  heal  by  cicatrization. 

— Richard  R.  Cranmer,  M.D. 

Manual  of  the  Disease  of  the  Eye.  By  Charles  H. 
May,  M.D.,  Director  and  Visiting  Surgeon,  Eye 
Service,  Bellevue  Hospital,  New  York;  Consult¬ 
ing  Ophthalmologist  to  the  Mt.  Sinai  Hospital,  to 
the  French  Hospital,  to  the  Italian  Hospital,  New 
York,  and  to  the  Monmouth  Memorial  Hospital; 
Formerly  Chief  of  Clinic  and  Instructor  in 
Ophthalmology,  College  of  Physicians  and  Sur¬ 
geons,  Medical  Department,  Columbia  University, 
New  York.  Price,  $4.00.  New  York:  William 
Wood  and  Company,  1924. 

This  is  the  eleventh  edition  of  Dr.  Chas.  H.  May’s 
“Diseases  of  the  Eye,”  the  first  edition  being  pub¬ 
lished  in  1900.  The  book  is  intended  primarily  for 
the  student  and  general  practitioner.  In  this  edi¬ 
tion  the  chapter  on  Uveitis  has  been  rewritten  and 
brought  up  to  date,  giving  a  later  classification  of 
the  dift'erent  varieties.  The  treatment  is  also  gone 
into  more  fully.  The  chapter  on  disturbances  of 
motility  has  also  been  rewritten,  giving  a  simpler 
but  better  description  of  muscular  imbalance.  The 
illustrations  have  been  improved  and  several  added. 
On  the  whole,  the  book  is  the  best. edition  of  this 
popular  text-book  which  Dr.  May  has  published. 

— H.  L.  Goss,  M.D. 

The  Biology  of  the  Internal  Secretions:  The  En¬ 
docrine  factor  in  development,  in  subnormalities, 
in  neoplasms  and  malignancy,  in  nervous  and  men¬ 
tal  diseases  and  in  heredity.  By  Francis  X. 
Dercum,  M.D.,  Ph.D.,  Professor  of  Nervous  and 
Mental  Diseases  in  Jefferson  Medical  College, 
Philadelphia,  12  mo.  of  241  pages.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1924. 
Price,  $2.75  net. 

This  stimulating  book  by  Dercum  should  be  read 
by  all  interested  in  the  internal  secretions. 

After  taking  up  in  the  introduction  discussion  of 
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the  ameba,  whose  ferments  he  likens  unto  the  in¬ 
ternal  secretions  for  that  form  of  life,  the  author 
expands  on  the  meaning  of  the  terms  ferment,  enzyme, 
and  catalyst. 

A  review  of  the  experiments  in  growth  disturb¬ 
ances  made  by  nature  in  that  greatest  of  all  labora¬ 
tories,  the  clinic,  is  given.  Stigmata  of  arrest  are 
considered  to  signify  that  the  chemical  and  physical 
processes  inherent  in  the  germ  plasm  of  the  parents 
lacked  the  necessary  intensiveness  to  lead  to  a  full 
and  normal  maturity.  The  lymphatic  diathesis,  in 
its  simplest  expression,  frequently  met  with  in  child¬ 
ren  may  be  due  to  lowering  of  the  intensiveness  of 
the  processes  of  the  organism.  The  possibility  of 
a  to.xic  harmone,  vagotonic  in  nature,  from  the 
thymus  is  suggested.  The  thymus  is  discussed  as 
to  relation  to  other  glands;  that  it  is  antagonistic 
in  action  to  the  adrenal  glands;  that  thyroid  enlarge¬ 
ment  has  its  origin  indirectly  in  the  lowered  biologi¬ 
cal  level  of  thymic  persistence  and  is  itself  expres¬ 
sive  of  impaired  development.  The  thyroid  and  the 
chromaffin  system  are  thought  to  reinforce  each 
other.  The  author  considers  that  in  hyperthyroid¬ 
ism  the  enlargement  of  the  anterior  lobe  of  the  pitui- 
tar3'  is  a  compensation  as  in  the  instance  of  the 
compensatory  enlargement  of  the  thyroid  directed 
against  the  thymus.  This  compensation  may  ex¬ 
press  itself  merely  as  an  increase  in  stature  or  if 
over  compensation  results,  in  true  acromegaly. 

The  function  of  the  pancreas  is  depressed  in  hyper¬ 
pituitarism  and  hyperthyroidism  so  as  to  permit 
glycosuria. 

The  relationship  of  adrenal  cortex  to  atypical 
sexual  development  is  the  subject  of  another  chap¬ 
ter.  Sexual  hypoplasia  accompanies  lymphatic 
hyperplasia  and  thymic  persistence,  and  when  met 
with  it  is  always  accompanied  by  regressive  changes 
in  other  glands.  Failure  in  sex  development  occurs 
when  lessened  in  vigor  and  resistance  by  lowering 
normal  level.  It  is  suggested  that  the  pineal  gland, 
when  lessened  in  vingor  and  resistance  by  lowering 
of  the  intensiveness  of  the  body  processes,  may  by 
its  involution  before  puberty  cause  premature  sexual 
development. 

The  author  divides  the  thyroid  and  pituitary  with 
the  chromaffin  system  in  one  synergic  group,  all  of 
which  promote  the  release  of  energy.  On  the  other 
hand,  the  pancreas  and  all  the  glands  of  the 
alimentary  tract  and  its  adnexa  are  under  automatic 
influence,  to  which  are  added  the  thymus  and  para¬ 
thyroid;  all  these  are  opposed  to  the  catabolism 
and  are  rather  the  conservators  of  energy. 

The  balancing  of  these  two  groups  is  made  the  sub¬ 
ject  of  interesting  hypotheses  concerning  the  mental 
deteriorations  in  which  first  with  depression  and 
hypochondriasis  the  automatic  group  is  involved.  In 
the  expansive  stage  the  reverse  obtains  with  dis¬ 
turbance  of  the  sympathetic  group  possibly  due  to 
some  toxin. 

Maniac  depressive  disease  is  explained  on  the  basis 
of  a  cyclic  variation  in  the  function  of  the  two  groups. 

:\Ialignancy,  it  is  suggested,  may  be  an  expression 
of  imbalance  of  the  two  groups  of  endocrine  glands 
before  described  with  resultant  attempted  compen¬ 
sation  and  unruly  over  compensation. 

— C.  A.  McKinlay,  M.D. 


NEWS  ITEMS 


Dr.  J.  B.  Gtimper  has  moved  from  Becker  to 
Evansville. 

Dr.  F.  B.  McGarvey  has  moved  from  Cavour, 

S.  D.,  to  Huron,  S.  D. 

Dr.  Charles  H.  Cowgill,  of  Iroquois,  S.  D., 
has  moved  to  Huntington  Park,  Calif. 

A  Minnesota  physician  has  been  sentenced  to 
spend  a  year  in  a  Federal  prison  for  selling  drugs 
to  addicts. 

Fifty  cities  made  application  for  the  new  hos¬ 
pital  to  be  built  by  the  Federal  Bureau  of  the 
United  States  Veterans  at  some  point  in  the 
Tenth  District. 

The  secretaries  of  all  the  State  Medical  Asso¬ 
ciations  met  in  Chicago  last  month  for  their 
usual  annual  meeting.  All  Northwestern  states 
were  represented. 

Drs.  J.  A.  Myers  and  C.  A.  McKinlay,  of 
Minneapolis,  presented  papers  last  month  at  the 
annual  meeting  of  the  Harding  County  Medical 
Society  at  Eldora,  Iowa. 

A  local  epidemic  of  hiccough  hit  Rochester, 
Minn.,  last  month,  and  Dr.  Rosenow,  of  the 
Mayo  Foundation,  at  once  began  a  search  for 
the  germ  of  the  disease. 

The  new  nurses’  home  of  St.  Luke’s  Hospital, 
Duluth,  will  be  occupied  this  week.  It  is  a  hand¬ 
some  five-story  modern  building  and  will  accom¬ 
modate  eighty-five  nurses. 

Dr.  Samuel  Z.  Kerlan  has  moved  from  Mc¬ 
Gregor  to  Aitkin.  He  had  planned  to  make  this 
move  before  the  death  of  Dr.  Graves,  of  Aitkin, 
which  occurred  last  month. 

The  annual  meeting  of  St.  Paul  Clinic  Week 
for  1925  will  not  be  held,  and  Minneapolis  Clinic 
Week  and  the  State  Medical  Association  may 
meet  in  Minneapolis  at  the  same  time. 

Dr.  J.  S.  Pritchard,  of  the  Battle  Creek  Sana¬ 
torium,  spoke  before  the  Hennepin  County  Med¬ 
ical  Society  on  November  26.  His  subject  was 
the  “Differential  Diagnosis  of  Chest  Conditions.” 

The  annual  meeting  of  the  Central  Minnesota 
District  Medical  Association  was  held  at  Willmar 
last  week,  and  was  followed  on  the  same  date 
by  a  meeting  of  the  Kandiyohi-Swift  County 
Society. 
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Dr.  W.  J.  Dailey  has  sold  his  practice  at  Bloom¬ 
ing  Prairie  to  Dr.  J.  Nelson  Ewbank,  of  St. 
Paul.  Dr.  Dailey  will  spend  some  time  in  post¬ 
graduate  work  and  then  go  to  California  to  re¬ 
sume  practice. 

Dr.  Fred  G.  Carter  has  been  appointed  super¬ 
intendent  of  the  Ancker  Hospital  of  St.  Paul  to 
succeed  Dr.  J.  L.  McElroy,  who  resigned  to  ac¬ 
cept  the  superintendency  of  St.  Mark’s  Hospital 
of  New  York  City. 

At  the  December  meeting  of  the  Huron  (S. 
D.)  Medical  Society,  papers  were  presented  by 
Dr.  M.  E.  Cogswell,  of  Wolsey,  on  “Helpful 
Hints;”  by  Dr.  W.  H.  Sexton,  of  Huron,  on 
“Diabetes and  by  Dr.  H.  L.  Saylor,  of  Huron, 
on  “Physiotherapy.” 

Drs.  George  E.  Eitel  and  Arthur  L.  Herman, 
recent  graduates  of  the  University  of  Minnesota, 
have  become  members  of  the  staff  of  the  Eitel 
Hospital  of  Minneapolis.  Dr.  George  E.  Eitel 
is  a  nephew  of  Dr.  George  G.  Eitel,  the  founder 
and  the  chief  surgeon  of  the  Eitel  Hospital. 

Dr.  R.  F.  Bellaire,  of  Sioux  City,  Iowa,  Secre¬ 
tary  of  the  Sioux  Valley  Medical  Association, 
has  returned  from  the  East  where  he  has  been 
spending  a  couple  of  months  in  postgraduate 
work.  He  is  now  busy  with  the  program  of  the 
next  meeting  of  the  Sioux  Valley  Association. 

Death  and  resignation  have  caused  several 
changes  in  the  officers  of  the  Minnesota  State 
Medical  Association.  Dr.  E.  K.  Geer,  of  St. 
Paul,  succeeds  Dr.  C.  B.  Drake  as  secretary; 
Dr.  Earle  R.  Hare,  of  Minneapolis,  succeeds  the 
late  Dr.  F.  L.  Beckley  as  treasurer;  Dr.  E.  A. 
Myerding,  of  St.  Paul,  becomes  executive  secre¬ 
tary  succeeding  Mr.  J.  R.  Bruce,  of  St.  Paul. 

At  the  annual  meeting  of  the  Soo  Surgical 
Association,  held  in  Chicago,  the  following  of¬ 
ficers  were  elected:  President,  Dr.  A.  A.  Law, 
Minneapolis ;  vice-president.  Dr.  David  B.  Mei- 
klejohn.  Fond  du  Lac,  Wis. ;  secretary-treasurer. 
Dr.  John  H.  Rishmiller,  Minneapolis.  The  place 
of  meeting  in  1925  was  left  to  the  officers. 
Twenty- four  papers  were  presented  at  the  Chi¬ 
cago  meeting,  mainly  by  prominent  practitioners 
of  Minnesota,  Wisconsin,  and  Chicago. 

The  Sioux  Valley  Medical  Association  holds 
its  annual  meeting  at  Sioux  City,  Iowa,  on  Janu¬ 
ary  20.  The  following  outside  men  will  present 
papers  or  clinics  at  the  meetings :  Drs.  J.  A. 
Abt,  Dean  Lewis,  and  Joseph  Miller,  of  Chicago ; 


Dr.  Reginald  Fitz,  of  Harvard ;  Dr.  H.  E.  Rob¬ 
ertson,  of  the  Mayo  Clinic,  and  Dr.  W.  A.  Jones, 
of  Minneapolis,  editor  of  The  Journal-Lancet. 
Drs.  Lewis  and  Jones  will  also  be  the  speakers 
at  the  banquet.  The  program  of  the  meeting  will 
appear  in  our  next  issue. 

The  Cass  County  (N.  D.)  Medical  Society 

There  were  two  meetings  of  the  Cass  County 
Medical  Society  last  month  which  will  be  of  in¬ 
terest  to  readers  of  The  Journal-Lancet.  On 
November  12  the  Society  had  a  dinner  at  the 
Fargo  Commercial  Club  after  which  the  follow¬ 
ing  program  was  rendered:  “Pathology  and 
Treatment  of  Chronic  Endocervicitis”  by  Dr. 
Sverre  Oftedal.  Members  of  the  Society  who 
attended  the  Tri-State  Convention  at  Milwaukee 
gave  reports  of  the  meeting. 

On  November  19  the  Society  dined  at  the 
Waldorf  Hotel.  Our  guest  at  this  dinner  was 
Dr.  W.  A.  Jones,  of  Minneapolis.  Dr.  Jones 
gave  an  address  on  “Borderline  Cases  in  Neuro¬ 
logy  and  Psychiatry.”  It  was  a  very  much  worth 
while  paper,  and  we  should  like  to  see  it  pub¬ 
lished  in  The  Journal- Lancet. 

G.  A.  Larson,  M.D.,  Secretary 

The  Sixth  District  (N.  D.)  Medical  Society 

The  November  meeting  of  the  Society,  held  at 
St.  Alexius’  Hospital  at  Bismarck  on  November 
20,  was  well  attended. 

Dr.  F.  R.  Smyth  discussed  the  health  condi¬ 
tions  in  Burleigh  (Bismarck)  County  and  in  the 
state. 

Dr.  W.  H.  Bodenstab  spoke  of  the  Workmen’s 
Compensation  Bureau  of  North  Dakota  and  the 
relations  of  physicians  to  it. 

Dr.  J.  O.  Arneson  discussed  “Pernicious  Ane¬ 
mia  and  Other  Blood  Diseases.” 

Drs.  J.  O.  Arneson  and  G.  R.  Lipp  reported 
an  interesting  case  of  heart  disease  with  com¬ 
plications. 

Dr.  A.  A.  Whittemore,  the  North  Dakota 
Health  Officer,  spoke  of  the  health  conditions  in 
the  state,  and  asked  for  the  co-operation  of  all 
physicians  in  preventive  health  work. 

C.  E.  Steckhouse,  M.D.,  Secretary 

Sioux  Falls  (S.  D.)  District  Society 

The  November  meeting  of  the  Sioux  Falls 
District  Medical  Society  was  held  in  the  Car¬ 
penter  Hotel  preceded  by  dinner.  This  meeting 
had  been  postponed  from  November  11  because 
of  the  Mitchell  Clinics. 
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The  Secretary  introduced  Dr.  Fonkelsrude,  the 
organizer  of  the  Bethany  Hospital  x\ssociation, 
who  spoke  regarding  the  plans  of  the  Association 
and  the  Moe  Hospital. 

The  Secretary  read  a  letter  of  appreciation 
from  Dr.  Parsons  regarding  the  pen  presented 
to  him  last  month. 

Dr.  Cottam,  as  chairman  of  the  Traffic  Com¬ 
mittee,  reported  that  it  was  impossible  to  secure 
any  favors  for  physicians  in  regard  to  parking 
overtime  in  restricted  areas,  but  suggested  that 
the  City  Attorney  was  always  ready  to  accept 
a  reasonable  excuse. 

The  Secretary  reported  that  he  had  heard  from 
three  of  the  recipients  of  Hygeia  during  the  past 
year  and  that  Sioux  Falls  College  was  very  en¬ 
thusiastic  and  requested  that  the  paper  be  con¬ 
tinued.  There  was  no  report  from  Columbus 
College,  nor  from  Augustana. 

The  Secretary  introduced  two  guests,  Drs. 
Nielson  and  Gottschalk ;  and  Dr.  Park  of  Canton, 
introduced  two  guests. 

Dr.  R.  Reagan  read  a  paper  on  “Gas  Bacillus 
Infections.”  This  paper  elicited  a  very  free  dis¬ 
cussion. 

Dr.  R.  W.  Mullen  read  a  paper  on  “Early 
Diagnosis  of  Pulmonary  Tuberculosis.”  The 
discussion  was  opened  by  Dr.  T.  E.  Jones. 

Dr.  W.  F.  Keller  spoke  regarding  the  smallpox 
situation,  and  a  free  discussion  followed  regard¬ 
ing  fees  for  vaccinating.  No  action  taken. 

The  Secretary  urged  all  to  be  present  at  the 
next  meeting,  at  which  the  election  of  officers 
will  occur.  Adjourned.  Thirty-five  physicians 
were  present,  and  the  vice-president  presided. 

D.  A.  Gregory,  M.D.,  Secretary 

The  Fourth  Annual  Clinic  of  Mitchell, 
South  'Dakota 

The  Mitchell  physicians  and  surgeons  gave 
their  Fourth  Annual  Clinic  on  Nov.  11  and  12, 
and  in  spite  of  the  fact  that  other  important 
meetings  were  in  session  in  Chicago  and  at  Mil¬ 
waukee,  the  attendance  of  the  Mitchell  Clinic 
was  excellent.  Every  speaker  listed  on  the  two- 
day  program  was  present,  and  the  material  at 
both  the  wet  and  the  dry  clinics  was  abundant. 

On  the  morning  of  the  12th,  wet  clinics  were 
given  at  the  State  Methodist  Hospital  by  Drs. 
W.  R.  Ball,  R.  A.  Kelly,  F.  D.  Gillis,  Drs.  Jones 
&  Willy,  Dr.  E.  M.  Young  and  Drs.  Bobb  & 
Lloyd. 

On  the  same  morning  clinics  were  given  at 
St.  Joseph’s)  Hospital  by  the  following:  Drs. 
Delaney  &  Tobin,  Jones  &  Willy,  Dr.  E.  V. 
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Bobb,  Drs.  Bobb  &  Llovd,  Drs.  E.  M.  Young, 
F.  D.  Gillis  and  W.  R.  Ball. 

The  guests  of  the  Clinic  who  presented  able 
papers  in  their;  respective  specialties  were  the 
following:  Dr.  Win.  A.  Plummer,  Rochester, 
Minn. ;  Dr.  A.  C.  Stokes,  Omaha,  Neb. ;  Dr.  R. 
T.  LaVake,  Minneapolis;  Dr.  B.  L.  Lounsbury, 
Chicago ;  Dr.  S.  Marx  White,  Minneapolis ;  Dr. 
A.  E.  Wilcox,  Minneapolis ;  Dr.  H.  H.  McClan- 
ahan,  Omaha ;  Dr.  Albert  H.  Andrews,  Chicago ; 
Dr.  Frederick  H.  Roos,  Sioux  City,  Iowa. 

The  papers  and  demonstrations  by  the  guests 
took  up  the  two  afternoons  of  the  Clinic.  The 
entertainment  of  outside  physicians  and  their 
wives  was  all  that  could  be  desired. 


Drug  Stock  for  Sale 

Minnesota  physician  desires  to  dispose  at  once 
of  his  nearly  new  drug  stock  at  half  cost  price.  Ad¬ 
dress  158,  care  of  this  office. 

Locum  Tenens  or  Large  Country  Practice  Wanted 

I  desire  a  position  to  do  substitute  work  or  will 
take  over  a  country  practice  if  the  field  is  a  large 
one.  Address  157,  care  of  this  office. 

An  Experienced  Gynecologist  Desires  Association 
With  a  Clinic 

Can  furnish  the  best  of  hospital  and  other  refer¬ 
ences.  Work  with  a  clinic  doing  a  large  business  is 
desired.  Address  163,  care  of  this  office. 

Opening  for  a  Specialist 

In  eye,  ear,  nose,  and  throat  work,  an  internist, 
or  a  children’s  specialist,  in  a  town  of  25,000  with  a 
doctor  and  a  dentist.  Address  160,  care  of  this  office. 

Substitute  Wanted  for  Three  Months 

I  want  a  physician  to  take  my  practice  in  a  good 
North  Dakota  town  for  January,  February,  and 
March.  He  can  make  money.  Address  165,  care  of 
this  office. 

Good  Location  and  Office  in  Minneapolis 

An  excellent  location  and  an  office  with  a  dentist 
can  be  had  at  3805  Nicollet  Ave.,  Minneapolis.  A 
fine  modern  heated  apartment  is  also  open  on  the 
same  floor.  For  information,  telephone  Colfax  2754. 

Work  Wanted 

A  recent  graduate  just  beginning  practice  in  Min¬ 
neapolis  desires  work  for  a  part  of  the  day  or  night 
service  or  as  a  laboratory  technician  with  a  hospi¬ 
tal,  a  clinic,  or  a  physician.  Address  164,  care  of 
this  office. 

Practice  for  Sale 

General  practice  in  northwest  central  part  of  Min¬ 
nesota,  in  town  of  600.  Prosperous  farming  and 
dairying  community,  with  no  competition.  $6,000 
cash  practice  last  year.  Will  sell  for  price  of  equip¬ 
ment.  Good  reason  for  selling.  Address  159,  care 
of  this  office. 
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Physician’s  Office  Furniture,  Etc.,  For  Sale 

Roll-top  desk,  safe,  white  enamel  folding  ehair 
and  cushion,  instruments,  and  medicines  of  the  late 
Dr.  H.  Z.  Fisher,  of  Lansford,  N.  D.,  are  offered 
for  sale.  Everything  in  good  condition.  Can  be 
bought  at  a  bargain.  Good  location  for  a  doctor. 
Address  Mrs.  H.  Z.  Fisher  (Box  186),  Lansford, 
N.  D. 


A  Practical  Course  in  Standardized  Physiotherapy 

Under  auspices  of  Biophysical  Research  Dept,  of 
the  Victor  X-Ray  Corporation,  is  now  available  to 
physicians.  The  course  offers  a  highly  practical 
knowledge  of  all  the  fundamental  principles  that 
go  to  make  up  the  standards  of  modern  scientific 
physiotherapeutic  work.  It  requires  one  week’s 
time.  For  further  information  apply  to  J.  F.  Wain- 
wright.  Registrar,  236  South  Robey  St.,  Chicago,  Ill. 


PHYSICIANS  LICENSED  AT  THE  OCTOBER  (1924)  EXAMINATIONS  TO  PRACTICE  IN 

MINNESOTA 


Name  School  and  Date  of  Graduation  Address 

UPON  EXAMINATION 

Harvard,  M.D.,  1923 . . Rochester,  Minn. 

Johns  Hopkins,  M.D.,  1923 . . . . . Rochester,  Minn. 

U.  of  Ore.,  M.D.,  1923 . Rochester,  Minn. 

U.  of  Berlin,  Ger.,  Dr.  Med.,  1914 . .  2012  Hennepin  Ave.,  Minneapolis 

U.  of  Pa.,  M.D.,  1923 . Rochester,  Minn. 

U.  of  Vienna,  Dr.  Med.,  1923 . Rochester,  Minn. 

Geo.  Wash.  U.,  M.D.,  1923 . .  . Rochester,  Minn. 

U.  of  Minn.,  M.B.,  1924 . Swedish  Hospital,  Minneapolis,  Minn. 

Ind.  U.,  Sell,  of  Med.,  M.D.,  1924 . Ancker  Hospital,  St.  Paul,  Minn. 

U.  of  Geneva,  Switz.,  Dr.  Med.,  1924..  1026  Iglehart,  St.  Paul,  Minn. 

U.  of  Minn.,  M.B.,  1924 . Minneapolis  General  Hospital 

U.  of  Minn.,  M.B.,  1924 . . Minneapolis  General  Hospital 

U.  Vienna,  Dr.  of  Med.,  1922 . . Lowry  Building,  St.  Paul,  Minn. 

Rush,  4-yr.  Cert.  Med.,  1924 . . Ancker  Hospital,  St.  Paul,  Minn. 

Geo.  Wash.  U.,  M.D.,  1922 _ _ _ _ _ Rochester,  Minn. 

Rush,  4-yr.  Cert.  Med.,  1923 . Ancker  Hospital,  St.  Paul,  Minn. 

U.  Heidelburg,  Dr.  of  Med.,  1919 .  Rollingstone,  Minnesota 

THROUGH  RECIPROCITY 

Ash,  Wilfrid  A . . . -Creighton,  M.D.,  1923 . . . . . Rochester,  Minn. 

Basinger,  Homer  P - Northwestern,  M.D.,  1924 . Windoni,  Minn. 

Bofenkamp,  Ferdinand  W . St.  Louis  U.  Sch.  of  Med.,  M.D.,  1922.. Luverne,  Minn. 

Bratrude,  Amos . — U.  of  Ill.,  M.D.,  1924 . ..Starbuck,  Minn. 

Chambers,  Stanley  O . U.  of  Mich.,  M.D.,  1923 . Rochester,  Minn. 

Critchfiekl,  Lyman  Ray - - - - U.  of  Minn.,  M.D.,  1909 . 936  Lowry  Bldg.,  St.  Paul,  ]Minn. 

Duncan,  Perry  E . . . . . Wash.  U.,  M.D.,  1924 . . . St.  Luke’s  Hospital,  St.  Paul,  Minn. 

Harshbarger,  Isaac  L - U.  of  Va.,  M.D.,  1922 . Rochester,  Minn. 

Horton,  Vincent  J - U.  of  la.,  M.D.,  1923 . . . ...Preston,  Minn. 

Johnson,  Henry  P . . . . Bowdoin,  M.D.,  1921 . . . Rochester,  Minn. 

Kertesz,  Geza  Jos.  Victor  Emil...Hungarian  Royal  U.,  Dr.  Med.,  1918...  1837  Park  Ave.,  Minneapolis,  Minn. 

McDonell,  Charlie  H . Bennett  Coll,  of  Eel.  Med.  and 

Surg..  M.D.,  1906 . . . . . . Hankinson,  N.  D. 

McQuiggan,  Mark  Ronald . _U.  of  Pittsburgh,  M.D.,  1923 _ Rochester,  Minn. 

Melson,  Madeline  Ann  Muldoon  U,  of  Cal.,  M.D.,  1924 . .-..Rochester,  Minn. 

Ochsenhirt,  Norman  C . U.  of  Pittsburgh,  M.D.,  1917 . Rochester,  Minn. 

Prickman,  Louis  E . U.  of  Pittsburgh,  M.D.,  1923 . Rochester,  Minn. 

Sadler,  Wm.  Paul  Jr . Johns  Hopkins,  M.D.,  1921 . .....Maryland  Hotel,  Minneapolis,  Minn. 

Stevenson,  Geo.  S . Johns  Hopkins,  M.D.,  1919 . 133  Millard  Hall,  U.  of  Alinn. 

Synhorst,  Alfred  Paul . . U.  of  Iowa,  M.D.,  1923 . Rochester,  Minn. 

Thompson,  John  Wm.,  Jr . — Wash.  U.,  M.D.,  1923 . . . . .  Rochester,  Minn. 

Vivian,  Robert  S . . Rush,  M.D.,  1922 . . Hibbing,  Minn. 

Wilkinson,  Henry  Fielding . .Yale,  M.D.,  1921 . . . . Rochester,  Minn. 


Brading,  Edward  Thurston . 

Burns,  Arthur . 

Coffey,  Jay  Russell . 

Felden,  Botho . . . 

Flothow,  Paul  Geo . . . 

Grob,  Otto . . . 

Horwitz,  Alec... . . 

Kerlanski,  Milton_ . . . . 

McCarty,  Virgil . — 

Moskovitz,  Selic . . . . . 

Nelson,  Nels  Harvey . . . 

Nutting,  Roland  E . . . . 

Rosenthal,  Robert . . 
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